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schizophrenia, and in a 


~ Daxolin E 


v (loxapine succinate) 


— succinate has been evaluated clinically by the BPRS 
(Brief Psychiatric Ratin ng Scale) in both acute and chronic 


age groups. 
3 amps of Efficacy at End of Treatment in 11 Studies (by BPRS Item Profile)! 


ACUTE SCHIZOPHRENIA 
(newly admitted patients —5 studies) 


Overall Mean 


Mean Improvement Change from Baseline 





CHRONIC SCHIZOPHRENIA 
(at least 1 year psychiatric hospitalization—6 studies) 


T E 
CO 


BÍ 
Oo 






Q.5 4 Overall Mean 


Mean Improvement Change 
from Baseline 
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mame! Oxapine = |rilijoperazine wx Chlorpromazine « 


Eleven controlled, double-blind studies! involved 235 acute and chronic schizophrenic patients treated with Xx 
loxapine, 118 patients treated with trifluoperazine, and 116 patients treated with chlorpromazine. Statistical s 
analyses of BPRS rating data showed consistently superior results in the acute patients in all three groups. 

Though differences between loxapirie and the reference agents in individual studies varied in relation to the 

degree and frequency of observation, the variations, when present in acute patients, generally indicated ae — 


more positive response to loxapine. 





. Educational program for family and friends — "md 
EMP (Empathic) Communications was originated to help family 
and friends understand and provide more support to the patient. 
This program encourages their active cooperation in the patient's 


adjustment to therapy and rehabilitation and is available ires 
. of charge. 


The first booklet in the program answers 
questions on how to cope with the 
schizophrenic patient. The second covers 
family relations with the hospitalized - 
schizophrenic. The third deals with drug 
therapy in schizophrenia. Other booklets 
are planned to provide further guidance to - 
family, friends, employer, co-workers, and 
paramedical personnel i in their dealings 7 

. with the patient. 


Professional information for you 


Psychiatric Interfaces, offered to you free 
of charge, is a new professional service 
dealing with current psychiatric trends. 
Presenting the observations and viewpoints 
of psychiatrists on mental-health care, it is 
intended to help you keep up to date on 
interesting new developments in psychiatry. 





a comprehensive program centered on 


. Daxolin 
an . (loxapine succinate) 


y | to help control symptoms in acute 
and chronic schizophrenia 





See last page for full prescribing information. 





(loxapine'succinate) 


helps control symptoms in acute and chronic e schizophrenia 
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*' 10 mg (ight and datk 
blue), bottles of 100 - 
. and 1000. 


.. ' 25 mg (blue and 
"= white), bottles of 100 
oe and 1000. 


- 


50 mg | (blue and 
E. maroon), bottles of 100 
"^: -and 1000. 
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Description: DAXOLIN (loxapine — À a 

dib Bue compound, represents.a new sub- 
class of tricyclic antipsychotic agent, chemically E 
tinct from. thioxanthenes 


phenothiazines. Chemically, It iis chloro -(4- | 


methyl-1-piperaziny) dibenz [b,f] [1 no. ae is 


present in capsules as the hone salt. 


-mg of i E succinate is equivalent to 1 mg A 
Actions: Pharmaćotogically, loxapine Is a tranquilizer 


for which the exact mode of action has not been estab- 
lished. However, changes in the level of excitability of 
subcortical inhibitor areas have been observed in 
several animal £ in association with such man- 


ifestations of tranquliization -as calming affects and. 


Suppression of aggressive behavior. 
n nórmal human volunteers, signs of sedation’ were 
geen within 20 to 30 minutes after administration, were 


. most pronounced. within 1% to 3 hours, and lasted - ` 


through 12 ours. Similar onset and dutatión of primary 
Poamee ac effect was seen in animals. — . 
Absorptiorr of loxapine following oral or parenteral 
administration is eire complete. The drug. is re- 
" moved rapidly 
tissues. Animal studies suggest an Initial preferential 


* distribution in lungs, brain, spleen, heart, and kidney. - 
i is metabolized extensively , and excreted - 


in the first 24 hours. Metabolites are excreted in 


the urine in the form of: conjugates but are: unconju-. 


ated in the feces. 


dications: DAXOLIN is indicated for the manifesta- 


tlons of 
Containdicaiions: D DAXOLIN (loxapine succinate) ls 


contraindicated in comatose or severe drug-induced 
coe states . (alcohol, barbiturates, narcotics, 


to the d 


ee Usage in nancy: Sale use of DAXOLIN 


orbe een or lactation has not been estab-- 


efore, its usein pregnancy, in nursing moth- 
bik or in women of childbeering potential requires that 
the benefits of treatment be weighed against the possi- 
bie risks to mother and child. No embryotoxicity or 
teratogenicity was observed in studies in rats, rabbits 
or dogs. With the exception of one rabbit study, the 
highest dosage was two times the maximum recom- 
mended human dose and in some studies the dose 
was lower. Perinatal studies have shown renal 
‘abnormalities. in gfspring of rats treated from mi 
pregnancy with doses of 0.6 and 1.8 mg/kg doses 
which approximate the usual human dose but which 
are considerably below the maximum recommended 
"e dose. 
in Children: Studies have not been perfonned 
iei en; therefore this drug Is not recommended for 
usé in children below the age of 18. 
DAXOLIN, ike other tranquilizers, may i r mental 
Pbi ysical ablities, especially during the first few 
therapy. Therefore, wiesen patients should 
about activities deity ertnoss (eg, op- 
de vehicies or machinery), and.about concomitant 
use of alcohol and other CNS depressants. 
Precautions: DAXOLIN should be used-with extreme 
caution In patients with a history of convulsive disor- 
ders since it lowers the convulsive threshold. Seizures 
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from the plasma and distributed in ` 


E have been reported In epileptic patients receiving 


DAXOLIN at antipsychotic dose levels, and may occur 
therapy. with maintenance of routine anticonvulsant drug 
Laada has an antiemetic affect in animals. Since 
this effect also may occur In man, loxapine may mask 
signs of overdosage of toxic 
tions such as intestinal obstruction and brain tumor, 
DAXOLIN should be used with: caution In patients 
with cardiovascular disease. increased pulse rates 


oleate a te in the majority of patients receiving 


psychotic doses; and transient hypotension has 
been reported. In the presence of severe hypotension 
requiring vasopressor , the preferred amigs 
may be norepinephrine or angiotensin. Usual doses of 


epinaphrine may be ineffective because of Inhibition of 


its A an Mp effect by loxapine. 
of ocular toxicity from loxapine cannot 


koi ded aee. Therefore, careful observation: 


should be made for pigmentary retinopathy and len- 


ticular pigmentation since these have been observed : 


n yup panties hri ha certain other antipsychotic 
drugs for proionged 
Because of asinis ache nergié action, the drug 


-should be used cautiously in patients with glaucoma or 


a tendency to uri 

comitant administr 
parkingonian medication. 
Adverse Reactions: CNS Effects: Manifestations of 


retention, particularly with con- 


-adverse ‘effects on the central nervous system, other ' 


than extrapyramidal effects, have been seen infre- 


Aine teens 
spring 


` 


querntty. Drowsiness, usually mild, ey ore BUS D 
ginning of therapy-or.when Erg ns is Increased. It 
usually subsides with continued DAXOLIN (oxapine 
succinate) therapy. The Incidence of sedation has. 
been less than that of certain aliphatic phenothiazines 


i and slightly more than the piperazine phenothiazines.- 
eS, faintness, stagger 


weakness, and confusional sta 
Extrapyramidal Reactions—Neuromuscular (axtra- 
the administration of DAX- 
equently, often during the 

first faw cays of tr In most patients, these reac- 
tions involved parkinsonism-ike symptoms such as 


- tremor, rigidity, excessive salivation, and masked fa-- 


cles. Akathisia (motor restlessness) also has been re- 


- ported relatively frequently. These sym are usu- 
an rot suvere and Can be comcled| reduction of 
OUN erri or by mulie antiparkinso- 

nnn drugs in usual onic and dyskinetic 


1 


} "* . movement 
"DAXOLIN is contraindicated in individuals with — , 


reactions have occurred equentty, but may be 


more severe. Dystonlas include spasms of muscies of l 


the neck and face, tongue protrusion, and oculogyric 

kinetic reaction has been described in 
the form of choreoathetoid movements. These reac- 
tions sometimes require reduction or t with- 


- drawal of DAXOLIN dosage in addition-to appropriate 


counteractive drugs. 
' Persistent Tardive Dyskinesia—In keeping with the 
action of all se dees ngena: tardive Poo 
may appear in some patients on long-term y Or 
may áppear after drug therapy has been discontinued. 
The risk appears to be gr 
pecially females—on high-dose therapy. The symp- 
toms are persistent and, in some patients, appear to be 
Irreversible. The syndrome is characterized by rhyth- 
mical involuntary movement of the tongue, face, 
mouth, or jaw (eg, protrusion of tongue, puffing of 


cheeks, puckering of mouth, chewing movements) 
Sometimes these may be accompanied by Involuntary 
.. Movements of the extremities. 


There Is no known effectivé treatment for tardive dys- 
kInesia; antiparkinsonian agents usually do not allevi- 
ate the symptoms of this syndrome. It is suggested des 
all anti exer be discontinued If these 
toms appear. Shouldit be necessary to reinstitute. Hus 


. ment, or increase the dosage of the agent, or switch to 


a different antipsychotic agent, the syndrome may be 
masked. it has been suggested that finé vermicular 
movements of the tongue may be an early sign of the 
e if the medication is stopped atthat time the 
Carcfovasculer Elects: Tachycer ca, 

as ects; Tac hypotension, 
pertension, lght-headedness, and syncope ie 


. pruritus, and seborrhea have been report 
and obscure condi-. 


on of antichoinergic-type anti- - 


gait, muscle twitchin 
ates havó been oparoa. , 


toss inthe sd ii flowing 
SULES Hard Shell Pri 


l Sompany, Pear! River, NY 


In elderly patients —es- ` 





been raported..A few cases of ECG TE similla 
those seen with phenothiazines have been reportec 
ig not known whether these were related to loxapi 


. administration. 


Skin Effects: Derrnatitis, edema (puffiness, me 
apine. The possibility of photosensitivity and/or p! 
totoxicity occurring has not been excluded; skin rast 
of uncertain etlology have been observed in a few 


tents during hat summer months. 
beable a ‘No endocrine abnormalities he 


reg. ERI Dry mouth, nasal congesti 
eleh and blurred vision have occured; tht 
are more likely to occur with concomitant use of a 


parkinsonian agents. 

‘Other Adverse Reactions: Nausea, Mic a 
ain, weight- loss, ptosis, h 
shed facies, hea , paresthesia, an nel 


have been reported In some patients. 


Dosage and Administration: DAXOLIN. (loxap 
.succinate) is administered orally, usually in divic 
doses, twoto four times a day. Dal e (in term: 
base. equivalents) should be adjusted individ 
pd inasre me actos dy the een of eyr 
oms and previous history of response to a 
drugs. Initial dosage of 10 mg twice ea 8 r8cc 
edis asi in severely disturbed patiénts, in. 
Dona. enden bene cena may be desirat 
id then be increased al ei eto 
e ae until there is e contro 
perchoic symptoms. The usual therapeutic and m: 
enance range is 60 mg to 100 pos om Bette 
with other antipsychotic drugs, some erasable 
to lower dosage and others require higher 
optimal bénefit. Daily dosage higher: han 250 
iecommended. For maintenance therapy, 


' should be reduced to the lowest level compatible v 


symptom control; many patients hava- been maintair 


— oo Inthe range of 20 mg to 60 


DAXOLIN® sei S succinate} 


E strength: 


nt and Derk Du hotties of 100 and tC 
re ue and White; bottles of 100 and 1000. 
BPI BRO End Mert betes 00 and 10% 


Manufactured for Dome Laboratories by 
Lederie Laboratories Division, American Gyanami 
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.. PSYCHIATRY AND THE CRIMINAL: A Guide to Psychi- 


* Leighton C. Whitaker. This unique book provides the. 


atric Examinations for the Criminal Courts (3rd Ed.) by 
John M. Macdonald, Univ. of Colorado, Denver. Chapter by 


information necessary to aid in the evaluation and treat- 
ment of the criminal offender. The author reviews the 
origins of crime, tests of criminal responsibility and 
competence to stand trial, evaluation of dangerousness, 
simulation of mental disorder, and other special problems 
presented by those who break the law. The hazards and 


pitfalls of testimony on the witness stand are discussed at ` 


length and recommendations are made regarding conduct 
on cross examination. Helpful advice is given on the 
preparation of the psychiatric report for the court. Epilepsy 
and the differential diagnosis of the various causes of 
amnesia are discussed. '76, 524 pp., 2 tables, $26.50 


HUMAN BEHAVIOR GENETICS compiled and edited by 
Arnold R. Kaplan, Ohio Department of Mental Health and 
Mental Retardation Research Center, Cleveland. (21 Con- 
tributors) Genetic aspects of individual differences in 
human behavior, personality, perception, intelligence, neu- 
roticism and psychological disorders are examined in this 


book. Associations between human behavioral variables and . 


those in body build, biochemistry and other objectively 
measurable biological variables are reviewed and analyzed. 
The bulk of this text is devoted to reviews and explorations 
of contemporary research and concepts in human behavior 
genetics. A glossary of technical terms and jargon, and an 
extensive author index are included for further reference. 
76, 496 pp. (6 3/4 x 9 3/4), 69 il., 86 tables, $67.75 


BEHAVIORAL SCIENCE IN CLINICAL MEDICINE by 
Stewart Wolf, Univ. of Texas Medical Branch, Galveston, 
and Helen Goodell, Cornell-New York Hospital Medical 
Center, New York City. This text will serve as a guide 
toward developing an understanding of how man’s interac- 
tion with social forces in his environment determine his 
health and welfare and are therefore relevant to medical 
practice. It illustrates the importance of understanding the 


patient as a person before the practice of medicine can be - 


effective. The carefully selected bibliography and index 
allow the reader to quickly locate discussions of symptoms, 
diseases, social forces and personality characteristics. 76, 
256 pp., 22 il., $14.50 


EMERGENCIES IN CHILD PSYCHIATRY: Emotional 
Crises of Children, Youth and Their Families edited by 


Gilbert C. Morrison, Univ. of California, Irvine. Foreword | 


by Louis A. Gottschalk. (27 Contributors) Each chapter in 
this book recognizes and defines a clinical problem, 


uggests possible research methodologies. Emotional crises 


E- pont findings, offers treatment approaches and 


considered in detail include suicide attempts and threats, 
ute’ anxiety, conversion and dissociative reactions, sexual 


~. p9bmiscuity and precocious pregnancy, acute school pho- 


bia, runaway children, homicidal threats and attacks, drug 


f 
» hbuse and intoxication, pyromania, and problems arising 


+ 


* 
w 


from an incestuous relationship or sexual assault. 75, 516 
pp., 33 tables,.$24.50 
praet 





REHABILITATION MEDICINE AND PSYCHIATRY ed- 
ited by Jack Meislin, Albert Einstein College of Medicine, 
Bronx, New York. Foreword by Waer E. Barton (29 
Contributors) The symbiotic and synergistic relationships 
between psychiatry and rehabilitation medicine are ex- 
plored in this volume. It is pointed out that, working 
together, the two fields can help each other Achieve their 
goals. After defining terms and identifying goals, the 
authors describe process and methodology. Special sections 
are included on mental and geriatric patients and on 
mentally retarded individuals. Behavior modification, real- 
ity orientation and numerous other techniques are de- 
scribed in detail. Patients' consumer rights also receive 
consideration. '76, 564 pp., 1 il., 12 tables, $24.75 


CRISIS SERVICES FOR CAMPUS AND COMMUNITY: A 
Handbook for the Volunteer by E. Robert Sinnett, Kansas 
State Univ., Manhattan. In collaboration with Cecil J. 
Killacky, Anthony P. Jurich, Marylyde Kornfeld, Orma 
Linford, Kathleen Keen Sinnett and Nancy Burnett. Fore- 
word by Edward D. Greenwood. This volume provides an 
introduction to key areas of concern in dealing with young 
adults—how to develop a helping relationship and assist 
with emotional problems, suicidal tendencies, difficulties in 
dealing with human sexuality, and drug abuse; how to aid 
in defense and advocacy; and how to make and handle 
referrals. Particular attention is devoted to actual case 
material in order to identify strategies which will enhance 
the possibility of a successful volunteer program. '76, 260 
pp., 5 il., 12 tables, $12.50 


PHILOSOPHICAL DIMENSIONS OF PARAPSYCHOL- 
OGY edited by James M. O. Wheatley, Univ. of Toronto, 
Toronto, Canada, and Moyt L. Edge, Rollins College, 
Winter Park, Florida. (22 Contributors) Throughout this 
book traditional philosophical issues are reexamined in the 
context of discoveries and conjectures in parapsychology. 
Novel problems arising from advances in parapsychology 
are also critically examined. Among the topics discussed are 
the philosophical relevance and importance of parapsychol- 
ogy, ESP and knowledge and memory, causality and 
precognition, time and precognition, the possibility of 
unembodied personal existence after death, science and 
altered states of consciousness, and reincarnation and 
personal identity. '76, 520 pp., 3 il., $24.50 


HUMAN BEHAVIOR AND BRAIN FUNCTION edited by 
Harvey J. Widroe, Walnut Creek Psychiatric Hospital, 
Walnut Creek, California. (8 Contributors) In this text, 
eight renowned clinical researchers present original, 
thought-provoking and pragmatic material. Emphasizing the 
role of advanced psychophysiological research in contempo- 
rary efforts to understand and treat behavior disturbances, 
this book includes discussion of minimal cerebral dysfunc- 
tion in children and adolescents, aggression control defects, 
schizophrenia, manic depressive psychosis, heroin addic- 
tion, alcohol addiction and behavior disorders secondary to 
cerebral arteriosclerosis. '75, 132 pp., 10 il., 6 tables, $7.50 
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The schools don’t like to get 
involved with medication for MBD 
-and now they don’t have to 
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parap of "—- diced single daily dosage 


to the child, the parents and the teacher 


. For the child 
No drug in child's pos- 


session while at school | 


Avoids situation in 
which child is repeat- 
edly singled out as 

: being "different" 


Helps prevent possible 
variations in effect 


caused by missed, for- . 


gotten or delayed doses 


Adds 


For the adults 


Control of medication 
remains with parents 


Obviates need for 
teacher or nurse to 
supervise taking of 
mid-day doses 

Helps assure that the 


prescribed dosage is 
being given each day 


* Mean dosage in long-term studies Ny | 


. * Can be taken with breakfast 


Cylert offers these benefits in 
a treatment program for MBD 


e Single daily dose — 






e Minimal cardiovascular effects 


remained remarkably constant 


Cylert o 


dosage is once-a-day, given to 
the child at home by the parent 
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Cylert, alone ‘among CNS stimulants used to treat MBD, 
. 1S inherent long-acting, permitting once-daily dosage- 


Dosage 75 mg. pP rr: — cases ae overactivity in 
recommen ily dose o school age children. 
and administration — Gyiert is 112.5 mg Neither should it be used in 
Cylert is given as a single oral Using the recommended the child who exhibits symp- 
Mose gach morning. schedule of dose titration, toms secondary to environ- 
SES recommended starting significant benefits may not be mental factors and/or primary 
us ose is 37.5 mg. per day. This seen until the third or fourth psychiatric disorders, including 
idly dosage should be grad- week of drug therapy. Side psychosis. 
“ually increased at one-week . effects may be seen prior to The physician should rely on 
4A. intervals using increments of optimum clinical results. . acomplete history of the child 
18.75 mg. until the desired and a thorough description of 
clinical response is obtained. When not to use Cylert symptoms from both parents 
Fhemean daily effective © Cylert should not be used for and teacher before postula- 
dose ranges from 56.25 to (and will not be effective in) tinga diagnosis of MBD. e^. 
b Y Please see next page for Prescribing Information. | ‘60831 44 i 
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 Prescribing Information 


Description: Cylert (pemoline) is a 
white, tasteless, odorless powder which is 
relatively insoluble (less than 1 mg/ml) 
in water, chloroform, ether, acetone, 

and benzene. In 95% ethyl alcohol, the 
solubility of pemoline is 2.2 mg/ml. 


Actions: Cylert (pemoline) is a central 


- nervous system stimulant. The pharma- 


cologic activity of pemoline is similar to 
that of other known stimulants but with 
minimal sympathomimetic effects. l 
Pemoline is structurally dissimilar from 

the amphetamines and methylphenidate. 
„Although the exact mode of pharmaco- 
dynamic action is undetermined in man, 
pemoline has been reported to increase the 
rate of synthesis of dopamine in rat brain. 

In human subjects, Cylert produces peak 


blood levels within 2-4 hours. The serum 


half-life is approximately 12 hours. Mul- 
tiple dose studies in adults at several dose 
levels indicate that serum levels plateau in 
approximately three da ie Cylert and its 
metabolites are prim excreted by the 
kidneys with approximately 75% of an 
oral dose appearing in the urine within a 
24-hour period. Approximately 43% of 
pemoline is excreted unchanged. Metabo- 
lites include pemoline dione, conjugated 
pemoline and mandelic acid. 

. Cylert (pemoline) has a gradual onset of 
action.in children with minimal brain dys- 
fünction. Using the recommended sched- 
ule of dosage titration, significant clinical 
benefit may not be evident until the third _ 
or fourth week of drug administration. 


Indications: MINIMAL BRAIN DYS- 


FUNCTION IN CHILDREN-as adjunc- 


- tive therapy to other remedial measures 


(psychological, educational, social). 

Special Diagnostic Considerations: 
Specific etiology of minimal brain dysfunc- 
tion (MBD) is unknown, and there is no 
single diagnostic test. Adequate. diagnosis 
includes the use not only of medical but of 
psychological, educational, and social 
resources. 

Characteristics commonly reported 
include: A chronic history of moderate to 
severe hyperactivity, short attention span, 
distractibility, emotional lability, and 
impulsivity. Nonlocalizing (soft) neuro- 
logical signs, learning disability, and 
abnormal EEG may or may not be present. 
The diagnosis of MBD must be based 
upon a complete history and evaluation of 
the child and not solely on the presence 
of one or more of these characteristics. 

Drug treatment is not indicated for all 
children with MBD. In the primary therapy 
of MBD, appropriate educational place- 
ment is essential and psychosocial interven- 
tion is generally nr When these 
measures alone are i ient, the decision 
to prescribe stimulant medication will 
depend upon the physician's assessment of 
the chronicity and severity of the child's 
symptoms. Stimulants are not intended for 
use in the child who exhibits symptoms 
secondary to environmental factors and/or 

Ld 


primary psychiatric disorders, ‘ahd 
psychosis. . 


Contraindication: Cylert (pemoline) is 
contraindicated in patients with known 
hypersensitivity or idiosyncrasy to the 
drug. (See PRECAUTIONS) 


Warnings: Cylert is not recommended 
for children under six years of age since 


safety and efficacy in this age group have | 


not yet been established. 

Since Cylert (pemoline) and its metabo- 
lites are excreted primarily by the kidneys, 
caution should be observed in administer- 
ing the drug to children with significantly 
impaired renal function. 

Sufficient data on safety and efficacy of 
Cylert administration for periods beyond 
two years duration in children with minimal 
brain dysfunction are not yet available. 
Although a definite causal relationship 


' has not been established, some temporary 


suppression of predicted growth pattern(i.e., 


' weight and/or height) has been reported 


with the long-term use of stimulants in 
children. Therefore, patients requiring long- 
term therapy should be carefully monitored. 


Drug Interactions: Interactions be- 
tween Cylert and. other drugs have not 
been studied in humans. As with most 
other drugs, concurrent administration 
with other agents, especially drugs with 
central nervous system activity, should be 
carefully monitored. 


Usage in Pregnancy: Safety for use in 
pregnancy has not been established. Stan- 
dard studiesof fertility, teratology and repro- 
duction were conducted in rats and rabbits 
Daily oral doses of pemoline of 18.75 

and 37.5 mg/kg beginning at conception 
produced no abnormalities in the fetuses 
and did not affect viability at birth. Further 
studies using similar dose levels with drug 
administration beginning 14 days before 
conception demonstrated an increased 


. incidence of stillbirths in these animals. 


Drug Dependence: Studies of the 


. drug abuse oe of Cylert (pemoline) 


in primates have not demonstrated a 
potential for self-administration. However, 
the pharmacologic similarities between 
Cylert and other CNS stimulants with 
known abuse liability suggest that drug 
dependence of the stimulant type might 


- occur. There have been isolated reports of 


transient psychotic symptoms in adults 
following long-term misuse of pemoline 
taken orally in excessive quantities. There- 
fore, caution should be observed in emo- 
tionally unstable patients considered to 
have a psychological potential for drug 
dependence, 


Precautions: Delayed hypersensitivity 
reactions involving the liver have been 
reported in 1-2% of the patients receiving 
Cylert usually after several months of 
therapy. No clinical symptomatology has 
been observed, but mild to moderate 


increases in transaminase (SGOT and 
SGPT) levels have occurred in these 

cases. These effects appear to be com- 
pletely reversible when drug treatment is 
discontinued. Transaminase levels should 
be determined periodically during therapy 
with Cylert to detect any such reactions. 


Adverse Reactions: The most fre- 

uently reported adverse reaction with 

lert is insomnia. Insomnia has been 

observed prior to optimum therapeutic 
response and in the majority of cases was 
transient in nature or responded to dosage 
reduction. Anorexia with weight loss during 
the first few weeks of therapy has also been 
reported. With ND erapy, a re- 
turn to a normal weight curve usually 
occurred within three to six months. Other 
adverse reactions reported include stomach- 
ache, skin rash, irritability, mild depression, 
nausea, dizziness, headache, drowsiness, 
and hallucinations, Mild adverse reactions 
appearing early in treatment often remit 


- with continuing therapy. If adverse 


reactions are of a significant or protracted 
nature, dosage reduction or discontinua- 
tion should be considered. 


Dosage and Administration: Cylert 
oline) is administered as a single oral 

ose each morning. The recommended 
starting dose is 37.5 mg per day. This daily 
dosage should be gradually increased at 
one week intervals using increments of 
18.75 mg until the desired clinical response 
is obtained. The mean daily effective dose 
ranges from 56.25 to 75 mg per day. The 
maximum recommended daily dose of 
pemoline is 112.5 mg. 

Clinical improvement with Cylert is 
gradual. Using the recommended schedule 
of dosage titration, significant benefit may 
not be evident until the third or fourth week 
of drug administration. Drug administra- 
tion should be interrupted occasionally to 
determine if behavioral symptoms ient 
to require continuing therapy recur. 


Overdosage: Cylert overdosage has 
been reported to produce symptoms of 
tachycardia, hallucinations, agitation, or 
restlessness. The treatment of acute massive 
overdosage with pemoline is essentially the 
same as that for overdosage with any drug 
having CNS stimulatory effects. Manage- 
ment is largely symptomatic ang may 
include induction of 


emesis, gastric 
lavage or other measures as ‘appropriate, ~~ 


How Supplied: Cyiert (pemoline) is 
supplied as monogrammed, grooved 
tablets in three dosage strengths: 

18.75 mg. tablets (yellow-colored) in 
bottles of 100 ( 0074-6025-13) 


37.5 mg. tablets (orange-colored) in bottles. 


of 100 (NDG267260 46057-13) 


: 75 mg. tablets (tan-colored) in bottles 
of 100 (NDC 0074-6073-13) 
New Dosage Form: 


8083144R m 
Cylert Chewable Tablets 37.5 mg. ' 
(orange-colored, grooved) in bates em) A 
of 100 (NDC 0074-6088-13) cë S 
EL 


New dosage form available! 
Cylert Chewable Tablets 
37.5 mg. 
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For the patient who needs a UNIQUE CONCEPT 
- in MEDICAL and HOSPITAL CARE, 


E LPNE Gom Hana 


Under complete supervision and direction of A Medical 
Staff, Las Encinas Hospital offers evaluation and treatment of 
a patient's total individual needs . . . psychological and 
physical. i 


A full time staff of Board certified specialists in Psychiatry, 
Internal Medicine, Radiology and Psychology, backed by a 
fully equipped and accredited hospital facility, offers clinical: 
study, diagnosis, and long or short term care. All in a 





m decidedly unhospital-like atmosphere of restful beauty, com- 
fort, privacy and security. Rooms, suites and cottage accom- 
modations available. 

L LT Fully Accredited by the JCAH, 
OL H Approved by A.P.A., Member of 
| v Eg All Major Hospital Associations. 
Write for our IHustrated Booklet: Le ad 
Stephen Smith lli, M.D. © Robert D. Tonry FOUNDED IN 1904 M = 2900 E. Del Mar Bivd. * Pasadena, CA 91107 
Medical Director ` Hospital Administrator T (213) 795-9901 (213) 681-2301 
[m 


The March 1977 issue of 


The American Journal of Psychiatry 


will include a supplement on 


—.. Psychiatric Education > 
| | 
| —. a 


Put depression to rest 


The h.s. schedule: provides symptomatic 
relief throughout the next day. 

Because ol its pharmacokinetic as ae Because the sedative effect may impair patients 
characteristics. Endep S. 5.5 EMEN. - : performance during daytime, warn patients nei to 
(amitriptyline HCD Roche. Se ee oD. ik drive or operate dangerous machinery until the 
provides the same clinical ash Me tt) ANM sedaiive potential has been clearly established. 
effect over a period " | Ar Mx ER 
of ime when given ma 1 WESS eda SHE oh 
as a single daily hos, dose E de. ea e IP. Ae A The h.s. schedule: helps 
oras L 3 the same dose BE. f Spe ey prod PEN maximize patient compliance. 
given fad. WRN da EAA Ra me LA yee : Ei. UM According io one investigaiiofipnly 

s ii. ND C din ol patients comply witha zd Hm 

Nul E nva ES Loc a schedule whereas 935. of patieats comply 
The h.s. schedule: heips put ^ Le V PAM NEED rz with a onesdoseieday schedules An 4s. schedule 
side effects in their place. *4 a ou v Caio eee of Endep ramitripteline ACh. therefore. should help 

lOO mg Endep fs. can provide ED eee you maximize patient compliance which. in turn. 

relief of depression-induced ze cx E helps ensure prompt recovery, 

Insemnia. Once asleep, the p 
patients are also less likely io 
noliec anticholincraie side effects- 
such as dry mouth whieh reach 

a peak hours after the 7: s, dose. 
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The 100-mg strength: : 
early signs of progress. 


UT 
e an. 
: - msi n k 
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Many depressed patients with insomnia and anorexia 
begin to show improvement during the first week of 
Endep (amitriptyline HC!) therapy. 

Patients with symptoms of 

. “neurotic” depression usually 
— improve during the first week, 
* whereas those with 
5 “psychotic” depression 
=>> usually do not improve until 
~& the third week of therapy? 
) However, adequate response 
may require up to 30 days in 
both types. 
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The 100-mg strength: = í 
J el d emphasis on M Wut Nf 
a, Te 100mg s EEN individualization of dosage. — (a6. VAA A 
of knowing lo c The100-mg scored tablet ‘Peel omaia ome 
brings to 5 the number of Endep | 
100-mg tablet dosage strengths now 
potential poi available as scored tablets: 
patient who requiri 10 mg, 25 mg, 50 mg, 75 mg, 
doses cf 50 mg, 1 and 100 mg. 
or 150mg, Availat 
as scored tablets, 





Endep is the only | n 
tricyclic antidepressanisi 
that can be prescribed Mak 
in half doses. im 


1.Ayd FT, Jr. (Ed): Int Ther 
Newslett 7: 35-50, Sept 10, 1972 


2. Haskell DS, etal: Rapidity — M82 c3 DM E 
of Symptom Reduction Deer we 3 
in essions Treated n SpE Nae 
with Amitriptyline. ] Nerv wae 
Ment Dis 160: 24-33, 1975 as 


Fi 
bui esf 
D ad 
I 
- Before prescribing, please consult complete product information, n 
TH) a summary of which appears on the following page. ° 





Theonly cde iiem with scored ble 


@ By re ieving underlying depression Endep (amitriptyline HC1), 

in responsive patients, lifts mood and relieves symptoms such as 
anorexia, -0ss of interest, inability to concentrate, decreased libido or 
GI disturtances, often within three or four weeks after starting therapy. 


@ Endep usually relieves accompanying sleep disturbances, 


particulary early in the treatment regimen. 


© All fiwe dosage strengths are scored for greater flexibility and 


convenience in titration. 


@ The z.s. dosage minimizes skipped doses, maximizes patient 


acceptance and compliance. 


@Spec-fying Endep assures quality plus potential economy. 


Before prescribing, please consult complete 
ol pee a aaa a summary of which 
follows: 


Indications: To relieve symptoms of depression 
(notably Ed. O aa and depres- 


bitors or within at least 14 days following, 

discontinr.ation of MAO inhibitors 

E s crises, severe convulsions and dea 
occu:red with concomitant use; theninitiate 


Warnings May block action of guanethidine or 
similar arzih A Use with caution in 
patients vith of seizures, urinary reten- 
tion, angle dier aucoma, increased intraoc- 
ular dag ais Closely supervise cardiovascular 
yroid patients and those 

yroid poraa (Arrhythmias, 
tion of conduc- 


ding 
apena ATEA Mota dial aien 
reported with use of this class of 
drugs) May ipai alertes warn against 
tions or driving a motor 
EE dc during eee Weigh aig benefits 


against hazards during 
a odium a dE cu Lue bestia potential 
ecce a E E 


Precautions: May exaggerate symptoms in 
schizophrenic and paranoid patients, or shift 
manic-de>ressives to manic stage; red 


f N er agents. Exercise care 
patients receiving large doses of ethchlorvynol 


AN 


motor vehicle. 


Important Considerations 

‘Should not be given concomitantly with an MAO inhibitor 
or within 2 weeks of its administration. 

Patients should use caution in the performance of 
hazardous tasks such as operating machinery or driving a 


following myocardial infarction. 


Patients with suicidal tendencies should not have easy 


access to large quantities of the drug. 


transierit delirium reported with concomitant 
administration. May enhance effects of alcohol, 
barbiturates and other CNS depressants. Be- 
cause of the possibility of suicide in depressed 
ns ee eee 


m c P E E pos- 
sible, discontinue drug several days before elec- 
tive surgery. Both elevation and lowering of blood 
sugar levels have been reported. 


Adverse Reactions: Note: This list includes a 
few adverse reactions not reported with this 
ns cdrug but requiring consideration because 
similarities of tricyclic antidepressants. 
Cardiovascular: Hypotension, hypertension, 
tachycardia, paipnauon, myocardial infarction, 
arrhythmias, heart block, stroke. CNS and 
Neuromuscular: Confusional states; disturbed 
concentration; disorientation; delusions; hal- 
lucinations; excitement; anxiety; ipee 


insomnia; nightmares: numbness, tin 
paresthesias of the extremities; 
; incoordination; ataxia; tremors; 
SEIZUTES; teration in EEG patterns; extra- 
; tinnitus. Anfticholinergic: 
, blurred vision, disturbance of accom- 


NCE coe epigastric pre di ase vomiting, 


dein stomatitis, peculiar taste, f 
parotid black tongue. Endocrine 
esticular and gynecomastia in the 


Dizziness, weakness, fatigue, weight 
j, mydriasis, jaundice, 


aA R E increase graduall Y 

ee a oran As long as 3 
may elapse before adequate antidepressant 

fet deri ops; sedative effect may be noted 


E TE t mg tid; 
Add increased 


may be increased to 150 mg/day. 
sid bedtime 


to 200 mg if necessary EE A 
require mg/day. 
Adolescent and Elderly Patients: In general, 

10 mg t.i.d. with 20 mg h.s. Vues] 
for those who do not t te higher doses 


Jed 
or longer to avoid relapse. 


suet Immediately hospitalize tiant 

of having vm an overdose. Ireat- 

ment is tic and 

istration E to 3 708 physostigmine salicylate 

reported to reverse the symptoms of amitriptyline 

paronin ue See complete product information’ 
estations and treatment. 


10- mg, 50-mg, 75-mg and 
T uiia bs uis bones. of 1008 and 500; 
de DO oea ion Paks 
dim Jg avaliable singly eed in (75 mg - 


available singly and in trays of 10. 


Roche Laboratories 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 


, May enhance the effects of alcohol, barbiturates and other 
CNS depressants. 


Not recommended for use during the acute recovery phase 


ive. IV admin - 
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UNIQUE- | | MADNESS AND SOCIAL POLICY 


eA | A national conference June 17, 18; 19, 1977 
: to examine the nature Palo Altos California 
of the current relation- Pre-Registration: $75 
l ship between madness Registration limited 
ahd social policy with Category | CE Credit Pend. 
In Peop le l “an international per- *- 


& at the vane 


Lutheran ‘SPEAKERS: Bertram Brown, MD: Director, NIMH; Max Jones, 
MD: Socia! Ecologist; F. Ayd, MD: P. Friedman, JD: 
H it | Mentai Health Law Project; G. Fairweather, PhD: Michigan 
OSO Q " State University; K. Jankowski, MD: Warsaw; A. Pirella, MD, 
] P. Tranchina, PhD, G. Burbatti, MD: Italian Democratic 
Psychiatric Psychiatry; P. Polak, MD: SW Denver MH Services, Inc.; 
. D. Rosenhan, PhD: Stanford University; L. Mosher, MD: 
Center for Studies of Schizophrenia, NIMH; A. Menn, ACSW, 


Care Unit V. Williams, PhD: Soteria Project; W. Hudson: Network 


f l : Against Psychlatric Assault 


Y he : . A SPONSORS: Soteria Project; Mental Research Institute; Center 
Providing complete psychiatric care in , for Studles of Schizophrenia, NIMH 


a general hospital setting with special REGISTRATION/INFORMATION: MRI, 555 Middlefleld Road, 
emphasis on disorders of adolescence. - Palo Alto, California 94301 (415) 321-3055 
NAME: 


nam pid of london Sun | | onn 


AFFILIATION 


Basil Jackson, M.D., D.P.M.,M.Th.,D.Sc,,F.A.C.P, | | AMT- ENCLOSED 
Chairman, Department of Psychiatry Af 
2200 W. Kilbourn Ave., Milwaukee, Wi. 53233 - 





MONTEFIORE HOSPITAL AND MEDICAL CENTER . 
The Department of Psychiatry 
Department of Psychiatry, Albert Einstein College of Medicine 
offers 
FELLOWSHIPS 
| | | A ^i | 
POST-DOCTORAL RESEARCH TRAINING 


Fellowship positions are available through N.I.M.H.-supported programs that provide basic preparation 
for research in areas relevant to mental health, the brain.and behavior. The program Is available to psy- 
chiatrists who have completed three years of residency training. 


xn 


Emphasis is on acquiring proficiency In the fundamental principles of research strategy, methodology 

and techhiques currently employed in laboratory and clinical studies In psychiatry. The traineeshlps 

stress active participation in research work under the supervision of faculty preceptors, supplemented by 
~ . |, a curriculum of seminars and. workshops. >- à 


Appointments are full-time and are for one to two years. Pe 2, 4 (3 4 a 
| m 


y For details, write to: 
ud l — € Herbert Weiner, M.D., Chairman 
- Department of Psychiatry 
Montefiore Hospital and Medical Center 
. "t. 111 East 210th Street 
è Bronx, New York 10467 
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: injectable phenothiazine | 
do that a short-acting 
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: --Prolixin Decanoate (Fluphenazine Decanoate Injection), with 
ee it Can save duration of action that may last up to 4 weeks or longer in patients 
- on maintenance therapy, can effect important savings in Dress; 
time. 


| time MN MN WM 


Approximate Staff Time Required to Medicate 


18 Schizophrenic Patients* . 
o? 90 - uno st 
8am . Xhr. 1 injection every 
1pm — % hr. 28 days for most . 
6pm.  Xhr. patients ; 
= 2 hours ~ 4minutes required 
nursing time for each injection 
2% hrs. x 28 days = { hr., 10 minutes nursing 
= 63 hours of nursing time in 28 days 
time every 28 days 
NURSING TIME SAVED IN 61 hours and 50 minutes or 
28 DAYS more than 7% eight-hour 
working days 


*Adapted from Platt R: Br J Social Psychiatry 2: 187-191, 1968. 





xj ` » 
7 Martin and Townend’, who found from their study of Prolixin 
t can save à Decanoate that 15 of 39 patients could be maintained on 25 mg. 
every 4 weeks, also note that on this basis "a year's maintenance 
on chiorpromazine represents the order of 110 grams of 
mone phenothiazine as opposed to 0.33 gram of fluphenazine." 
Translating this into dollars shows the following potential hospital 


savings on the basis of patient population: 


3 | Cost/500 


Agent and Cost/patient/ pationts/ 
amount/year Form year year 
4 oe l Chlorpromazine 8 az. concen- $48.75* $24,375 
EM P. . (SKF brand) trate 100 mg./ml.t 
E^. My “tee 110 grams : 
^ Prolixin Decanoate 5 mi. vials $28.08** $13,040 
l .33 grams 25 mg./ml. 
F SAVINGS $22.67 $11,335 
| patient, year 500 pts/yr. 


* Calculated from prices published In 1976 Red Book. 
** Calculated from Squibb 1976 price catalogue. 
T With tablets, the annua! cost is even greater. 





The controlled drug delivery system of Prolixin Decanoate helps 
it Can eve n get schizophrenic patients out of the hospital and helps them  - 
stay out. It promotes continuity of therapy—reducing outpatient 
drug defaulting from approximately 5095 with oral medications 
$ ave people m according to one report? to about 16% according fo another report?. 
It reduces the number and length of rehospitalizations. In one 
study of 103 patients maintained on injections of long-acting 
d í fluphenazines, total hospital readmissions for a year were cut 
reducing from 191 to 50 and inpatient time from 8,713 days to 1,335 days‘. 





d d E It e. oe oe to a productive Us A Hn followup of 
DEM HE . 103 dischar patients revealed 77% in full-time employment 
/ rea MISSIONS | or household duties and only 23% unemployed’. - 





References: 


Fa We us 1. Martin ICA and Townend RA: Brit J Psychiat 124: 173-8, 1974. 

^ 2. Goldberg HL, DiMascio A, Chaudhary B: Psychosomatics 11: 173- 77. 1970. 
e 3. Madical World News, February 11, 1972, p. 58H. 

4. Denham J and Adamson L: Can Psychiat ASSOC M 18: 235-7, 1973. 
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-&. Prelixin Decanoate MT 


symptoms for up to 4 weeks 


: . Huphenazine Decanoate Injection | 55:5 


See next page for brief summary:of prescribing information. - 
aor ` E . 
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 rolixin Dec noate 
-Fluphenazine Decanoate Injection 


may control schizophrenic symptoms for up to 4 weeks or longer in patients on maintenance therapy.. 
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Prolixin Decanoate (Fluphenazine Decanoate Injection) provides 25 mg. 
ffiuphenazine decancate per mi. in a sesame oli vehicle with 1.2% (w/v) benzyl 
alcohol as a preservative. 


CONTRAINDICATIONS: In presence of suspected or established subcortical 
brain damace. in patients who have a blood dyscrasia or liver damage, or who 
are receiving large doses of hypnotics, or who are comatose or severely 
depressed. in patients who have shown hypersensitivity to fluphenazine; 
cross-sensitivity to phenothiazine derivatives may occur. 

Not Intended for use in children under 12. 


WARNINGS: Mental and physical abilities required for driving a car or oper- 
ating heavy machinery may be impaired by use of this drug. Physicians should 
be alert to -he possibility that severe adverse reactions may occur which 
‘require immediate medical attention. Potentlation of effects of alcohol may 
occur, Safety and efficacy In chlidren have not been established because of 
inadequate experience In use in children. 


' Usage tn Pregnancy: Safety for use during pregnancy has not been estab- 
shed; weigh possible hazards against potential benefits if administering this 
drug to pregnant patients. 


PRECAUTIONS: Caution must be exercised if another phenothiazine com- 
pound caused cholestatic Jaundice, dermatoses or other allergic reactions 
because of the possibillty of cross-sensitivity. When psychotic patients on 
large doses of a phenothiazine drug are to undergo surgery, hypotensive 
phenomena should be watched for; less anesthetics or central nervous sys- 
tem depressants may be required. Because of added anticholinergic effects. 
fluphenazine may potentiate the effects of atropine. - 


Use fluphenazine decanoate cautiously in patients exposed to extreme 
heat or phosphorus insecticldes; in patients with a history of convulsive 
disorders since grand mal convulsions have occurred; and In patients with 
speclal medical disorders such as mitral Insufflciency or other cardiovascular 
diseases, ard pheochromocytoma. Bear in mind that with prolonged therapy 
there ls the possibility of liver damage, pigmentary retinopathy, lenticular 
and corneal deposits, and development of irreversible dyskinesia. 


Fluphenazine decanoate should be administered under the direction of a 
physician experienced in the clinica! use of psychotropic drugs. Periodic 
checking of hepatic and renal functions and blood picture should be done. 
Renal function of patients on long-term therapy should be monitored; if BUN 
becomes abnormai, treatment should. be discontinued. “Silent pneumonias" 


are possible. 


ADVERSE REACTIONS: Central Nervous System—Extrapyramidal symp- 
toms are mcst frequently reported. These include pseudoparkinsonism, dys- 
tonla, dyskinesia, akathisia, oculogyric crises, opisthotonos, and hyperrefiexla; 
most often trese are reversible, but they may be persistent. One can expect 
a higher inc dence of such reactions with fluphenazine decanoate than with 
less‘potent piperazine derivatives or straight-chain phenothiazines. The inci- 
dence and severity will depend more on Individual patient sensitivity, but 
dosage level and patient age are also determinants. As these reactions may 
be alarming, the patient should be forewarned and reassured. These reactions 
can usually be controlled by administration of antiparkinsonian drugs such as 
benztropine mesylate or intravenous Caffeine and Sodium Benzoate Injectlon 
U.S.P., and by subsequent reduction In dosage. 


Persistent Tardive Dyskinesia: As with all antipsychotic agents, persistent 
and sometimes Irreversible tardive dyskinesia may appear in some patients 
on long-term therapy or may occur after discontinuation of drug. The risk 
seems greater in elderly patients, especially females, on high dosages. The 
syndrome Is characterized by rhythmical involuntary movements of tongue, 
face, mouth, or jaw (8.g., protrusion of tongue, puffing of cheeks, puckering 
of mouth, chewing movements) and may be accompanled by Involuntary 
movements of extremities. There is no known effective therapy for tardive 
dyskinesia; usually the symptoms are not alleviated by antiparkinsonism 
agents. If tha symptoms appear, discontinuation of all antipsychotic agents 
is suggested. The syndrome may be masked if treatment Is reinstituted, or 
drug dosage increased, or a different antipsychotic agent used. Reports are 
that fine vermicular movements of the tongue may be an early sign of the 
syndrome which may not develop If medication is stopped at that time. 


Phencthlazine derivatives have been known to cause restlessness, excite- 
ment, or bizarre dreams; reactivation or aggravation of psychotic processes 
may be encountered. If drowsiness or lethargy occur, the dosage may have 
to be reduced. Dosages, far in excess of the recommended amounts, may 
induce a catatonic- like state. 


Autonomic Nervous System—Hypertension and fluctuations in blood pres- 
sure have been reported. Aithough hypotension Is rarely a problem, patients 
with pheochromocytoma, cerebral vascular or renal Insuficlency or severe 
cardiac reserve deficiency such as mitral Insufficlency appear to be particu- 
larly prone to this reaction and should be observed carsfully. Supportive 
measures including intravenous vasopressor drugs should be instituted im 
mediately should severe hypotension occur; Levartereno! Bitartrate Injection 
U.S.P. isthe most suitable drug; epinephrine should not be used since pheno- 
thiazine derivatives have been found to reverse Its action. Nausea, loss of 
appetite, salivation, polyuria, perspiration, dry mouth, headache and constipa- 
tion may occur. Reducing or temporarily discontinulng the dosage will usually 
control these effects. Blurred vision, glaucoma, bladder paralysis, fecal 
Impaction, paralytic ileus, tachycardia, or nasal congestion have occurred in 
some patients on phenothiazine derivatives. 


Metabolic and Endocrine—-Weight change, peripheral edema, abnormal 
lactation, gynecomastia, menstrual irregularities, false results on pregnancy 
tests, impotency in men and Increased libido in women have occurred In 
some patients on phenothiazine therapy. 


Allergic Reactions—itching, erythema, urticaria, seborrhea, photosensi- 
tivity, eczema and exfollative dermatitis have been reported with phenothia- 
zines. The possibility of anaphylactoid reactions should be borne in mind. 


Hematologic—Blood dyscrasias including leukopenia, agranulocytosis, 
thrombocytopenic or nonthrombocytopenic purpura, eosinophilla, and pan- 
cytopenia have been observed with phenothiazines. If soreness of the mouth, 


gums or throat or any symptoms of upper respiratory in:ection occur and 


confirmatory leukocyte count Indicates cellular depression, therapy should 
be discontinued and other appropriate measures Instituted mmediately. 


Hepatic—Liver damage manifested by cholestatic Jaundice, particularly. 
during the first months of therapy, may occur; treatment should be discon- 
tinued. A cephalln flocculation increase, sometimes accomranled by altera- 
tions in other liver function tests, has been reported in patients who have had 
no clinical evidence of liver damage. 


Others—Sudden deaths have been reported in hospitelized patients on 
phenothiazines. Previous brain damage or selzures may be predisposing 
factors. High doses should be avoided in known seizure patients. Shortly 
before death, several patients showed flare-ups of psychotic behavicr pat- 
terns. Autopsy findings have usually revealed acute fulminating pneumonia 
or pneumonitis, aspiration of gastric contents, or Intramryccardial lesions. 
Although not a general feature of fluphenazine, potentiation of central nervous 
system depressants such as opiates, analgesics, antihistam nes, barbiturates, 
and alcohol may occur. 

Systemic lupus erythematosus-like syndrome, hypotension severe enough 
to cause fatal cardiac arrest, altered electrocardiograph c and electroen- 
cephalographic tracings, altered cerebrospinal fluld proteins, cerebral edema, 
asthma, laryngeal edema, and angioneurotic edema; with icng-term use, skin 
pigmentation and lenticular and corneal opacities have occurred with pheno- 
thiazines. Local tissue reactions occur only rarely with injections of fluphena- 
zine decanoate. 

For full prescribing information, consult package insert. 


HOW SUPPLIED: 1 mi. Unimatic? singie dose preassemtiad syringes and 


cartridge-needie units, and 5 ml. vials. 


FILMS ON PSYCHIATRIC MANAGEMENT 
AVAILABLE FROM SQUIBB 


e A Step Beyond 

e A Chance for Change 

e A Way Out 

e Community Treatment of the Psychotic.Fatient 
e A New Concept in Psychiatric Managerrent 

e Psychiatric Services in General Hospita s 

e The Quality of Care 


For further Information contact your Squibb d Wc E 


or write: Squibb, P.O. Box 4000, Princeton, N.J. 03540 
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& The Priceless Ingredient of every product . 
is the honor and integrity of its maker. TM 


©1976 E. R. Squibb & Sons, Inc. 
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MORE THAN 30 YEARS... 


have proven the dependability and effectiveness of REITER ELECTROSTIMULATORS 
in psychiatry! Research and constant Improvements to meet the standards of improved 


techniques have kept Reiter instruments 


THE WORLD'S MOST ACCEPTED ELECTROSTIMULATORS 


ood 


ps 
The Two Popular Models— PORTABLE FOR OFFICE AND CLINIC 


NA The Reiter MODEL SOS—THE ONE INSTRUMENT 











FOR ALL ESTABLISHED TECHNIQUES, provides the 
fullest range of safest therapies. For painless, gentle 
stimulation of the .conscious patient to relieve anxiety, 
depression, etc. Maximum safety, no additives—patient 
conscious and cooperating with therapy. 


The SOS has also been used universally for 
‘Convulsive Therapy, Non-Convulsive Therapies, 
Electro-Sleep Therapy, Focal Treatment, 
Mono-Polar Treatment, Barbiturate Coma (and 
other respiratory problems), Mild Sedac, Deep 
Sedac Therapy, Pre-Convulsive Sedac, Post- 
Convulsive Sedac, Neurological Conditions, and 
Measurement Procedures. 


Available with this redesigned model, on re- 
quest, the following special-purpose electrodes 
—a Multi-Polar "Collar" type for Sleep Ther- 
apy, a “Horseshoe” assembly for quicker, surer 
application with one hand at last moment 
before ECT treatment, and a "Unilateral" type 
assembly. 


Also built-in on request, an automatic switch 
for -quicker build up to therapeutic ranges of 
Sedac. 


SPECIAL MODEL SOS available without unidirectional convulsive current. 


| . The Reiter Compact MOL-AC llI—Tnhe small- 





est, lightest, least expensive and most reliable, 
clinically proven A.C. shock therapy instrument. 
Less confusion than from similar A.C. equipment. 


- Now available. with redesigned, improved panel. 


This compact instrument is only 3 x 5 inches, 
weighs but 3 ibs., yet provides full positive control 
of glisando effect over entire voltage range, as well 
as a positive manual control of time. There are NO 
complicated settings of dials, NO waiting for 
resetting of time devices, no warm-up delays. 


` | An officially approved, extremely durable instrument 
which has earned world-wide 'professional acceptance, the 
MOL-AC |! is economically priced with a fine, genuine 
leather physician's bag included. 


Other Modefs' Stil! Available: The CW47, original therapeutic cerebral stimulator with only 3 of the 9 


treatment current selections available on Model SOS. 


: For more detailed information, and bibliography of over 200 references, write to: 


REUBEN REITER, Sc.D., INC. 187 Sylvan Ave., Leonia, N.J. 07605 — Tel. (201) 944-1211 
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Psychiatric 
Glossary 


Edited by a subcommittee of the AMERICAN PSY- 
CHIATRIC ASSOCIATION Committee on Public 
Information. 


The new Fourth Edition marks a striking expansion of 
definitions: 400 terms have been added and many of 
the terms appearing in earlier editions have received 
revised explanations. In addition to the GLOSSARY's 
continuing value to lawyers, teachers, journalists, 
social workers, and others, the new edition will be 
useful to medical students and first year residents 
in psychiatry. 
Some major changes in the Fourth Edition: 
e Expansion from 102 to 156 pages to accommo- 
date 400 new terms 
e New tables of terms in seven areas of contemporary 
concern 
Drugs Used in Psychiatry 
Legal Terms 
Neurologic Deficits 
Psychological Tests 
Research Terms 
Schools of Psychiatry 
Sleep Disorders 
e A comprehensive set of terms used in behavior 
therapy is included for the first time. 


Paperback edition—$3.00 each, (See coupon for 
bulk discounts), may be ordered from the AMERICAN 
PSYCHIATRIC ASSOCIATION, Publications Sales, 
1700 18th St. N.W., Washington, D.C. 20009. 


Hardback edition—$7.95 may be ordered from Basic 
Books, Inc., 10 East 53rd Street, New York, New 
York 10022. 
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Order Form: Paperback Edition 
Please send me copy (ies) of A PSYCHI- 
ATRIC GLOSSARY, 4th ed., paperback Order #142, 
$3.00 ea. (5-9 copies, $2.75 ea.: 10-24 copies, 
$2.50 ea.; 25-49 copies, $2.25 ea.; 50-99 copies, 
$2.00 ea.; 100 or more copies 3596 discount.) 


[ ] bill me |. ] remittance enclosed 
Name 

Address 

Cil aca us Luo. Ote ID ue 
Send coupon to: Publications Sales 177AJP 


American Psychiatric Assn. 
1700 18th St., N.W. 
Washington, D.C. 20009 
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LIBRIUM 
(chlordiazepoxide HCI) 
5 mg, 10 mg, 25 mg capsules 


Before prescribing, please consult ccmplete 
product information, a summary of which 
follows: 

Indications: Relief of anxlety and tension 
occurring alone or accompanying various 
disease states. 

Contraindications: Patients with known 
hypersensitivity to the drug. 

Warnings: Cautlon patients about possible 
combined effects with alcohol and other 
CNS depressants. As with all CNS-actlng 
drugs, caution patients against hazerdous 
occupations requiring complete rrental 
alertness (e.g., operating machinery, driv- 
ing). Though physical and psychological 
dependence have rarely been reported on 
recommended doses, use caution In admin- 
istering to addiction-prone Individuais or 
those who might Increase dosage: with- 
drawal symptoms (including convulsions), 
following discontinuation of the d-ug and 
simllar to those seen with barbitu-ates, 
have been reported. 


Usage in Pregnancy: Use of minor 
tranquilizers during first trimester 
should almost always be avoided 
because of increased risk of con- 
genital malformations as suggested 

in several studies. Consider possibility 
of pregnancy when instituting <herapy; 
advise ents to discuss therapy | 
they Intend to or do become pregnant. 


Precautions: In the elderly and debilitated, 
and in children over six, limit to smallest 
effective dosage (Initially 10 mg or less per 
day) to preclude ataxia or oversedation, In- 
creasing gradually as needed and tolerated. 
Not recommended in children under six. 
Though generally not recommer dad, if 
combination therapy with other 5sycho- 
tropics seems Indicated, carefully consider 
individual pharmacolo Ic effects, particu- 
larly in use of potentlating drugs such as 
MAO Inhibitors and phenothlazines. Observe 
usual precautions in presence cf impaired 
renal or hepatic function. Paradoxical reac- 
tions (e.g., excitement, stimulation and 
acute rage) have been reported In psychiatric 
patients and hyperactive aggressive chil- 
dren. Employ usual precautions|n treatment 
of anxiety states with evidence »f impending 
depression; suicidal tendencies may be 
present and protective measures necessary. 
Variable effects on blood coag lation have 
been reported very rarely in pa:lents receiv- 
ing the drug and oral anticoagulants; causal 
relationship has not been established 
clinically. 

Adverse Reactions: Drowsiness, ataxia and 
confusion may occur, especialy in the 
elderly and debilitated. These are reversible 
In most instances by proper dcsage adjusi- 
ment, but are also occasionali“ observed at 
the lower dosage ranges. in a few instances 
syncope has been reported. Alac encoun- 
tered are isolated Instances of skln erup- 
tions, edema, minor menstrua Irregularities, 
nausea and constipation, extrapyramidal 
symptoms, increased and dec-eased libico— 
all infrequent and generally controlied with 
dosage reductlon; changes In EEG patterns 
(low-voltage fast activity) may appear during 
and after treatment; blood dyscraslas éin- 
cluding agranulocytosis), jaundice and - 
hepatic dysfuncticn have been reported oc- 
caslonally, making periodic b ood counts 
and liver function tests advisable during 
protracted therapy. 

Supplied: Libriume Capsules containing 5 
mg, 10 mg or 25 mg chlordiazepoxide HCI. 
LIbritabs® Tablets containing 5 mg, 10 mg 
or 25 mg chlordlazepoxide. 


Roche Laboratories 
Divislon of Hoffmann-La Roche inc. 
Nutley, New Jerse, 07110 . 
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\ EXPERIENCE. STILL YOUR . 
. HIGHEST AUTHORITY. - 


The discovery of Librium at 
Hoffmann-La Roche represented a land- . 
mark in psychotherapeutics. And, more 
specifically, a landmark in the treatment 
of anxiety and anxiety-related conditions. 

Today, the acceptance of Librium 
by the medical community is based firmly 

: on experience. And on a well-documented 
clinical record. 

A record so voluminous it had 758 
to be put into a computerized storage and &9 
retrieval system. 

Take the matter of safety, for 








example. system. It is used concomitantly with many 
— with millions of pa- ` primary medications, such as cardiac 
tients indicates that the most common glycosides, antihypertensive agents, anti- 


side effects of Librium are dose-related and, cholinergics, diuretics, antacids and 
therefore, largely avoidable. There appears anticoagulants. It should be noted that 
to be a low potential for dependence. variable effects on blood coagulation have 
Tolerance rarely develops. Few cases of been reported very rarely in patients re- 
known toxicity have been reported. How- ceiving Librium and oral anticoagulants; 
ever, patients should be cautioned about ^ however, a causal relationship has not 
possible combined effects with alcohol and been established clinically. 
other CNS depressants. Experience. Yours and ours. 
Librium seldom produces adverse Together they make the task of choosing 
effects on the cardiovascular or respiratory an antianxiety agent much simpler. 


-— . LIBRIUM « 


chlordiazepoxide HCI/Roche 
; | THE ANXIETYSPECIFIC 


Please sée summary of product information on opposite page. 
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CLINICALLY SIGNIFICANT 
DEPRESSION 


TABLETS, 


BOn 
Elavil 


Amitriptyline HCI MSD 


provides the convenience of 
single-tablet h.s.therapy 
when control of 
Symptoms requires 
adjustment to the 
maximum daily adult 
eae id dosage — 


Now the150- -mg tablet... 
another good reason to MI 


ELAVIE (Amitriptyline HCI| MSD) 
| for clinically significant biis 


The other: reasons: 


e Efficacy—ELAVIL is highly effective in the 
management of clinically significant 
depression. 

e Six tablet strengths of ELAVIL have been 
developed through the years. The introduction 
of new dosage strengths has helped make 
ELAVIL even more useful in meeting the dosage 
needs of depressed patients. They provide 
improved prescribing flexibility and more 
convenient regimens. 


e One-tablet-a-day therapy at bedtime is now . 
available with four different dosage strengths. 
ELAVIL provides many tablet strengths—50 mg, 
75 mg, 100 mg, and 150 mg—for once-a-day 
therapy in appropriate patients. 


e Tablets are color coded to help make adminis- ` 
à tration more Convenient and accurate, 


KSU? ELAVIL should not be used during the acute 
-recovery phase following myocardial infarction; 
` in patients hypersensitive to it; in those who 
have received an MAOI within two weeks; or in 
. Children under 12. Patients with cardiovascular 
disorders should be watched closely. Safe use - 
during pregnancy and lactation has not been 
established. The drug may impair mental or 
physical abilities required in the performance 
of hazardous tasks and may enhance the 
response to alcohol. The possibility of suicide 
-` ‘in depressed patients remains until significant 
remission occurs. Potentially suicidal patients: 
should not have access to large quantities of 
this:drug. Prescriptions should be written for 
- the smallest amount feasible. Hospitalize as 
soon as possible any patient suspected of having 
. taken an overdose. - 
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wand, dosage. addendum, please see following page. 
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- TABLETS: 40 mg, 25 mg, 50 mg, 75 mg, 100 mg, and 150 mg 
ON: 10 mg per ml 


~ Elavil 
(Amitriptyline HCI! MSD) - 


ahighly effective antidepressant 
with features to helpimprove 
patient compliance 


Contraindications: Known hypersensitivity. Should not be given corcomitantly with a 
` monoamine oxidase inhibitor since hyperpyretic crises, severe convulsions, md deaths have oc- 
curred. When used to replace a monoamine oxidase inhibitor, allow a minimum of 14 days to 
elapse before initiating therapy with amitriptyline HCl. Initiate dosage SR Ut. HCI 
_ cautiously with gradual increase in dosage until optimum response is achieved. Not recom- 
mended during the acute recovery phase following myocardial infarction. 

Warnings: May block the antihypertensive action of guanethidine or similarly acting compounds. 
Should be used with caution in patients with a history of seizures or urinary retention, or with 
angle-closure glaucoma or increased intraocular pressure; in patients with angle-closure 
glaucoma, even average doses n precipitate an attack. Patients with card vascular disorders 
should be watched closely; arrhythmias, sinus tachycardia and prolongatior of the conduction 
time have been reported, parer with high doses; myocardial infarction and stroke have been 
reported with drugs of this class. Close supervision is required for hyperthyrod patients or those 
Me thyroid medication. May impair mental and/or e abilities required for perform- 
ance of hazardous tasks, such as operating machinery or driving a motor vehicle. Safe use during 
pregnancy and lactation has not been established; in pregnant patients, rursing mothers, or 
women who may become pregnant, weigh possible benefits against possible hazards to mother 
and child. Not recommended for patients under 12 years of age. 

Precautions: Schizophrenic patients may develop increased symptoms of 5sychosis; patients 
with paranoid symptomatology may have an exaggeration of such symptoms; manic depressive 
patients may experience a shift to the manic phase. In these circumstances, "he dose of amitrip- 
tyline HC] may be reduced or a major tranquilizer, such as perphenazine, may be administered 
concurrently. 

When given with anticholinergic agents or sympathomimetic drugs, includinz epinephrine com- 
bined with local anesthetics, close supervision and careful adjustment of dosages are required; 
paralytic ileus may occur in patients taking E antidepressants in combination with anti- 
cholinergic-type drugs. Use cautiously in patients receiving large doses of &hchlorvynol, since 
transient delirium has been reported on concurrent administration. May enhapce the response to 
‘alcohol and the effects of barbiturates and other CNS depressants. The possibility of suicide in 
depressed patients remains until significant remission occurs.Potentially suicrlal patients should 
not have access to large quantities of this drug. Prescriptions should be writzen for the smallest 
amount feasible. Concurrent electroshock therapy may increase the hazards associated with such 
therapy; such treatment should be limited to patients for whom it is essental. When possible, 
discontinue the drug several days before elective surgery. Both elevation anc lowering of blood 
sugar levels have been reported, Use with caution in patients with impaired liver function. 
Adverse Reactlons: Mote: Included in this listing are a few adverse reaction= not reported with 
this specific drug. However, pharmacological similarities among the tricyclic antidepressant 
drugs require that each reaction be considered when amitriptyline is administered. Cardio- 
vascular: dpa DP a rol tachycardia, palpitation, myocardial infarction, arrhythmias, 
heart block, stroke. and Neuromuscular: Confusional states; disturbed concentration; dis- 
orientation; delusions; hallucinations; excitement; anxiety; restlessness; inscmnia; nightmares; 
humbness, tingling, and paresthesias of the extremities; peripheral neuropathy; incoordination; 
ataxia; tremors; seizures; alteration in EEG patterns; extrapyramidal symptoms; tinnitus; syn- 
drome of inappropriate ADH (antidiuretic hormone) secretion. Anticholinergic: ry mouth, blurred 
vision, disturbance of accommodation, increased intraocular pressure, conztipation, paralytic 
ileus, urinary retenticn, dilatation of urinary tract. A//ergic: Skin rash, urticara, photosensitiza- 
tion, edema of face and tongue. Hemato/ogic: Bone marrow depression includirg agranulocytosis, 
leukopenia, eosinophilia, purpura, thrombocytopenia. Gastrointestinal: Naussa, epigastric dis- 
tress, vomiting, anorexia, stomatitis, peculiar taste, diarrhea, parotid swellng, black tongue, 
rarely hepatitis (including altered liver function and jaundice). Endocrine: Test cular swelling and 

necomastia in the male, breast enlargement and galactorrhea in the female, increased or 

ecreased libido, elevation and lowering of blood sugar levels. Other: Dizziness, weakness, 
_ fatigue, headache, ui ain or loss, increased perspiration, urinary frecuency, mydriasis, 
drowsiness, alopecia. W/ wal Symptoms: Abrupt cessation of treatment Ster prolonged ad- 
ministration may produce nausea, headache, and malaise; these are not indicative of addiction. 
Overdosage: Hospitalize as soon as possible all patients suspected of having aken an overdose. 
Treatment is symptomatic and supportive. In addition, the intravenous admnistration of 1 to 
3 mg physostigmine salicylate is reported to reverse the symptoms of tricyclic antidepressant 
poisoning. Because physostigmine is rapidly metabolized, the dosage should 3e repeated as re- 
quired, pau if life-threatening signs such as arrhythmias, convulsion-, and deep coma 
recur or persist after the initial dosage of physostigmine. 
How maa Tablets containing 10 mg and 25 mg amitriptyline HCl, in singl-unit packages of 
100 and bottles of 100, 1000, and 5000; tablets containing 50 mg amitriptyl ne HCI, in single- 
unit packages of 100 and bottles of 100 and 1000; tablets containing 7E mg and 100 mg 
amitriptyline HCI, in single-unit packages of 100 and bottles of 100; tablets containing 150 mg 
amitriptyline HCl, in single-unit packages of 100 and bottles of 30 and 100; for intramuscular 
use, in 10-ml vials containing per ml: 10 mg amitriptyline HCl, 44 mg dextrose, 1.5 mg 
methylparaben and 0.2 mg propylparaben as preservatives, and water for injection q.s. 1 ml. 


For more detailed information, consult your MSD entative or see full pzascribi, MSD 
information. Merck Sharp & Dohme, Division of Merck & Co., ine., West Point, Pa. 19466" 
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To further simplify KA SENE 
once-daily therapy 72 
for many 
depressed patients : 


Tablets 


Elavil 
(Amitriptyline HCl MSD) 


ONE TABLET, ONCE DAILY 


—an appropriate way to prescribe for 
many depressed adult outpatients. B2- 
cause of its simplicity, this regimen helps 
improve patient compliance. Of course, 
ELAVIL may also he prescribed in divided 
daily doses. 


ONCE-DAILY DOSAGE SCHEDULE 


FOR ADULT OUTPATIENTS: 

A single 75-mg tablet Hay ) 
Usual starting dosage ane 

A single 100-mg tablet ) 
Maximum starting dosage TR 

À single 50-mg tablet Aso 


Minimum starting dosage 


Dosage may be increased by 25 or 50 mg 
as necessary until a total of 150 mg 
per day is reached. 


A single 150-mg tablet ("~~~ 
Maximum daily dosage donis 


ELAVIL MAY ALSO BE PRESCRIBED 
IN DIVIDED DAILY DOSES 


The 25-mg tablet 


This strength may prove useful when 
therapy is initiated with divided daily 
doses in adult outpatients. Starting 
dosage is usually 75 mg daily. If neces- 
sary, this dosage may be increased 
gradually to a total of 150 mg a day. 
Increases are made preferably in the [ate 


. aftemoon or bedtime dose. 


The 10-mg tablet 


This strength may prove useful for 

patients who require lower doses, e.g., 
adolescent and elderly patients. For these 
patients who can not tolerate higher 

doses, 10 mg three times a day witir - 

20 mg at bedtime may be satisfactory. — * 


A sedative effect may be apparent before $ 
the antidepressant effect of ELAVIL is 

noted. Án adequate therapeutic effect 

may take as long as 30 days to develop. 


NOTE: The usua! maintenance dosage of 
ELAVIL is 50 to 100 mg per day which 
may be given in a single dose preferably 
at bedtime. in some patients 40 mg 

per day is sufficient. This drug is not: 
eee for patients under 12 years 
of age. 
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For Brief Summary, please see following page. SANDOZ .. 
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Contraindications: Severe central nervous system depression, comz- 
well as atropine and phosphorus insecticides; carefully consider benefit 
versus risk in less severe disorders. During pregnancy. administer only 
when the potential benefits exceed the possible risks to mother and 
fetus. 
observed primarily in patients receiving larger than recommended 


— i «t 
Before prescribing or administering, see Sandoz literature for full product * 
Án - | J SYCGHO : IC tose states from any cause, hypertensive or hypotensive heart disease of 
extreme degree. e 
Precautions: There have been infrequent reports of leukopenia and/or 
ENTR B PYR AM WE AL agranulocytosis and convulsive seizures. In epileptic patients, anticon- 
doses, is characterized by diminution of visual acuity, brownish coloring 
SYM PTOMS of vision, and impairment of night vision; the possibility of its occur- 





information. The following is a brief summary. 

Warnings: Administer cautiously to patients who have previously ex- 

hibited a hypersensitivity reaction (e.g., blood dyscrasias, jaundice) to 

phenothiazines. Phenothiazines are capable of potentiating central ner- 
ERN vous system depressants (e.g., anesthetics, opiates, alcohol, etc.) as 

vulsant medication should also be maintained. Pigmentary retinopathy, 

rence may be reduced by remaining within recommended dosage limits. 


Administer cautiously to patients participating in activities requiring 
complete mental alertness (e.g., driving), and increase dosage gradu- 
ally. Orthostatic hypotension is more common in females than in males. 
Do not use epinephrine in treating drug-induced hypotension since 
phenothiazines may induce a reversed epinephrine effect on occasion. 
Daily doses in excess of 300 mg. should be used only in severe neuro- 
psychiatric conditions. 
Adverse Reactions: Centra/ Nervous System —Drowsiness, especially 
with large doses, early in treatment; infrequently, pseudoparkinsonism 
and other extrapyramidal symptoms; rarely, nocturnal confusion, hy- 
peractivity, lethargy, psychotic reactions, restlessness, and headache. 
k UE), Autonomic Nervous System— Dryness of mouth, blurred vision, con- 
O: aate is es stipation, nausea, vomiting, diarrhea, nasal stuffiness, and pallor. 
WAV —™s eb Endocrine System— Galactorrhea, breast engorgement, amenorrhea, in- 
ety ET TE EE hibition of ejaculation, and peripheral edema. Skin— Dermatitis and skin 
eruptions of the urticarial type, photosensitivity. Cardiovascular 
System—ECG changes (see Cardiovascular Effects below). Other— 
Rare cases described as parotid swelling. 
The following reactions have occurred with phenothiazines and should 
be considered: Autonomic Reactions—Miosis, obstipation, anorexia, 
paralytic ileus. Cutaneous Reactions—Erythema, exfoliative dermatitis, 
contact dermatitis. Blood Dyscrasias—Agranulocytosis, leukopenia, 
eosinophilia, thrombocytopenia, anemia, aplastic anemia, pan- Ra 
cytopenia. A//ergic Reactions— Fever, laryngeal edema, angioneurotic 
edema, asthma. Aepatotoxicity— Jaundice, biliary stasis. Cardiovascu- 
lar Effects— Changes in terminal portion of electrocardiogram, includ- 
ing prolongation of Q-T interval, lowering and inversion of T-wave, and 
appearance of a wave tentatively identified as a bifid T or a U wave have 
been observed with phenothiazines, including Mellaril (thioridazine): 








Antipsychotic medication should not interfere with the these apon to be et s and due E jets. jikin E m 
, TT ni : . " myocardial damage. While there is no evidence of a causal relationship 
t abi | ae de In your total therapeutic pro between these changes and significant disturbance of cardiac rhythm, 
gram. Inat is why Mellaril (thioridazine) is an excellent several sudden and unexpected deaths apparently due to cardiac arrest 
choice. It is highly effective, and although extrapyramidal have occurred in patients showing characteristic electrocardiographic 
symptoms are characteristic of this class of drug, with cee while aang Hs drug. pitted hea eos paoa Centor 
: Ae p ET ; : E lograms are not regarded as predictive. Hypotension, rarely resulting in 
hende cere) EP Iram stimulation ' notably cardiac arrest. Extrapyramidal Symptoms— Akathisia, agitation, motor 
pseudoparkinsonism—is infrequent. Adding an anti- restlessness, dystonic reactions, trismus, torticollis, opisthotonus, 
parkinsonian agent—which can cause its own side effects— oculogyric crises, tremor, muscular rigidity, and akinesia. Persistent Tar- 
can usually be avoided. dive Dyskinesia—Persistent and sometimes irreversible tardive 


: tongue, face, mouth, or jaw (e.g., protrusion of tongue, puffing of 
Cause euphoria or undue sedation. (But, warn patients about cheeks, puckering of mouth, chewing movements) and sometimes of ex- 


undertaking activities requiring complete mental alertness.) tremities may occur on long-term therapy or after discontinuation of 
And Mellaril (thioridazine) is contraindicated in patients therapy, the risk being greater in elderly patients on high-dose therapy, 


: ; : especially females; if symptoms appear, discontinue all antipsychotic 
with severe hypotensive or hypertensive heart disease. agents. Syndrome may be masked if treatment is reinstituted, dosage is 


increased, or antipsychotic agent is switched. Fine vermicular move- 


® ments of tongue may be an early sign, and syndromemay not develop if 
medication is stopped at that time. Endocrine Disturbancés— Menstrual 
irregularities, altered libido, gynecomastia, lactation, weight gain, 
edema, false positive pregnancy tests. Urinary Disturbances— Reten- s 
tion, incontinence. Others— Hyperpyrexia; behavioral effects suggfs- 
tive of a paradoxical reaction, including excitement, bizarre dreams, ag- 


gravation of psychoses, and toxic confusional states; following long- 


term treatment, a peculiar skin-eye syndrome marked by progressive : 
pigmentation of skin or conjunctiva and/or accompanied by discolora- ' 
tion of exposed sclera and cornea; stellate or irregular opacities "^ 
of anterior lens and cornea; systemic lupus erythematosus-like 


Mellaril (thioridazine) is not habituating and usually does not dyskinesia, characterized by rhythmical involuntary movements of the y 






TABLETS: 50 mg, 100 mg, 150 mg, and syndrome. SAN 6-640 
200 mg thioridazine HCI, U.S.P. SANDOZ PHARMACEUTICALS, EAST HANOVER, NEW JERSEY 07935 SANDOZ pi 
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Some Effects of the New Feminism 


BY RUTH MOULTON, M.D. 


The author compares the complaints of women she 
treated in the 19505, which included frigidity, 
problems in finding husbands, and difficulties in 
raising children, with those of women patients in the 
1970s, who are in conflict about professional versus 
personal identity, divorce, and extramarital affairs, 
and who often avoid marriage as a trap. On entering 
new jobs, women experience anxiety about 
performance and self-assertion because they do not 
know how to fight in a man's world. The sexual 
demands of ‘‘liberated’’ women cause anxiety in men 
that can result in impotence and other sexual 
symptoms. Thus, the new freedom has brought both 
expanded opportunities and problems in work, sexual, 
and family settings, and a stable equilibrium will be 
achieved only after the effects of rapid cultural change 
have been dealt with individually and socially. 


IN THE LAST 20 years there have been vast changes in 
sexual mores, sex-role stereotypes, and sexual dis- 
crimination. New laws have removed many barriers 
to sexual equality, allowing women more freedom in 
their choice of career and life-style. Women now have 
more opportunities to climb from low-status, low-pay- 
ing jobs into the higher ranks in law firms, banking, 
and large corporations (1). In medical schools, women 
constituted no more than 596 of entrants from 1900 to 
1965 (2), whereas approximately 2495 of first-year med- 
ical students today are women. Feminism, along with 
the awareness of overpopulation, has resulted in 
changes jn mating and family patterns. Women now 


Revised version of a paper presented at the 129th annual meeting of 
the American Psychiatric Association, Miami Beach, Fla., May 10- 
.14, 1976, in a joint session with the American Academy of Psycho- 
analysis. 


Dr. Moulton is Assistant Clinical Professor of Psychiatry, Columbia 
University, and Training and Supervising Analyst, William Alanson 
White Institute and Columbia Psychoanalytic Clinic. Address re- 

. print m to Dr. Moulton at 285 Central Park West, New York, 
N.Y. 10024. 


+ 


are more apt to have smaller families, to choose not to 
have children, or to remain single by choice. Being un- 
married is not as likely to be equated with failure as a 
woman as it once was, and working mothers have be- 
come much freer from the incapacitating burden of 
guilt. 

These and other new options may not have made for 
greater happiness currently, although they offer prom- 
ise for it in the future. For example, the divorce rate in 
this country has risen to 50%. There is much evidence 
that the new freedoms have brought new anxieties. 
For example, although the incidence of female frigidity 
has decreased, extramarital affairs and impersonal 
group sex have increased. Furthermore, women now 
expect more from sexual encounters, and these expec- 
tations have had profound effects on men. 

Such personal anxieties and evidence of role strain 
are inevitable, since rapid cultural change disturbs the 
established psychological equilibrium. The uncon- 
scious lags behind, making emotional readjustment dif- 
ficult (3). Individual ego strength and flexibility are put 
to the test. Although both sexes are affected, I will fo- 
cus first on manifestations in women, not only because 
they are more conspicuous but also because I see them 
more often. 

Four major syndromes are striking because of their 
increasing frequency. These syndromes, which over- 
lap in some cases, are 1) reentry anxiety to the point of 
panic or avoidance when a long-homebound woman re- 
turns to work in the outer world, 2) performance anx- 
lety, such as a woman's difficulty asserting herself in 
public or her fear of success when she does, 3) the 
“good girl's" difficulty holding her own or fighting for 
her rights when fáced with hostility, as typified by bat- 
tles for academic tenure, and 4) conflict between a 
woman's sense of personal identity and her profession- 
al identity, in which marriage is often seen as a threat 
to autonomy. 

Social change brings out character problems that 
originated in the patient's childhood but might not 
have brought her to treatment had she not been striv- 
ing for new achievement. The women I will discuss 
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sought psychoanalytic therapy to gain understanding 
of their personal backgrounds and of intrapsychic ob- 
stacles to success in-the outside world. Some had anal- 
yses that lasted four or five years; other less troubled 
women achieved their goals in briefer periods. 


COMPARISON OF WOMEN’S SYMPTOMS IN THE 
FIFTIES AND SEVENTIES 


I found remarkable changes in women’s symptoms 
~in a rough comparison of 50 patients, half treated be- 
tween 1953 and 1956 and half between 1973 and 1976. 
The problems for which the first group sought treat- 
ment revolved around sex, marriage, and child rear- 
ing. Sexual problems were paramount: 10 of the 25 
women dreaded sexual activity, and the reluctance of 
8 women to engage in sex was a major source of mari- 
tal strife. All of these women suffered from varying de- 

- grees of frigidity (4). The most prominent symptom in 
10 patients was a desperate need to find a husband. 
The following examples illustrate the extent of these 


women's inhibitions: one woman's “‘cult’’ of virginity’ 


kept her from marriage despite her wish for it; a moth- 
er of three would not allow her husband sexual access 
for years but refused to see it as a problem; a physician 
with children could not touch her own genitals due to 
disgust; a woman who had been married for eight 
years had a phobia of penetration that caused such se- 
vere vaginismus that the marriage had never been con- 
summated. 

Dilemmas of this nature were rarely encountered in 
the 1970s, and the attitudes of the women I studied 
were much freer. Most of those who were looking for a 
husband had already been divorced; several others 
had rejected matrimony and were seeking only a better 
sex partner. Only 1 woman in the 1950s group had en- 
gaged in extramarital sex; 8 of the women treated 20 
years later had had one to several extramarital affairs. 
Fifteen women in the early group were unable to achieve 

_ orgasm by any method, but this was true of only 2 in the 
later group. Sex played a much less important role in 
the marital conflicts of the cases treated in the 1970s. 

. lalso found marked differences in work patterns be- 
tween the two groups. Only 10 of the women treated in 
the 1950s worked outside the home: 4 were social 
workers, 3 writers and editors, 2 physicians, and 1 an 
executive secretary. Only 2 of these women had 
achieved executive power. The social workers, for ex- 
ample, accepted their role as **helpers"' under male su- 
pervisors, emulating those earlier feminists who al- 
layed the furor about female suffrage by proving them- 
selves socially worthy, i.e., nonthreatening to men— 
the so-called Jane Addams position (5). Because of 
their more limited professional ambitions, they experi- 
enced less conflict between work and marriage (2). 
The 9 women in the 1950s group who remained child- 
less or single usually did so by default, but 10 women 
in the later series of cases chose not to marry or have 
children. These women preferred autonomy and as- 
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.to understanding their 


signed a higher priority to professional achievement 
than to childbearing. 
Traditionally, women have looked to marriage as a, 


source of security and a desirable way of life. In a stun- ,c* 


ning reversal, some women now view marriage as à * 


trap—an attitude once attributed exclusively to men. 
Documenting the sociological aspects of this change, 
Bernard (6) points out that men traditionally avoided 
marriage but then derived benefit from it, whereas 
women sought marriage as an answer to security 
needs, only to find that it actually **made them sick” 
rather than safe. 

In the 1950s, many women were literally phobic 
about self-assertion (7). Ten women in my early group 
had crippling work blocks. In contrast, 20 of the group 
treated in the 1970s were established professionals. 
Four women in this group felt “‘stuck’’ at home; 3 of 
them enrolled in adult education courses and 1 went 
back to work. 


-REENTRY- ANXIETY 


The women I treated in the 1970s found that the 
process of reentering the outside world required tre- 
mendous effort, and much analytic time was devoted 
“inner barriers." They had 
dropped out of the job market or college because of 
early marriages, fears about achieving independence, 


or deep convictions of intellectual inadequacy. In re- 


turning to one or the other after a lapse of 15 or 20 
years, they had to face the same fears. Those with ''ex- 
amination anxiety” trembled at the thought of gradu- 
ate-record exams or placement tests. 


Many overlapping causes lurked behind these learn- 


ing blocks. Depression followed by years of apathy af- 
ter the early death of an encouraging father paved the 
way for one girl to fight her intellectually ambitious 
mother with withdrawal and passive negativism. Her 
failure to attend college was both her revenge and con- 
firmation that she was stupid. Boredom and angry de- 
pression, which began when her children were away at 
school, led her to seek treatment. During analysis, she 
succeeded in mobilizing herself to complete her educa- 
tion, but even then an ‘‘A’’ grade panicked her as 
much as the exam itself. Feeling that she could not live 
up to it, she was fearful of taking the next step. With 
each promotion, her fear of success tntensified (8). In 
other cases, a mother’s emphasis on social perform- 
ance and “‘popularity’’ undermined the shaky self-es- 
teem of a thoughtful daughter who then either »uried 
herself in books, accepting-her sexual failure, or aban- 
doned her intellectual interests and tried to be orna- 


mental in order to please men and live up to her moth--e 


er's expectations. In either case, there was an inter- 


ference with the development of a sense of sef as a 


woman who was both attractive and intelligent. 
I see an increasing number of women with children 
in high school or college who complain of feelings of 


depression, boredom, and resentment at being con- * 


«e 
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fined by their own blocks against action, by fears of go- 
ing ‘‘stale’’ or of losing their husbands. Some had be- 
come dependent on the needs of their husbands and 


Bi seni to keep them going, rarely thinking in terms of 


eir own needs. Guilt at not being available to '*wait 
on” others often emerged as the first obstacle to libera- 
tion, but the deeper fears of these women were-con- 
nected with dependency needs. They were especially 
fearful of failing if they ventured into the outside world 
on their own. 

In the course of therapy, depressed women in their 
50s often look back to the crucial choices they made 
years earlier as reasons for their feelings that they 
bave lost themselves somewhere along the way. For 
example, many women married to physicians gave up 
careers of their own in medicine to live vicariously 
through their husbands. Several patients whose moth- 
ers had been working women rejected that role model. 
Resentful of their mothers’ absence from the home, 


- these patients had decided to devote themselves exclu- 


sively to the rearing of their own children. Just as the 
pressured professional woman may drive her daughter 
into total domesticity, the subservient mother may 
drive her daughter out of the house to escape a similar 
fate. Admittedly, the mother exerts a powerful influ- 
ence, but the crucial issue is not what she does with 
her time but the quality of her relationship with her 
daughter. 

The father’s role in inspiring a daughter to apply her- 
self and to realize her potential has also been empha- 
sized (9). A father’s withdrawal of support at a crucial 
point is often a precipitating factor in the daughter’s 
abandonment of the quest for self-fulfillment. De- 
prived of needed support, she may give up the struggle 
and settle for the “‘safety’’ of a menial job or a poor 
marriage. 

Many a female patient comes to the realization that 
she chose to have a third or fourth child at a crucial 
point when she would otherwise have been free to pur- 
sue or resume a career. This decision is later regret- 
ted—often when the youngest child is in high school. 
These women realize that they were infantilizing, 
standing in the way of independence for their re- 
bellious offspring as well as for themselves. -— 


— o -— 
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PERFORMANCE ANXIETY 


Contemporary professional women frequently dem- 
onstrate a performance anxiety when called on to 
speak in public. Some experience such overwhelming 
anxiety4tfíat they feel faint and are forced to leave the 
robm. Although none of the women I have treated ac- 
£ually fainted, their feelings of helplessness surfaced 
suddenly and either prevented them from speaking at 
‘all or caused them to become tremorous and confused. 
Tearfulness and blushing, although less frequent, were 
equally immobilizing. These symptoms also came to 
the fore in work situations. Instead of dealing self- 


- assertively with male colleagues of equal or higher rank, 
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women are often gripped by childhood fears of male 
aggression and punishment for not conforming to pa- 
rental notions of ‘‘ladylike’’ behavior. 

I became aware of women’s fear of speaking in pub- 
lic when was arranging a program for a professional 
meetit®. I had assumed that many competent women 
did not lecture because they were not given the oppor- 
tunity, but I received many phobic responses from 
women I invited to participate. I then checked a group 
of 200 graduate analysts (150 men and 50 women) and 
found that 50% of the women refused to speak in pub- 
lic compared with 20% of the men. Twenty percent of 
the women and 25% of the men were effective speak- 
ers. Of these effective speakers, 80% of the women 
and 50% of the men were nationally known lecturers. 
In other words, the women who were good speakers 
were very, very good; those who were not tended to 
be hidden and private. In administration, 20% of the 
women versus 3396 of the men rated as good execu- 
tives. The men were said to be dispassionate, rational, 
and cool, whereas some of the women were reputed to 
be emotional, unpredictable, or “‘bitchy,’’ apparently 
a reflection of insecurity in exerting authority. 


"GOOD GIRLS'" WITH ANXIETY ABOUT SELF- 
ASSERTION 


The Corporate World 


What I refer to as the ''good girl" syndrome is ob- 
served among those bright, industrious, and eager-to- 
please women who have risen to executive posts in the 
male world. They learned early in life to please parents 
and teachers by maintaining a self-effacing facade, and 
they had avoided jealousy and ridicule by not boasting 
of- goed. grades or other accomplishments. Their trou- 
bles began with promotion to more responsible posts, 
where-they had to make decisions on their own, were 
subject to disapproval for possible mistakes, and had 
to defend their own opinions. These women tended to 
be perfectionistic and hypersensitive to criticism. 
Their reaction to ambiguous assignments revealed 
their need for authoritative directives and their depen- 
dency on knowing precisely what was wanted of them. 
They were more afraid to improvise than their male 
colleagues or to say ‘‘no’’ to undue extra assignments 
pushed on them, which often resulted in an untenable 
situation in which they were too overloaded to do their 
usual-good work. They alternated between being pla- 
cating and resentful. 

It is often difficult for women to learn to ‘‘stick up" 
for themselves with dignity and to believe in the quali- 
ty of their contribution because they have not had as 
much experience in handling complex, political groups 
and are less prepared to protect themselves than are 
many men of equal age and rank. Because they have 
become accustomed to the protection of men and have 
rarely been exposed to naked rivalry or brutal rage, 
women are often ill-equipped to compete with young 
male coworkers who regard them as a threat to their 
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own advancement. (The threat was realistic; in many 
cases, the female ''interloper'"" would not have gotten 
the job had she not been brighter, more conscientious, 
and more demanding of herself than the male can- 
didates.) A woman lawyer who worked faster than the 
men around.her said that although she maintained a 
low profile, she was accused of “‘showing them up.” 
A young woman executive had a romantic pre- 
marital relationship and was surprised by her fiancé's 
rage when she insisted on continuing to work under 
her maiden name after marriage. Suddenly she found 
that household work was no longer divided; traditional 
marital expectations arose from the past, and she felt 
“trapped” in marriage, just as her mother had been. 
She was referred because of faintness, especially at 
business luncheons where social and professional eth- 
ics seemed to conflict. When she began to rise rapidly 
in the corporation where both she and her husband 
worked, both of them felt threatened. He was offered a 
high-level post in Asia, where there would be no job 
for her. The resulting conflict was resolved by his ac- 
ceptance of a job in another organization, which de- 
creased the likelihood of invidious comparisons. Both 
of them were perfectionists. The wife had no con- 
scious wish to surpass her husband; she felt that she 
was simply doing the best work possible for its own 
sake and had no awareness of her competitiveness be- 
fore she entered treatment. Initially, as the first wo- 
man to reach executive status in her organization, she 
was very self-conscious, and frequent episodes of teas- 
ing from male coworkers greatly disturbed her. Gradu- 
ally she became more relaxed, but she had to do a 
great deal of work in analysis before she understood 
the fierce quality of her need for autonomy. In the 
course of her therapy, it was revealed that she was 
.overreacting to her father’s total subjugation of her 
mother. As her father's favorite and a teacher's pet, 
she had managed to get whatever she wanted without 
fighting for it and was therefore ill-prepared to stand 
up for herself in the business world. 


The Academic World . 


As women struggle to use their new, legally sanc- 
tioned freedoms, special problems of assertion crop 
up. One illustration is the battle women often have to 
wage to win tenure in the academic world. Eight wom- 
en I treated faced this dilemma; of the 5 who “‘made 
it," 2 are now full professors and tenure is virtually 
certain for the other 3. One woman was granted tenure 
after a two-year battle. Envy and prejudice focused on 
her sexual attractiveness and lively lectures as well as 
her scholarship. Her academic abilities were over- 
looked by the men in power, who were political crea- 
tures without talent. They even refused to read her 
books, which had received international recognition 
and added to the prestige of the department. Her first 
reaction to injustice was rage and indignation, which 
showed in her facial expression. She then tried to hide 
her anger by being remote, which was interpreted as 
hostility. Self-consciousness immobilized her unti] she 
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was encouraged by a male "mentor" to consult the 
grievance committee, which she had previously 


feared. The committee got the help of a civil rights law; — 


yer connected with the university, who promptly 
proved that not only was there no reasonable excu 
for withholding tenure but the school would endanger 
itself by doing so. Many women fear to consult law- 
yers in such cases, even when the help is avat. able and 
legitimate. This woman's isolation was such that she 
did not know about the precedents or the methods to 
use, but gradually, with support, she wrote out her 
own case and won her autonomy. 

This incident is illustrative of the psychodynamics 
of pseudoindependent professional women whose 
early sense of personal growth was based cn their in- 
tellectual capacities. As girls they had low self-esteem. 
Male approval helped them hide their dependency and 
feel feminine. 

In 7 of this group of 8 women, all of whom presented 
the good-girl syndrome, early suppression of physical 
activity had been combined with inhibition of normal 
self-assertion. Three had been regarded as frail and 
one had suffered from anorexia nervosa. Only one had 
been a rebellious adolescent. Their characteristic 
"pleasing" facade camouflaged keen intellects and/or 
competitiveness, diverted rivalry, and attracted male 
support (10). ; 

Six of the 8 had affairs with or married older men of 
higher rank in their field who served as mentors or sup- 
portive coworkers.! An aura of mutual stimulation and 
professional cooperation characterized these relation- 
ships in their early stages, but they often deteriorated 
under the strains of extramarital affairs or increasing 
competitiveness, especially on the part of the hus- 
band. He could play Pygmalion to a young student, but 
he felt diminished rather than rewarded by her suc- 
cess. Only one of these men responded positively 
when his wife **made it." Among those who reacted 
negatively, one man had his first experience with impo- 
tence when his wife's protracted struggle for terure—a 
struggle that he had advised and encouraged her to 
make—-ended in victory. Two other husbands devel- 
oped premature ejaculation. Still another husband ac- 
cepted a visiting lectureship in another part of the 
country, confronting his wife with the bitter choice of 
either abandoning a promising career to join aim or 
continuing her work at the risk of breaking up the mar- 
riage. When marriage was subordinated to work, di- 
vorce or marital estrangement often occurred. 

The 3 younger patients who put marriage and chil- 
dren first encountered formidable obstacles to success 
in academia. Unlike the 5 more successful woMen just 
discussed, who had learned to ‘‘play the game"' by the 


traditional male rules, these 3 women did not comply*e 


as readily with regulations that they saw as unair or 
unnecessary. They reacted to sexual inequalities and' 
undue pressures more vigorously and joined the com- 


! Approximztely 80% of women psychiatrists marry; 50% marry phy- 


sicians (11). 
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mon struggle for better working conditions. Twenty 

years ago, these younger women would have settled 

ror living vicariously through their husbands rather 
an joining the battle for tenure. 


EFFECTS ON MEN 


Among the negative effects of role strain (12) is an 
increase in secondary impotence in young men, a 
symptom formerly reported primarily in men over 40 
(13). Other reactions include premature ejaculation, 
sexual withdrawal, and indifference to the point where 
the husband may refuse to attempt intercourse for 
months, even years—again, a weapon that in the past 
was more apt to be used by women. The husband may 
be expressing deep resentment at his wife's dwindling 
attention. Often he cannot or will not acknowledge his 
dependency needs because this would be too threat- 
ening to his male self-esteem. Therefore, he fails to 
communicate his distress or yearning to his wife and 
withdraws, feeling hurt, betrayed, and bewildered by 
the change. The wife then feels unloved and may turn 
to lovers. 

The more active, assertive woman may arouse bur- 
ied infantile fears of the devouring, overpowering 
mother that have been immortalized in myths of femi- 
nine evil (14, 15) as well as in castration dreams and 
fears of starvation. Such men, with their hidden in- 
securities, may choose strong women to take care of 
them but want these women to stay by their sides. 
When the wife attempts independence in one sphere or 
another, her husband may overeat, becoming obese 
and sexually unattractive, or may become domineer- 
ing and possessive. À man who took the role of his 
wife's mentor undermined her by criticism that was 
not helpful. Another thought of himself as being his 
wife's “‘manager’’ but was overcontrolling and inter- 
fered with her efforts at autonomy. Rage and anger of- 
ten act as reaction formations to suppress the con- 
scious recognition of need (16). Of course, in some cas- 
es the wife who is becoming more independent does 
express long-buried resentment, which triggers or 
strengthens the man'sresponse. It can be very difficult 
to disentangle the two patterns, and it may be necessary 
for the couple to be seen together so that a neutral ob- 
server can watch the interaction. 

I have seen a few *''liberated" women whose ex- 
treme pursuit of sexual freedom for its own sake, while 
lifting many old inhibitions, had a dehumanizing ef- 
fect. Such women, who seem intent on getting even 
with ormitating men, make excessive demands of 
their sex partners. Apparently they derive some imme- 

iate satisfaction from their casual affairs or ‘‘one- 
night stands” with one man after another, but even- 


„tually they look back at these episodes with shame and 


disgust. Those I saw were depressed and dissatisfied 
when they entered treatment. Some realized that they 
had been punishing mem; others had dreaded com- 
. mitment and marriage; still others had been trying to 
` prove their sexual prowess. 
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Maleanalysts have told me that some women expect 
multiple orgasms and frequent performance like they 
had with younger men. Men escaping from clinging 
wives pick up such women at “‘singlés’’ bars, go home 
with them, have a good sexual experience,'and then 
are told to leave almost immediately. Tenderness, af- 
fection, and intimacy are withheld. One man was only 
able to perform six times in a night, and the woman re- 
fused to date him again. He was incredulous, saying, 
*"These liberated women want intercourse all night. 
They seem insatiable, like a bottomless pit."' 

It should be noted here that, despite the negative fla- 
vor of these clinical vignettes, there are many men 
who have responded to the new feminism with a new 
freedom to acknowledge and express a wider range of 
emotions, to feel at ease with tenderness without fear- 
ing it is weak, to participate more fully in family life, 
and to enjoy their children with warmth. In addition, 
many competent, active women who are also wives 
and/or mothers now find satisfactions in careers with- 
out an incapacitating burden of guilt. 


SUMMARY AND CONCLUSIONS 


The new feminism, while opening up new paths for 
both sexes and loosening up sex-role stereotypes, has 
also unleashed new anxieties. With each cycle of femi- 
nism, there are advances in legislation and cultural atti- 
tudes followed by a period of quiescence. The various 
effects of change are tested and slowly digested before 
people are ready for the next move. Sociologists have 
observed that women have more difficulty than men 
handling role strain and role-proliferation. Social ex- 
pectations for women to be responsive, expressive, ac- 
commodating, and nurturant in both domestic and oc- 
cupational situations do not allow them much freedom 
to narrow roles, to insulate, to simplify, and to dele- 
gate their multiple responsibilities (16). 

Children of both sexes experience deep feelings of 
envy, fear, rage, and shame about their helpless depen- 
dency on mother, feelings which are later covered up 
by denial of dependency and the need to devalue wom- 
en (17, 18). The deep intrapsychic needs of both men 
and women to devalue “‘mother’’ may not only be one 
of the sources of our sex-role stereotypes but may also 
help to perpetuate them. No wonder inner change is so 
slow and anxiety-provoking! Decades of further explo- 
ration will be necessary before we can establish a more 
stable equilibrium, flexible and humane for both sexes. 
Sex per se may then become less of an issue, less 
talked about, and more intimately enjoyed. 

It is not wise to proselytize women to leave home if 
they are satisfied and fee] productive there. We need 
many kinds of women and men. Therapy can help 
those who have a deep need to change life-styles and 
to break from the past, but the basic motivation must 
come from the patient. As therapists we can only try to 
facilitate the change the patient envisions. The role 
breaker can have an interesting, creative life, but so- 
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ciety is apt to react by seeming to offer encouragement 
while actually making it very difficult to succeed. The 
person must be ready to meet this challenge in all its 
ambiguity. 
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A Representative Psychiatrist: The Career and Contributions of 


“Sir Aubrey Lewis 


BY MICHAEL SHEPHERD, D.M. 


The author outlines the career and contributions of 
Professor Sir Aubrey Lewis and discusses the 
significance of his work in terms of his role as Adolf 
Meyer’s successor in the mainstream of psychiatric 
thought. Outstanding among Sir Aubrey’s various 
legacies is the example he furnished of a lifetime of 
sustained effort devoted to the scientific advancement 
of his subject within a humanitarian framework and 
with a full awareness of its historical continuity. 


AUBREY JULIAN LEWIS was born in 1900. His father 
had emigrated from England in the 1890s to earn his 
living in a small business in the city of Adelaide, South 
Australia. His mother was a teacher of elocution and 
the family was a respected part of the small Jewish 
community in Adelaide. The intellectual precocity of 
their only child was apparent so early that his parents 
felt it necessary to procure the best available schooling 
for him. This was to be found in a Catholic school, the 
Christian Brothers College, where the boy's abilities 
were quickly appreciated, especially in the sphere of 
literature and the humanities. In 1917 he entered the 
Faculty of Medicine at the University of Adelaide after 
a brilliant academic career at school. During his under- 
graduate years he was a prominent member of the 
Medical Students Society and served as editor of the 
society's journal, which carried some of his early writ- 
ings. 

After graduating from the Adelaide Medical School 
in 1923, the young Lewis held resident posts at the 
Adelaide Hospital. Partly under the influence of the 
distinguished anatomist Professor Wood Jones, he 
then undertook his first piece of research, an anthropo- 
logical study of the aborigines of South Australia that 
included their physical measurements, descriptions of 
their implements, songs, and vocabulary, and a num- 
ber of psychological observations. In a paper read to 
the Royal Society of South Australia in 1926, Lewis 
pointed out the need for training in research for anthro- 
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pology. Later that year he was awarded a Rockefeller 
medical research traveling fellowship ''for study in 
psychological medicine, nervous diseases, etc. with 
the special object of training the holder for studying 
the mental traits of the Australian aborigine.” 


HIS EARLY CAREER 


His travels took him first to America, where he 
worked with Macfie Campbell in Boston and Adolf 
Meyer in Baltimore; then to London, where he studied 
neurology with Gordon Holmes at Queen Square; and 
finally to Germany, where he worked with Karl Ber- 
imger at Heidelberg and with Karl Bonhoeffer at the 
Charité in Berlin. By the time he returned to Australia 
in 1928 he was committed to psychiatry, but he found 
that the opportunities he had hoped for would not, af- 
ter all, be made available. Therefore, he left the coun- 
try of his birth and returned to London, where he 
joined the staff of the Maudsley Hospital in 1929. 

The Maudsley Hospital, which had been functioning 
for only 6 years, was founded at the instigation of Hen- 
ry Maudsley, the most prominent psychiatrist of late- 
Victorian England. Maudsley's views were much re- 
spected by his scientific contemporaries, including 
Charles Darwin. Although he championed the earlier 
achievements of British psychiatry, Maudsley wanted 
t» move on and create a university psychiatric hospital 
similar to that founded by Emil Kraepelin in Munich. 
Because of World War I, the hospital, which was com- 
Lleted in 1915, did not open until 1923, by which time 
Maudsley was dead. The medical superintendent was 
Edward Mapother, whose declared objective was that 
Fis institution should become 


the central resort of all psychiatrists of the British Com- 
monwealth, and of such other English-speaking psychia- 
trists as come to Europe for study. Jointly the Hospital 
and Laboratory should carry on such functions as are per- 
formed for German psychiatry by the Clinic and For- 
schungsanstalt in Munich. (quoted in reference 1, p. 1359) 


To this aim he brought an outlook that was later 
summed up by Lewis as follows: 


The fundamental standpoint of Meyer was very close to 
that of Mapother, though more profound and less in- 


telligible; the clinical principles of Bonhoeffer and the 
brilliant group around him—such men as Kronfeld, Birn- 
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baum, Thiele—were readily adaptable to the Maudsley cli- 
mate, allowance being made for the greater erudition of 
the Germans. (1, p.- 1364) 


CONTRIBUTIONS TO CLINICAL PSYCHIATRY 


Adaptable they may have been, but only through the 
efforts of a man with the capacity to grasp the com- 
plexities of the various strands of thought and apply 
them to clinical practice. Aubrey Lewis was unrivaled 
at this task, as he demonstrated during the 1930s in a 
stream of papers on various aspects of clinical psychia- 
try, the most ambitious and best known of which are 
his studies of melancholia. Anyone who takes the 
trouble to read these remarkable papers will appreci- 
ate at once the scope and force of Lewis’ clinical un- 
derstanding. The historical survey of melancholia from 
Hippocrates to Adolf Meyer (2) is a tour de force of 
balanced scholarship, but it is merely the preface to a 
detailed analysis of the phenomena and course of de- 
pressive disorders (3-5), in which case histories are 
considered in relation to the searching and detailed ob- 
servations stored in the literature, primarily in the Ger- 
man and French languages. 

These papers bring into focus the findings of many 
earlier workers. Lewis designated manic-depressive 
psychosis as a provisional group of heterogeneous dis- 
orders, dismissed the neurotic-psychotic dichotomy as 
meretricious, and delineated the links between depres- 
sion and such feeling states as anxiety and phobias. In 
addition to their excellence of content, these papers 
were written in a form of mandarin prose that draws on 
the rich resources of the English language. 

This early work is important not only in its own right 
but because it illustrates a central point, namely, that 


many of Aubrey Lewis’ achievements were founded . 


on his remarkable feeling for clinical psychiatry and 
his great concern for patients. The papers on depres- 
sion were followed by several others, notably those on 
obsessional illness and on the psychopathological as- 
pects of insight and time in mental disorder (6, 7). The 
full fruits of his clinical outlook are to be found in his 
chapter on psychological medicine for the foremost 
British textbook of medicine (8), which achieves the 
remarkable feat of compressing the substance of clini- 
cal psychiatry into 60,000 words. It is here that his 
style came into its own, binding tightly together the 
facts and the arguments with no trace of the pleonastic 
Obesity of most psychiatric textbooks. 


PSYCHOANALYSIS 


No discussion of Aubrey Lewis' approach to clinical 
psychiatry should omit what he once referred to as 
*the curiously inseparable conglomerate of clinical 
treatment, metaphor, dynamic theory and technique of 
investigation which is all comprehended within the 
term ‘psychoanalysis.’ " Of Freud, he wrote, ‘‘No 
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one conversant with his achievement and witk the in- 
formation . . . available about him could withaold re- 
spect or deny greatness to this outstanding man” (9, pf 
53). But this view was qualified; Freud on mcre t 
one occasion compared his own achievemerts wit 
those of Copernicus and Darwin, but to Aubrev Lewis 
he was ‘‘perhaps to be related to psychology and psy- 
chiatry more as Marx is related to economics and polit- 
ical theory. . . . Many who deny neither the irfluence 
nor the greatness of his contribution contest its lasting 
truth" (9, p. 50). 

This judgment, compounded of high compliment 
and profound criticism, was not reached lightly. 
Aubrey Lewis' knowledge of psychoanalytic theory 
was encyclopedic. It was always his policy to appoint 


` psychotherapists of varied persuasions to the hospital 


staff, since he never doubted that their sphere of con- 
cern was potentially important, however wronz-head- 
ed he may have thought their individual views were. 
His hope was to stimulate scientific inquiry in ll three 
of the major areas to which psychoanalysis has tradi- 
tionally laid claim. Therefore, he constantly deplored 
the resistance of most psychotherapists to subjecting 
their therapeutic pronouncements to independeat scru- 
tiny. He urged advocates of theoretical constructs to 
test their hypotheses experimentally, and he encour- 
aged any attempt to bring psychoanalytic techniques 
into the universe of scientific methods of investiga- 
tion. 

Lewis was also aware that the remarkable influence 
of the psychoanalytic Weltanschauung could nct be at- 
tributed to its scientific potential so much as to its 
metapsychology, which has been adopted and zdapted 
by some of the most prominent thinkers of our time to 
the central topics of religion, morality, civilization, 
art, and war. Such a challenge was exhilarating to 
someone as aware of the importance of the history of 
ideas as Aubrey Lewis. He was clearly intrigued by 
the sweep of the Freudian canvas, by the style of the 
arguments, and by their sheer intellectual chutzpah. I 
suspect he would almost have liked to believe them, 
but he never lost sight of their grave flaws and limita- 
tions, which have been enunciated so clearly ty such 
thinkers as Karl Popper, Ernst Nagel, and Karl Jas- 
pers. 

Lewis' comparison of Freud with Karl Marx lev- 
elled the gravest charge of all, for the significance of 
Marx, as Emil Durkheim pointed out so clearly, re- 
sides ultimately more in his moral vision than in his sci- 
entific pretensions. Moral vision, unfortunately, is not 
necessarily accompanied by a respect for treth or for 
tolerance. Throughout his life Aubrey Lewis remained 
a steadfast believer in the virtues of an open socie 
and he could never reconcile the closed circles of the ¥ 


analytic institutes with the free exchange of ideas that /*., 


constitutes the marrow of university life. His comment 
on the institutes was unusually severe: 


Disciples gathered round the Master; defections, 
schisms and heresy; scriptures reproduced with Mzsoretic ' 


EJ 


af 


devotion; faith in retfied abstractions; and a prolonged ritu- 
al preparation of oblates—all of these have their close par- 
allels in the history of sects and cults. Suspension of doubt 


istics of the adherents to a new faith. Addictus jurare in 
verba magistri, the average psychoanalyst or analytically 
inclined physician subscribes to the basic tenets and the 
metapsychology of analysis so compliantly that his com- 
monsense comes under suspicion of having been lulled in- 
to torpor. (10, p. 318) 


x and a mind cleansed of disbelief are common character- 


RESEARCH AND TEACHING 


In addition to his clinical interests, during the 1930s 
Aubrey Lewis was much concerned with the applica- 
tion of basic research methods to psychiatric prob- 
lems. His experiences in Europe and America had con- 
vinced him that a scientific basis was essential to the 
advancement of the field. On the biological front, his 
own interests lay in the sphere of genetics, to which he 
made a number of contributions. His principal effort 
was to lie elsewhere, however. It began, modestly 
enough, with a study of 52 men referred to local public 
assistance committees because of presumptive mental 
disorder associated with long periods of unemploy- 
ment (11). The conclusions reached in this pioneering 
investigation, as we shall see, were to assume far- 
reaching importance in the years to come. 

During the 1930s Aubrey Lewis also began to play 
an increasingly important role in the Maudsley Hospi- 
tal, which was to become the hub of his working life. 
Edward Mapother's primary cencern was to construct 
the solid foundations of a major training center and to 
collect a group of young men and women to be edu- 
cated for senior positions in the years to come. Aubrey 
Lewis rapidly became preeminent in this group, even- 
tually assuming the post of clinical director in 1936. 
The small core of medical officers was supplemented 
by a stream of temporary physicians and by several 
distinguished German refugees, of whom Willy Mayer- 
Gross, Erich Guttman, and Alfred Meyer are the best 
known. In his central position Aubrey Lewis was able 
to meet, advise, and usually influence many of the men 
and women who were later to occupy senior positions 
in British psychiatry, including Eliot Slater, William 
Sargant, John Bowlby, Maxwell Jones, Edward Ander- 
son, and also Hilda Stoessiger whom he later married 
and to whom he remained devoted. His academic re- 
sponsibilities increased steadily and his efforts soon be- 
gan to bear fruit. By 1938, when he toured several Eu- 
ropean cgnters (including the Soviet Union) on a Rock- 
efeller grant, he was gratified to learn that the 

cellence of his hospital was widely recognized. 


THE WAR AND SOCIAL PSYCHIATRY 


The war years naturally interrupted the course of 
this smoothly running career. In the early, unsettled 


` phase of the war most of the plans for developing psy- 
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chiatry in Britian were abruptly shelved. Mapother 
died in 1940. The Maudsley Hospital was split into sec- 
tor hospitals for the treatment of military patients. 
Aubrey Lewis’ family was evacuated to Canada, and 
he settled down to work with his customary vigor on 
the psychiatric problems of a country committed to to- 
tal warfare. The direction of his work changed to meet 
the radically different social circumstances which then 
prevailed and from which there arose a series of oppor- 
tumities that few, if any, others fully grasped. In es- 
sence, the mental health of the whole population had 
suddenly become a matter of public health concern. 
Tne possible effects of bombing, evacuation, and so- 
cial disruption on civilians were regarded as a potential 
threat, and the scope and nature of psychiatric morbid- 
ity in military personnel were seen as major problems 
from the outset. To Aubrey Lewis the situation pre- 
sented a challenge and an opportunity, and the focus 
of his work shifted from individual clinical studies to 
the wider social framework in which psychiatry be- 
ceme, as he was to emphasize so often later, ‘‘a branch 
of social medicine.” The early work on neurosis and 
unemployment was the key to this phase of his activi- 
ties, which is reflected in most of the papers he wrote 
during this time (12-16). 

From these investigations he forged the structure of 
an approach to psychological medicine that was based 
on a view of the discipline as ‘‘part of a well-integrated 
social and medical service—the antithesis of what, in 
many quarters, psychiatry has been in the past” (17). 
Azcordingly, his own research efforts began to be orga- 
nized in the direction of medicosocial inquiry. His ear- 
lier broad anthropological perspective was applied to a 
series of practical issues that were tackled by a group 
originally called the Unit for Research in Occupational 
Adaptation. This group, which was formed under his 
direction and financed by the Medical Research Coun- 
cal of Great Britain, initially focused on neurotic dis- 
orders in industrial workers, but later turned to dis- 
ability and rehabilitation of schizophrenic and men- 
tally subnormal individuals. In 1953, it was renamed 
tke Social Psychiatry Unit (18). 

These activities were to prove important for another 
reason. This hardheaded, vigilant brand of social psy- 
chiatry is essentially interdisciplinary, and its practice 
drew Aubrey Lewis increasingly into contact with the 
representatives of other disciplines. In Lewis, they en- 
countered the qualities of a formidable and disciplined 
mind. Appointments to a group of important national 
committees were inevitable, and Lewis' advice was 
sought increasingly by the small but influential group 
of men and women who were preparing for the major 
changes in British society that were to follow the war. 
Tae era of planning had begun, and social insurance 
amd health were identified as two of the most pressing 
needs. Schemes and reports to prepare for the coming 
legislation abounded. One of the most influential, pub- 
lished in 1944, dealt with the future of medical educa- 
tion (19). It remains a valuable guide to British social 
history and perhaps to the future in America because it 
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was based squarely on the premise that ‘‘properly 
planned and caréfully conducted medical education is 
the essential foundation of a comprehensive health 
service.” It was within the structure of such a compre- 
hensive service that the report envisaged the evolution 
of psychiatry; ‘and the special place occupied by the 
Maudsley Hospital in this development was empha- 
sized. The committee thought there was no reason 
why ''with such an immense and possibly unique field 
` to draw on, the London mental health service should 
not develop as the European centre of progress in psy- 
chological medicine.” | 
For this potential to be realized, it was necessary for 
the vacant chair in psychiatry to be filled, the hospital 
being a postgraduate school of the university. The po- 
sition, unoccupied since Mapother's departure in 
1939, was clearly the key to the new phase in the devel- 
opment of British psychiatry, and there seemed a logi- 


cal inevitability about the choice of Aubrey Lewis for : 


the position. He was appointed in 1946, and for the 
next 20 years demonstrated that he was the right man 
in the right place at the right time. 


INFLUENCE ON POSTGRADUATE TRAINING 


Lewis is best known for his manifold and impressive 
achievements during the decades of the peak of his ca- 
reer. I will not list these achievements, since they have 
been fully recorded elsewhere (20, 21). The sustained 
effort that went into his teaching, research, scholar- 
ship, and administration continued until the day of his 
retirement in 1966. I would prefer to concentrate on a 
few central themes. 

The most significant of these themes is continuity, to 
which Lewis referred explicitly in the speech he made 
on his last day in office. In this speech, he affirmed his 
continued belief in the strength of the foundations laid 
by Mapother between the wars. On these foundations, 
Lewis was able to accomplish much along the lines he 
had set forth in an address delivered 20 years earlier. 


The aim of the training is an all-purposes psychia- 
trist. . . . His all-round training is not designed to make 
him a sciolist who thinks he can answer every question, 
but to put him in the way of getting the experience that 
will give him scientific grounding, standards, and a sure 
form of reference, and will fit him for the general practice 
of psychological medicine as our times require it. . . . He 
may, it is true, become an administrator, or a psycho-ana- 
lyst, or a forensic expert, or even a professor—very di- 
verse activities but all requiring the broad training. (22, p. 


127) 


The means for introducing this training came readily 
to hand. Shortly after the war the Maudsley Hospi- 
tal—soon to be amalgamated with the Bethlem Royal 
Hospital—was designated the university teaching cen- 
ter in the newly constituted British Postgraduate Medi- 
cal Federation. Special responsibility for research and 
training was vested in the clinical apparatus of the hos- 
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pital, an administrative part of the health service, and 
the research facilities of the university. Thess three 


elements became fused into a complex whole for post - = 


. graduate training. 


In principle, the plan of instruction was simpl 
enough. The trainee rotated through a series of clinical 
assignments to every branch of psychiatry over a 3- 
year period, during which time he was expected to be 
receptive and open-minded toward the various facts, 
theories, and viewpoints that came his way. In the 
course of this long clinical tutelage he was required to 
engage in at least one piece of research, for waich he 
was able to draw on the considerable academic re- 
sources of the Institute of Psychiatry, which provided 
the necessary departments of basic science related to 
mental disorder. For Kraepelin, a similar concept had 
constituted the basis of a modern, forward-looking psy- 
chiatry, but he focused on neuropathology. Aubrey 
Lewis believed the range of relevant scientific .nquiry 
was more extensive. By the time of his retirement he 
had built up five full university departments in addition 
to his own—neuropathology, biochemistry, biomet- 
rics, psychology, and physiology—and he had Faid the 
foundations of several more. This model has since 
been modified and imitated in several countries, includ- 
ing the United States, where it inspired the philosophy 
of the National Institute of Mental Health. In one re- 
spect, however, the Institute of Psychiatry has been 
unique: it has never had a director. Aubrey Lewis was 
never more than primus inter pares. He wrote 


The duty of the head of the Department is not to domi- 
nate the teaching but to ensure that the teachers have been 
well chosen and that they educate the students ir, rather 
than stuff them with, psychiatry ... it is subordinate in 
importance to the spirit of intellectual integrity, scholar- 
ship and zest which informs the best medical teaching, no 
matter what the subject. (23, pp. 147-148) 


It was, incidentally, always a source of keen regret to 
him that during his most active years as a teacher so 
few American students received graduate teaching at 
his institution: from 1948 to 1966, the number of Ameri- 
cans enrolled at the Institute of Psychiatry for a basic 
period of 6 months was only 24 out of some 700. 

The structure of his teaching program rested on twin 
foundations. First, *'the central feature of postgraduate 
training in psychiatry must be contact with patients in 
a medical capacity.” Second, for a man who is Dn rec- 
ord as placing psychiatry in much the same state as 
medicine at the end of the eighteenth centugy, it was 
both natural and imperative ‘‘to cultivate and -rain Jn 
the student a capacity for weighing evidence anc exa 
ining speculations about the intangible material of psy- 
chiatry, which can be so much more elusive and decep- 
tive than somatic phenomena” (23, p. 142). The major 
impact on the-student exposed to this program was the 
cultivation of high clinical standards allied to the adop- 





tion of a keen critical capacity. This capacity has some- 


times been referred to, improperly, as ''scepticism"' 


but (as Aubrey Lewis has pointed out) Henry 
Maudsley, when accused of this putative vice, replied, 
"fundamentally scepticism, and episcopacy, and bish- 

op have the same root; . they all come from the 
E ide word ayo7reo which. means to examine, to look 
to” (24, p. 48). 

Aubrey Lewis' own special brand of creative scep- 
ticism was stamped on the research he fostered within 
his institution. An account of his achievements in this 
sphere is contained in a Festschrift volume (21) that 
demonstrates a span of activities extending from neu- 
roendocrinology and metabolic studies to experimen- 
tal psychology and the work of his own Social Psychia- 
try Unit. The activities of this unit have become in- 
creasingly important for mental health services 
research, and a long line of workers, not all of them 
psychiatrists, have been trained to occupy influential 
positions in the United Kingdom and elsewhere. This 
group includes Jack Tizard, Neil O' Connor, Peter Ven- 
ables, John Wing, Michael Rutter, Kenneth Rawnsley, 
Morris Carstairs, and George Brown. 


HIS ROLE AS OMBUDSMAN 


During these 20 years of unremitting activity, time 
for personal research became inevitably more limited. 
Many of Aubrey Lewis' ideas were developed by oth- 
er people, often with his help and guidance. But if his 
individual involvement diminished, he assumed anoth- 
er and possibly still more significant role—that of the 
ombudsman, of whom psychiatry has more need than 
most other branches of medicine since its pretensions 
are so great and its foundations so insecure. This role 
demands a continuous, watchful awareness with a ca- 
pacity to evaluate new knowledge, claims, or specula- 
tions in the light of past and present endeavor. These 
qualities are all evident in the various formal addresses 
and lectures he delivered over the years (25), which ex- 
hibit the syncretic cast of his mind, the vast range of 
his knowledge, his highly cultivated capacity for Junor 
cal thought, and his common sense. 

The less visible results of Aubrey Lewis' aanta 
talents were expressed in the daily round of teaching, 
administration, and counsel that brought him into con- 
tact with psychiatry and its ramifications at many lev- 
els. I need not elaborate here on the outer trappings of 
these activities—the appointments to committees and 
public bodies, the honorary degrees, even the confer- 
ment of a knighthood, the first to be given in England 
for seryees to psychiatry. Special mention should be 
made, however, of Sir Aubrey’s influence outside the 

nited Kingdom, particularly in the Committee for 

edical Research of the World Health Organization, 
on which he served for some years. While personally 
indifferent to such honors, he was keenly aware of 
their potential value to the field he represented. In 
many areas of public life men learned from him to take 
. psychiatry on trust, less because of its claims and pre- 
tensions than because he stood as its personal guaran- 
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ter (26). Most of his colleagues also learned to appreci- 
ace the essential kindliness and integrity that were su- 
p2rficially concealed by his natural reserve. 


a 


THE LATER YEARS di 


Sadly, Sir Aubrey's retirement was accompanied by 
the coincident loss of his wife, a cruel blow from which 
he never fully recovered, and his last years were still 
farther clouded by the inroads of physical illness. 
Nonetheless, with the support of his family he contin- 
wd to work part time at the Institute he had planned 
vith such care, which was finally completed in 1967. 
Ee kept a close and well-informed eye on events at the 
Iastitute and proferred advice informally whenever ap- 
p-oached. His most significant contribution during this 
decade, however, was a remarkable series of papers 
an the derivation and meaning of several terms and 
concepts in common psychiatric use (27- 33). These 
Izte essays focus his erudition and clinical experience 
on some of the key words and concepts with which 
psychiatry is so intimately concerned. They also went 
hand in hand with a more practical objective, for dur- 
img this time Sir Aubrey was steering the British and 
later the WHO glossaries of psychiatric terminology 
tirough their various stages. The appearance of the 
WHO international glossary a few weeks before his 
death afforded him particular gratification, since it car- 
res an acknowledgement of the key role he played in 
enabling all psychiatrists, regardless of their native 
tongue or theoretical persuasion, to adopt a common 
language, if only for purposes of communication. 


FIS LEGACIES 


Aubrey Lewis died in January 1975, after a short ill- 
ness. Everyone who knew Sir Aubrey will, of course, 
retain his or her own personal memories of him, but 
tae significance of his work extends far beyond the la- 
bors and achievements of his own time. He was a far- 
sghted man who left behind him a number of legacies. 
English law distinguishes four types of legacy: the spe- 
cific, the general, the demonstrative, and the residu- 
ary. The boundaries between them are often tenuous, 
tut we are unlikely to be taken to task if we borrow the 
categories without worrying about the legal niceties. 
Z.ccordingly, as Sir Aubrey's specific legacy I would 
rominate the writings that sum up his personal com- 
Eination of scientific capacity, scholarship, and liter- 
ary skill. The general legacy can be identified with the 
Maudsley Hospital and the Institute of Psychiatry, 
which under his influence and direction became an edu- 
cational center of international repute. His demonstra- 
tve legacy resides, I believe, in the example he pro- 
vided of how some of the most stubborn problems in 
psychiatry can be tackled by open-minded research 
long a very broad front. Finally, we come to his resid- 
Lary legacy, which is perhaps the most generous, al- 
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though the least tangible, of them all. In legal terms, a 
residuary legacy is the remainder of a man's property 
after all other legacies have been paid. In the case of 
Sir Aubrey, there is the example of a lifetime of sus- 
tained effort devoted to the scientific advancement of 
his subject within a humanitarian framework and with 
a full awareness of its historical continuity. It is this, I 
believe, which bids fair to give Aubrey Lewis the stat- 
us of Emerson's representative man, the rare individ- 
ual who provides us with ‘‘a collyrium to clear our 
eyes from egotism.’’. The significance of such men far 
exceeds their concrete attainments, for they help form 
the images and aspirations of succeeding generations. 

Aubrey Lewis believed that Adolf Meyer was the 
representative psychiatrist of his day: in turn, Manfred 
Bleuler, in his perceptive tribute (34), has pointed 
out that Aubrey Lewis carried on and developed the 
Meyerian tradition in another country and in another 
way. 

I would suggest that nowhere could this legacy be 
more helpful than in the United States, where so much 
has been done to advance the status of psychiatry in 
the past 30 years. The clouds of crisis and confusion so 
readily detectable in the recent writings of the field's 
more responsible spokesmen might not loom so heavi- 
ly if they were viewed in a wider historical per- 
spective. Last year, for example, a distinguished 
American speaker brought together some of your cur- 
rent preoccupations in an address to our Royal College 
of Psychiatrists entitled ““‘Psychoanalysis and Psycho- 
biology: Two Psychiatries or One?” (35). It can be ar- 
gued that the question is itself a false one; further- 
more, it assumes that ‘‘psychobiology’’ is synony- 
mous with ‘“‘biological psychiatry," ignoring Adolf 
Meyer’s own statement that ‘‘We speak of psycho- 
biology in contrast to psychology because we wish the 
conception to refer to the total-reaction, to an ergasia. 
This term is used because the English term ‘behaviour’ 
has neither a plural nor a usable adjective” (36, p. 55). 
Like Meyer, Aubrey Lewis never lost sight of this ho- 
listic view of his subject. 

But a discussion of legacies sounds a funereal note 
on which I should not like to close. Ideally, I would 
have wished Sir Aubrey to give the last word, as he so 
often did on issues of substance. He was far too re- 
served a man to provide any sort of self-commentary 
from which to borrow an extract, but on one occasion 
he came close to it with this verbal portrait: 


He was not at first sight impressive. . . . But this was 
soon forgotten, or rather shifted to his lively, humorous 
face and pithy conversation. He was intensely distrustful 
of anything that seemed to him humbug, and he disliked 
sentimentality almost as much. Anything that savored of 
professional commercialism was likewise anathema. His 
own integrity was beyond question in small matters as 
well as large ones. He insisted on strict, at times austere, 
standards of clinical probity. His intellect was sharp and 
shrewd, with a touch of legal inquisition, and at its best 
when examining a complex issue or . . . making the case 
for some Maudsley need. His wit served as an astringent 
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partner to his zest for controversy. [he was] a simple- 
minded, upright, creative man. 


This passage 1s taken from Aubrey Lewis’ description 


. 
e 


of Edward Mapother. He might well have written it of ` 


himself. 
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The Treatment of Acute Schizophrenia Without Drugs: 


An Investigation of Some Current Assumptions  . 


BY WILLIAM-AA CARPENTER, JR., M.D., THOMAS H. MCGLASHAN, M.D.. 


AND JOHN S. STRAUSS, M.D. 


The authors examine the course of 49 acute 
schizophrenic patients in a program at the National 
Institutes of Health (NIH) emphasizing psychosocial 
treatment and sharply limiting the use of medication 
and contrast it with that of 73 similar patients 
receiving ‘‘usual’’ treatment in a separate study. 
Follow-up of the NIH group at one year and the other 
group at two years demonstrated a small but 
significantly superior outcome for the NIH cohort. In 
addition, the 22 NIH patients receiving medication 
and the 27 drug-free patients had similar outcomes at 
one year. The authors discuss the feasibility of 
treating acute schizophrenic patients with minimal use 
of medication. 


FoR MANY understandable and good reasons, psycho- 
pharmacology is now preeminent in the treatment of 
schizophrenic patients. Drug administration reduces 
psychotic symptoms, dulls the pain of anguished 
patients, renders hospitalized patients dischargeable, 
and maintains patients in the community. It provides a 
rational and effective mode by which the physician can 
induce desired changes in his patient well within the 
context of the medical model. 

Psychiatry's receptivity to the use of psycho- 
pharmacology in the treatment of schizophrenic 
patients has been enhanced by studies documenting 
the effectiveness of drugs while failing to find any im- 
pressive evidence for the effectiveness of psychologi- 
cal therapies (1-3). However, these important studies 
have shortcomings and are regarded by some as an un- 
satisfactory test of psychotherapeutic efficacy. 

On the other hand, we have little systematic informa- 
tion about psychotherapy (4). Psychotherapeutic ap- 
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proaches to schizophrenia have been used for years 
and have provided a rich source of information >n phe- 
nomenology and treatment effects. However, in the ab- 
sence of rigorous research methodology this informa- 
tion base is often dismissed as anecdotal, and tre influ- 
ence of psychoanalysis and related psychological 
approaches on the treatment of schizophrenic patients 
has waned. There are formidable intricacies irvolved 
in developing appropriate measures of change specifi- 
cally relevant to the aims of psychotherapy, amd until 
recently little attention has been paid to such assess- 
ment problems (4-8). Thus, for example, it is rossible 
to demonstrate that drugs are more effective than psy- 
chotherapy in reducing a paranoid patient's bellig- 
erency, but there is no way to assess the effect veness 
of either mode of treatment on this patient's capacity 
for intimacy. 

Pharmacological treatment of schizophreniz is ex- 
traordinarily important in psychiatry. We believ2, how- 
ever, that the treatment of schizophrenia has become 
so extensively drug oriented that a significant :mpedi- 
ment has arisen to the exploration of alternative thera- 
peutic approaches. The situation has reversed from 
the 1950s, when a commitment to psychological treat- 
ment philosophies posed a serious resistance to phar- 
macological innovations. Klein (9) has noted that the 
automatic and immediate administration of neurolep- 
tics to disturbed patients often precedes and precludes 
even a diagnostic evaluation. This widespread and pre- 
mature foreclosure on the optimal treatment of schizo- 
phrenia is reflected by the fact that millions of people 
take neuroleptics as the only important component of 
their treatment. 


LIMITATIONS IN KNOWLEDGE OF 
SCHIZOPHRENIA 


This narrowing of our clinical approach is especially 
alarming considering how little we know about schi 
phrenia. These limitations include the followinz: 

1. We know virtually nothing about the etiology of 
schizophrenia. Despite evidence for a genetic centribu- 
tion in some forms of schizophrenia, we know nothing 
about the nature of this component, how it mzy con- 
tribute to vulnerability, or to what extent it accounts 
for the variance in manifest schizophrenia. At present, ° 
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no factor can be said to be a necessary and sufficient 
cause of schizophrenia, or even necessary but in- 
sufficient. 

! 2. Difficult diagnostic issues and patient hetero- 


‘geneity limit the interpretation of data from any study 


of schizophrenic patients. 

3. The assessment techniques that measure course 
and outcome in schizophrenia have serious short- 
comings, especially as applied in studies comparing 
treatment effects. 

Recognition of the paucity of etiological knowledge 
about schizophrenia is important since psychiatrists of- 
ten assume that a reasoned understanding of its cause 
does exist, lacking only in detail. In fact, no other dis- 
order in the history of psychiatry has had a richer pan- 
oply of global claims to its cause and cure. Recognition 
of our ignorance is important because, as common 
sense suggests and Soskis (10) has demonstrated, 
etiological assumptions influence a physician's choice 
of treatment modality. 

The second point—the problem of diagnostic short- 
comings—is widely acknowledged but rarely ad- 
dressed in study designs evaluating treatment modali- 
ties. Thus a group of patients who are called schizo- 
phrenic but who lack descriptive (let alone etiological) 
homogeneity are often studied for treatment response, 
and the study results are generalized as though schizo- 
phrenia were a single illness (11). 

The third point—inadequacies in the assessment of 
course and outcome—is the least well recognized but 
perhaps the most crucial. There are many dimensions 
to a patient's fate, and the effect of treatment on a 
patient's course cannot be adequately determined un- 
less this complexity is taken into account. The capac- 
ity to relate socially is not the same as the capacity to 
hold a job, and neither of these factors can be predict- 
ed by assessing the patient's symptom picture or the 
necessity for hospitalization. However, all too fre- 
quently the effect of treatment on outcome is deter- 
mined by measuring unitary dimensions such as the 
length of hospital stay. 

Docherty (12) reviewed the literature on mainte- 
nance drug therapy in schizophrenia and found that on- 
ly 4 of 31 studies measured the effectiveness of drug 
therapy on dimensions other than symptom relapse or 
rehospitalization. While these measures are vitally im- 
portant, they fall drastically short of a comprehensive 
assessment of the patient's functioning. This point was 
documented using 2-year follow-up assessments of 85 
schizophrenic patients we evaluated as part of the In- 
ternational Pilot Study of Schizophrenia (IPSS) (13). 
There wére only modest associations between 4 out- 
cgime variables, i.e., time in hospital, social function, 
ork function, and symptoms (14). Furthermore, the 
‘association between any 1 of these measures at 2-year 
follow-up and the other measures at 5-year follow-up 
was minimal, and in some cases negligible (15). For ex- 
ample, assessing hespital status during a 2-year follow- 
up gives minimal information about social or work 
‘function at 5-year follow-up. Schwartz and asso- 
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ciates (16) also found discordance between 4 outcome 
measures, i.e., mental status, social and role function- 
irz, rehospitalization, and satisfaction with treatment. 
Studies assessing the relationship between treatment 
ard outcome are severely p" they are 
bzsed on multiple outcome dimensio 

The paucity of long-range follow-up studies also re- 
stricts our understanding of the effects of pharmacolog- 
ical treatment. Most reports focus on changes in the 
patient during hospital stay or brief follow-up periods, 
ard few studies go beyond 2 years. Engelhardt (17) 
hes called attention to the diminishing differences 
(f-om clinical assessment) between drug- and placebo- 
treated patients as their course is followed over a long- 
er. period of time. This does not lessen the importance 
ol the short-term effects of drugs, but it does suggest 
that we know very little about their comparative long- 
term advantages. 


ISSUES CONCERNING DRUG TREATMENT 


It is often assumed that noxious side effects of neuro- 
leptic treatment of schizophrenia are limited to un- 
peasant autonomic alterations, extrapyramidal ef- 
fects, rare allergies, and infrequent tardive dyski- 
nesias. Recent evidence (18-20) has more carefully 
decumented the relationship between drug treatment 
aad the inducement or reinforcement of defect or nega- 
tive symptoms (e.g., anhedonia, social isolation, post- 
p-ychotic depression, and amotivational syndromes). 
Nevertheless, relatively scant attention has been paid 
tc this problem or to possible later effects of long-term 
drug use on affect modulation, communication, per- 
ception, or other central nervous system functions. In 
addition, little notice has been given to the so-called 
secondary side effects, such as the impact on a child's 
development should his mother be on long-term heavy 
medication. This results in a situation not entirely dis- 
srnilar to that of past enthusiasm for lobotomies, when 
attention focused on the positive attributes of the pro- 
cedure to such a degree that the short- and long-term 
hazards were overlooked. 

Two recent review articles have suggested that the 
uaequivocal acceptance of neuroleptic therapy in 
schizophrenia is being reexamined. In a review of 
maintenance drug therapy Davis (21) pointed out that 
trere is a subgroup of schizophrenic patients who 
should not be treated with neuroleptics. Criteria for 
icentifying this subgroup are not yet established. Fur- 
tFermore, Davis believes that most patients on chronic 
maintenance therapy deserve a trial of withdrawal 
from drugs; this has the potential of enhancing the clin- 
ical course as well as reducing the risk of neurological 
complications. Davis is joined in this argument by Gar- 
dos and Cole (22), who have stated that ‘‘every chron- 
ic schizophrenic outpatient maintained on antipsychot- 
ic medication should have the benefit of an adequate 
tnal without drugs" (p. 35). Based on their review, 
tFese authors predicted that as many as 50% of all med- 
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icated chronic schizophrenic outpatients would do as 
well clinically without medication. 

The ascendancy of drug treatment in schizophrenia 
has been accompanied by an emphasis on short-term 
crisis managemeptt, rapid discharge from the hospital, 
and communitf-oriented services. These trends spring 
from a recognition of the negative effects of chronic 
institutionalization and from frustration with lengthy 
psychotherapeutic procedures. These trends may have 
gone to extremes; the wisdom of early discharge and 
return to the community, for example, is beginning to 
be questioned (23, 24). 

Together, these factors have led to the following 5 
prevalent and understandable, but erroneous, assump- 
tions: 

1. The schizophrenic patient must be treated with 
drugs and failure to do so is unethical. 

2. Such patients must be maintained on drugs after 
symptomatic recovery. 

3. Relapse must be prevented since the psychotic 
state is, in itself, pathogenic and BUM nurtures a 
deteriorating course. 

4. No major treatment emphasis besides drugs is es- 
sential for schizophrenics. 

5. There are relatively few hazards i in using medica- 
tion. 

Although we regard these 5 assumptions as unwar- 
ranted, we do not subscribe to opposite conclusions. 
Answers to these problems must be derived from care- 
ful scientific study. Our argument is that current treat- 
ment attitudes far outdistance their informational 
base. The polemics often introduced into discussions 
of treatment do not reflect scientific fact. However, is- 
sues at the interface of pharmacotherapy and psycho- 
therapy were intelligently discussed in a recent report 
by the Group for the Advancement of Psychiatry (25). 
It seems apparent that our profession should encour- 
age the continued evaluation of reasoned and innova- 
tive treatment approaches for schizophrenia. 


THE STUDY 

In this paper we describe a hospital program for 
acute schizophrenic patients that emphasizes psycho- 
social treatment and sharply limits the use of medica- 
tion. The course of patients so treated is examined and 
contrasted with that of similar patients treated in other 
hospital facilities. This is not a comparative outcome 
study using controlled therapeutic protocols. Rather, 
we use available data to address one central question: 
does withholding medication in the context of psycho- 
social treatment bias against a favorable outcome in 
acute schizophrenia? 


METHOD 


. Our program was established on an 11-bed clinical 
research unit in the National Institutes of Health 
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(NIH) Clinical Center designed to investigate tke rela- 
tionship between diagnostic and psychobiological vari- 
ables. We selected patients with flagrant psychotic 


breaks but with reasonably adequate social and work! 


function prior to the onset of their psychotic episodes: 
While this was generally not their first psychotic epi- 
sode, most of the patients could be considered acute or 
subacute schizophrenics. Informed consent was ob- 
tained from all patients after the nature of the treat- 
ment/research program was fully explained. 

At admission the patients were removed from all 
medication for 3 weeks. Toward the end of this 3-week 
period a battery of psychobiological, clinical assess- 
ment, and psychophysiological research procedures 
was undertaken. The patients had a maximum hospital- 


` ization of 444 months; the average stay was slightly 


less than 4 months (117 days). If the patients were 
placed on drugs after initial testing, they repeated the 
3-week drug-free period to permit research reiesting 
prior to discharge. After discharge testing the patients 
were hospitalized as necessary for 2 weeks to permit 
reinstitution of medication and reintegration into the 
community. Initial follow-up evaluations wer2 con- 
ducted 1 year after admission. 


Therapeutic Environment 


The therapeutic philosophy was that self-under- 
standing and social adaptation are fundamental to the 
process of recovering from psychotic episodes. 
Patients were seen in psychoanalytically oriented psy- 
chotherapy 2-3 times a week. All patients participated 
in group psychotherapy once a week and most patients 
also had family therapy once weekly. Self-understand- 
ing was emphasized in these sessions; psychotic mani- 
festations were regarded as reflections of intrapsychic 
conflict and repetitions of past experience. The treat- 
ing psychiatrists ranged in experience from third-year 
residency to second-year postresidency. Senior psy- 
choanalysts experienced in the treatment of schizo- 
phrenic patients provided weekly supervision.* 

Social adaptation was the principal focus in the gen- 
eral therapeutic milieu with the nursing staff, occupa- 


tional therapist, recreational therapist, and others. The © 


staff helped patients both control and understand their 
behavior. Special emphasis was placed on clarifying 
behavioral communications, helping the patient assess 
his effect on others, and exploring alternative expres- 
sions of impulses and ideas. This aspect of the thera- 
peutic work was carried out in the informal contact 
that the nursing staff had with patients as E Cf ordi- 
nary ward life. It was also pursued on a groupbes is for 
45 minutes a day at rounds where all staff and patiegts 
met to discuss issues relevant to patient care and w 


1The young psychiatrists treating the patients were not advocates of 

any particular psychotherapeutic approach but were interested in 
learning about the therapeutic potential of the doctor-pati=2nt rela- 
tionship. Most of the supervisors had worked at Chestnut Lodge at 
some point in their professional lives and had been influenced by 
the work of such people as Sullivan (26) and Fromn- Reich- | 
mann (27). ' 
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life. This process was no doubt facilitated by the unit's 
small size and ample staff. The average staffing pattern 
included 3 psychiatrists (with both clinical and re- 
search responsibilities), 1 social worker, 1 half-time ac- 


‘tivities worker, and 13 nurses and nursing assistants 


(divided among 3 shifts, 7 days a week). 

Brief mention should be made of our milieu ap- 
proach because the question inevitably arises as to 
whether seriously ill, drug-free schizophrenic patients 
can be managed from day-to-day, let alone be treated 
in a therapeutic community. Jones (28) originally em- 
phasized patient responsibility, democracy, and over- 
lap of roles within staff and between staff and patients 
in a therapeutic milieu. The utility of such an ap- 
proach with schizophrenic patients has come under 
question because these patients are often fragmented 
and regressed, with a poorly developed social capacity 
and a strong tendency toward severe withdrawal (29). 

Taking this into account, we evolved a therapeutic 
community organized around a clearly defined medical 
model. Hierarchical staff role definitions were pre- 
served, and the psychiatrist in charge of the unit had 


final responsibility for the treatment program. All, 


members of the community were responsible for shar- 
ing information and ideas relevant to the clinical opera- 
tion. Attendance at ward meetings and therapeutic ses- 
sions was required. This organization provided the 
firm external ego boundaries necessary for regressed 
patients, yet maximized the immense resources of the 
group to enhance effective social intercourse, elimi- 
nate isolation, and press patients to quickly resume in- 
dividual responsibility. The use of medication was 
proscribed only during the research drying-out peri- 
ods; otherwise, the patient’s doctor could elect to use 
drugs, although emphasis was always on psychosocial 
treatment. Further descriptions of this clinical pro- 
pram have been reported elsewhere (30, 31). 


The Two Patient Cohorts 


In this report we compare the first 49 diagnosed 
schizophrenic patients admitted to the NIH research 
unit with 73 patients seen as part of the IPSS (13). The 
IPSS patients received the ‘‘usual’’ hospital care in 
Prince Georges County, Maryland (metropolitan 
Washington, D.C.), about 1970.2 Two of us (W.T.C. 
and J.S.S.) made index diagnoses in both groups fol- 
lowing the descriptions and categories of DSM-II (32). 
Subtype diagnoses in the NIH patients were catatonic, 
paranoid, acute schizophrenic reaction, and schizo-af- 
fective schizophrenia. The 73 IPSS patients given 
these 4 subtype diagnoses were included in the study. 
Also used for diagnosis was a 12-point system for iden- 
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These patients and the hospital facilities have been described else- 
where (30). Usual treatment involved the ubiquitous use of neuro- 
leptic medication, support from the nursing staff, and contact with 
psychiatrists and social workers at least weekly during hospital- 
ization. Psychiatrists in these facilities were more experienced than 
the NIH clinical associates, but nursing staff-to-patient ratios were 

» less favorable. 
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tiying schizophrenic patients (33), the presence of 
S-hneider's first-rank symptoms (34), and a profile 
amalysis of variance across 27 psychopathological di- 
mensions (35) comparing NIH and IPSS patients. 
P-ognostic and outcome variables were assessed using 
schedules developed by Strauss an enter (36). 
P-emorbid, diagnostic, and outcome data were collect- 
ec using semistructured interviews developed for 
work in the IPSS (13, 36) (i.e., Present State Examina- 
tion, Psychiatric History, and Social Description 
schedules). 

Before reporting the results, we should again empha- 
size that neither the NIH program nor the IPSS was 
designed for treatment evaluation. In these 2 separate 
projects, similar clinical data were collected without 
ary preconceived plan to compare patients. This 
ceuses certain methodological problems, and we use 
these data illustratively rather than definitively. One 
mist keep in mind that ‘‘usual community care’’ was 
just that, and patients were not on controlled therapeu- 
tic protocols. NIH patients, on discharge, entered a va- 
riety of treatment settings (or none at all) but rarely re- 
ceived intensive psychotherapy. In fact, treatment dur- 
inz the follow-up period was similar for the NIH and 
IFSS groups. The question we address with these data 
Is whether treating acute and subacute schizophrenic 
petients without drugs results in untoward outcome. 


RESULTS 


The study (NIH) patients and comparative (IPSS) 
patients were similar in important respects. Table 1 
provides descriptive information for each sample. 
There were no statistically significant differences be- 
tween any of the variables. Sign and symptom charac- 
te-istics of all patients were determined within 10 days 
af-er admission. The profile analysis of variance across 

7 psychopathological dimensions (e.g., anxiety, audi- 


TABLE 1 
D-scriptive Data on the NIH and IPSS Schizophrenic Patients 


NIH Group IPSS Group 
Itzm (N —49) (N=73) 
Mean age (years) XN oll 28.9::8.3 
Sex 
Female 29 52 
Male 20 21 
Marital status 
Ever married 15 43 
Never married 34 30 
Sccioeconomic class* 
I 5 2 
H 12 5 
TI 15 24 
IV 12 28 
V 4 14 
VI ] 0 
* According to Hollingshead and Redlich (37). 
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tory hallucinations, restricted affect) revealed clinical 
similarity in both pattern and severity of symptoms. 
This method and the psychopathological dimensions 
have been previously described (35, 38). The NIH and 
IPSS cohorts were also similar (1.e., not significantly 
different statisp€ally) in their respective mean prognos- 
tic scores (38.346.5 and 37.9+5.2). The prognostic 
scale consisted of 15 items measuring factors found by 
previous workers to have prognostic significance (36). 
Evaluation of outcome was based on assessment of 
work function, social function, time spent in a hospital 
during the year,? and symptoms during the month pre- 
ceding follow-up evaluation. Mean outcome scores 


. . demonstrated a small but significant superiority for the 


NIH patients (12.7+3.2 versus 11.1+4.0 for the IPSS 
~ patients, p<.05, nonpaired t test). 

‘Since some of the NIH patients received a therapeu- 
tic trial with phenothiazines, further comparisons with- 
in this cohort can be made. NIH patients treated with 
medication (N=22) were compared with those who 
were drug-free throughout their hospital stay (N=27). 
Mean prognostic scores were essentially the same for 
the drug-free and drug groups (38.6£7.3 and 38.1+5.3, 
respectively). A profile analysis of variance across 27 
_ dimensions revealed no difference in overall pattern of 
psychopathology. Mean outcome. scores at 1 year 
were similar for the drug-free and medicated groups 
(12.8+2.8 and 12.4+3.8, respectively). 

Detailed longitudinal data collected on most of the 
NIH patients permit additional points of contrast. Av- 
erage hospital stay was insignificantly longer for those 
patients treated with phenothiazines (126 days com- 
pared to 108 days for drug-free patients). Drug-free 
patients were insignificantly less likely to be rehospita- 
lized (35% compared to 45%) or to be treated with 
. drugs (44% compared to 67%) during the follow-up pe- 
riod. Patients receiving medication were significantly 
more likely to have a postpsychotic depression (de- 
fined in reference 20) (p<.05) and were rated as more 
depressed near discharge (p<.025, nonpaired t test), al- 
though they haa not been more depressed at admis- 
sion (39). 

. A final observation involves 18 NIH patients who 
were being treated with drugs when their discharge 
was scheduled. These patients had been receiving 200— 
.600 mg of chlorpromazine daily for an average.of 46 
days (range =20-65 days) when all medication was dis- 


"The IPSS follow-up was conducted 2 years after admission accord- 


ing to the plans and goals of the IPSS. The NIH project was a sepa- : 


rate study, and initial follow-up 1 year after admission was de- 
signed to collect biological as well as clinical data. Since this result- 
ed in a postdischarge period of only 8-9 months, outcome scores 
were extrapolated to 12 months for the time in hospital measure. 
Assessment of social and work function was based on the 8- to 9- 
month period, and symptom evaluation was based on the month pri- 
or to follow-up assessment. This discrepancy is unfortunate, but it 
appears to bias outcome against the NIH patients, because 13 NIH 
patients were seen for a second follow-up evaluation 24-30 months 
after admission and had significantly better outcome scores than 
they had 1 year after admission (p.05, paired t test). Two-year fol- 
low-up of all the NIH patients was precluded by the authors mov- 
ing to other institutions. 
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continued for the 3-week research test period. The oth- 
er 4 drug-treated patients are omitted here since their 
phenothiazines were discontinued earlier for clinical 


rather than research reasons. Only 1 of the 18 patients . 


withdrawn from phenothiazines showed any evidenge 
of clinical deterioration during this 3-week drug-free 
period. In fact, many patients improved during the 
drying-out period (e.g., they showed more sponta- 
neity, fuller affect, less psychomotor retardation, and 
more social and work initiative). The nursing staff 
made daily global ratings of psychiatric illness on an 8- 
point scale (0—no pathology and 7=severe psychosis). 
Ratings were significantly lower after medication was 
discontinued for these 18 patients; mean ratings for the 
last week on drugs and the third week off drugs were 
3.2 and 2.5, respectively (p«.05, paired t test). The 
treating physicians had tentatively planned to discharge 
these 18 patients on phenothiazines, but resumed medi- 
cation in only 7 of them. 


DISCUSSION 

The first part of this paper focused on the pzucity of 
knowledge regarding etiology, course, and treatment 
of schizophrenia—information gaps that should, but 
do not, preclude the polarization and polemics preva- 
lent in our field. l 

In presenting our experience with a psychosocial 
treatment approach, we have demonstrated that failing 
to use neuroleptics during an acute psychotic episode 
does not necessarily result in a disadvantageous 
course and outcome, and it may have some advan- 
tages. We have used our data to argue against state- 
ments to. the effect that failure to use medication in 
acute schizophrenic patients is, ipso facto, unethical 
at worst or poor clinical judgment at best. Our finding 
is similar to Goldstein's report (40) of treatmen: advan- 
tages in a subgroup of acute schizophrenic patients 
when medication was withheld during the first 27 days 
of hospitalization and to Bockoven and Solomon's re- 
port (41) of comparable 5-year outcome in patients 
treated before and after the availability of major tran- 
quilizers. 

Considering these reports, our experience, and the 
recent reviews by Davis (21) and Gardos and 
Cole (22), an interesting possible effect of drugs on the 
course of schizophrenia emerges. Davis (21) noted 
that patients receiving higher dosages of neuroleptics 
are far more likely to relapse on placebo substitution 
than patients receiving no medication (or low dosages) 
prior to placebo. Gardos and Cole (22) noted«a trend 
from 3 studies suggesting that patients who relabse 
while receiving drugs appear to have a higher reho 


pitalization rate than patients who relapse while receiv- ` 


ing placebo. This finding implies that relapse during 
drug administration is greater in severity.than relapse 
when no drugs are given. | 

The most plausible explanation, and the one ad- 
vanced by the authors of both reviews, is thet those- 
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patients receiving higher dosages of medication or 
tnose patients relapsing while receiving neuroleptics 
ere more severely ill. An alternative, albeit unlikely, 


*: Pypothesis should at least be entertained to explain 


ae 


trese findings: it is possible that treatment with pheno- 
thiazine medication actually increases the risk of re- 
lapse. There is no question that, once patients are 
rlaced on neuroleptics, they are less vulnerable to re- 
lapse if maintained on neuroleptics. But what if these 
patients had never been treated with drugs to begin 
with? Virtually all of the outpatient maintenance stud- 
Es begin with fully medicated patients (many of whom 
kave recently been discharged from the hospital) who 
are then divided into drug and placebo groups. These 
studies usually do not include a group of patients who 
have been free of drugs from the moment of their 
breakdown and hospitalization. In essence, we have 
Lttle reliable data on the frequency of relapse during 
the natural course of the schizophrenic process. The 
Bockoven and Solomon study (41) relates to this ques- 
&on in that one cannot simply say that before neurolep- 
&cs were available relapse rates were higher. 

In any case, in an illness with so many paradoxes, 
we raise the possibility that antipsychotic medication 
may make some schizophrenic patients more vulner- 
able to future relapse than would be the case in the nat- 
ural course of their illness. Thus, as with tardive dyski- 
mesia, we may have a situation where neuroleptics in- 
crease the risk for subsequent illness but must be 
maintained to prevent this risk from becoming mani- 
fest. Insofar as the psychotic break contains potential 
For helping the patient alter pathological conflicts with- 
m himself and establish a more adaptive equilibrium 
with his environment, our present-day practice of im- 
mediate and massive pharmacological intervention 
nay be exacting a price in terms of producing ‘‘recov- 
ered'' patients with greater rigidity of character struc- 
zure who are less able to cope with subsequent life 
stresses. 

There are methodological shortcomings in our 
study, since a comparative investigation of treatment 
was not the goal of the research programs. Two critical 
»roblems are the differences in timing of the follow-up 
»valuations and the failure to control treatment in ei- 
:her patient group. Earlier in this paper we cited evi- 
dence suggesting that the first problem probably 
53iased outcome against the psychosocially treated 
»atients. Regarding the second problem, we have 
»ased this report on observations of “‘usual’’ treat- 
nent in different settings. Since few patients in either 
zohort received intensive psychosocial therapy after 
disgcharfe, the advantages and/or disadvantages of psy- 
zbesocial treatment may be obscured by similarities in 


*ollow-up treatment. 


Two interesting questions remain from the observa- 
tions on the NIH patients. What determined who re- 
zeived medication, and why did patients removed 
from phenothiazines for research protocols fail to re- 
lapse? With regard to the first question, our analysis 
revealed that symptom and prognostic statuses were 
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similar for patients who did and did not receive drugs; 
this suggests that variables other thay clinical status 
(perhaps, for example, staff anxiety or treatment atti- 
tudes of the patient's psychiatrist) contributed to medi- 
cxion use. Consonant with this, we found that the 
pazient’s date of admission was a poweNul predictor of 
wtether or not drugs were used. The first 10 patients 
ani 8 of the last 11 patients admitted to the program 
received drugs. We viewed this as a problem in the 
treatment program transition in that about 6 months 
were required to establish the program initially. Simi- 
larly, toward the end of the program the treatment phi- 
losophy of the unit could not be fully maintained be- 
caise patients and staff anticipated a change in treat- 
ment orientation. In any case, simply knowing the date 
of admission and identifying patient's doctors were suf- 
ficient to predict who would receive medication. 

We can only speculate why patients did not relapse 
when drug therapy was discontinued. It is clear, how- 
ever, that relapse in chronic schizophrenic patients fol- 
lowing medication withdrawal should not be gener- 
alized to an acute schizophrenic population. In addi- 
ticn, increased symptoms after drug reduction during 
ar active psychotic period should not be confused with 
the reappearance of psychotic symptoms (relapse) in a 
rezovered patient. We suggest that the 17 patients who 
did not relapse after phenothiazine discontinuation 
were no longer symptomatically psychotic. Medica- 
tion may have been therapeutic earlier, but it was no 
longer needed. The further improvement in these 
péetients during drug withdrawal may be related to a lift- 
inz of the negative effects of phenothiazines, with gen- 
eral activation of affect, motivation, movement, ability 
to experience pleasure, and social involvement. 

During the 3 years of this program we systematically 
scught our patients' impressions regarding many as- 
pects of the program. This was done at discharge and 
follow-up. These data suggest that patients found the 
NIH therapeutic program significantly different from 
programs they had participated in in other hospitals. 
Generally, patients reported experiencing more an- 
g.ish with our treatment approach, whereas they felt a 
greater sense of frustration and of being "'frozen in the 
psychosis" in settings emphasizing drug treatment. 
Many of the patients found their social experiences in 
the NIH ward both gratifying and informative, and 
they reported that their lives had been enhanced as a 
result of their therapeutic experience. A few patients 
made negative assessments; they felt their psychosis 
was destructive and their attempts to understand it 
were of no value. These reports highlight the impor- 
tance of a continued search for subgroups of schizo- 
phrenic patients who are responsive to different thera- 
peutic approaches. 

In conclusion, our clinical observations in a biologi- 
cally oriented clinical research project employing psy- 
chosocial treatment techniques argue for the feasibility 
of treating acute schizophrenic patients with minimal 
use of medication. The experience can be gratifying 
fcr patients and staff. Patients in such a program have 
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not fared poorly compared with patients treated in 
more conventional settings. We found it possible to 
use a research strategy for investigating drug-free 
schizophrenic patients while maintaining a responsible 


therapeutic a 
framework 


17. 
18. 


20 


oach to these patients within the 
a medical model. 
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* The Multiple Family Group as a Small Society: Family Regulation 
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of Interaction with Nonmembers 


BY DAVID REISS, M.D., AND RONALD COSTELL, M.D. 


The authors observed the interaction of 18 families, 
each of which contained at least 1 adolescent, for a 
period of 55 weeks. They found that changes in either 
the parents’ or the adolescents’ group participation 
levels were quickly matched by comparable changes in 
the other generation, suggesting a continuously 
aperating family control mechanism governing 
participation of members in interaction with 
nonmembers. 





DIRECT MEASUREMENTS Of interaction behavior be- 
tween members of the same family have strongly sug- 
gested that such behavior 1s continuously governed by 
& set of unwritten family rules, conventions, or con- 
trols (1—4). Indirect evidence from interviews, ques- 
tionnaires (5—7), and laboratory models (8-16) has sug- 
gested that family rules also govern the interaction be- 
tween family members and nonmembers. We directly 
measured member/nonmember interaction and pro- 
vide evidence indicating the operation of this second 
type of control. These measurements were made on 
the interaction patterns in groups composed of up to 13 
families at any one time, i.e., multiple family groups. 
The present report provides data from one of these 
groups and focuses on one form of interaction behav- 
lor: the level of participation or engagement of each in- 
dividual as measured by the amount he or she talks or 
is talked to by others. 


METHOD 


The multiple family groups were established in fam- 
ily-oriented inpatient adolescent psychiatric programs; 
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eazh participating family contained 2 parents, the ado- 
lescent inpatient, and, quite often, an adolescent sib- 
ling. Informed consent was obtained from each mem- 
ber of each family before the family's participation in 
any of the research procedures on the inpatient unit. 

Multiple family groups tend to duplicate specifically 
some features of certain social settings or commu- 
nities. For example, they divide into distinct peer sub- 
groups: an adolescent subgroup, consisting of the ado- 
lescent patients and their siblings, and a parent sub- 
group. This appears to simulate patterns of sociability 
in ordinary neighborhoods. 

The multiple family group reported on in this paper 
met weekly for 75-minute sessions for 59 weeks. Dur- 
ing this period 18 families participated, entering and 
leaving the group at different times; as many as 13 fami- 
lies participated at any one time. All of the families 
were from social class I, II, or III (17), and all were 
white except for 1, which was black. 

The clinical research program was designed for non- 
psychotic adolescents. The admission diagnosis in all 
cases was adolescent adjustment reaction. At the time 
of discharge the diagnoses of 2 patients had been modi- 
fied: | patient was found to have an acute schizophren- 
ic reaction, and the other was found to have a seizure 
disorder. There was no evidence of mental retardation 
inany patient. The median age of the hospitalized ado- 
lescents was 17.5 (range, 15-20). 

Two types of data collected during the group ses- 
sions are pertinent to this report: seating patterns of 
group members and patterns of verbal participation in 
group discussion, i.e., who spoke to whom. At each 
session a research assistant recorded the seating loca- 
ticn of each group member. In order to simplify the 
scattered and assorted seating locations each person 
was assigned to one of five concentric circles in the 
cading scheme. Although this meant minor relocations 
from actual positions, a computer program for recon- 
structing seating positions from the coder’s records 
(and for computing indexes of physical distance be- 
tween group members) invariably reproduced actual 
seating locations almost exactly. The coder also re- 
ccrded who spoke to whom. The unit coded was the 
"statement," defined as the entire speech of any 
speaker bounded at the beginning by the speech of the 
previous speaker and at the end by the speech of the 
next speaker. Spot checks of the reliability of seating 
lozation and who-spoke-to-whom coding judgments 
yielded values of .90 or over. 
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RESULTS 


The data on seating patterns indicate that the 
multiple family group did indeed split into peer sub- 
groups. Figure 1 shows the seating patterns of group 
members during sessions in the initial, middle, and 
closing phases of the group. In all three phases there 
was spatial separation into peer subgroups. The pat- 
tern seen in the middle and later sessions indicates that 
this separation was frequently achieved by adoles- 
cents sitting in the outer circle of the group and parents 
sitting more centrally. 

Two quantitative analyses document the peer group 
split. The first analysis computed the mean physical 
distance between each individual and every other 
member of his or her peer group (1.e., for each adoles- 
cent, his or her distance from all other adolescents) 
and from his or her non-peer group (1.e., for each ado- 
lescent, the distance from all parents). The means for 
these scores were obtained separately for adolescents 
and for parents in each session. In sessions in which 
spatial separation into peer groups occurred, we ex- 
pected the following patterns of scores: adolescent-to- 
adolescents distance would be less than adolescent-to- 
parents distance, and parents-to-parents distance 
would be less than parents-to-adolescents distance. 
This pattern was seen in 24 of 52 sessions. The proba- 
bility of obtaining this predicted pattern by chance 
alone in a single session is .25; thus the probability of 
obtaining the predicted pattern in as many as 24 of 52 
sessions by chance alone ts less than .001. 

In the second analysis we constructed a contingency 
table showing the number of parents and adolescents 
in each of the group's five concentric circles. Chi- 
square analysis showed a significant separation of par- 
ents and adolescents into separate circles in 23 ses- 
sions (p<.10 in all 23 sessions; p<.01 in 9 of these). 
The parents were invariably central in all but 2 of the 
38 sessions. 

Of the total 52 sessions included in the analyses, 38 
showed clear-cut spatial segregation of peer groups by 
either the distance score or the circle distribution anal- 
yses or both. This spatial separation into subgroups 
was also observed in the overall content of group dis- 
cussion, which often focused on the adolescents who 
were perceived to be outside, uninvolved, and sepa- 
rate. Moreover, the adult-adolescent split was in- 
dicated by the relative infrequency in most families of 
direct talk between adolescents and parents in the 
same family. The percentage of total statements of ado- 
lescents addressed directly to their own parents for the 
14 families who attended 2 or more sessions was less 
than 10% in 7 families; less than 20% in 4; 21% in 1; 
25% in 1; and 37% in 1. 

Given this overt parent/adolescent split, what evi- 
dence is there that the family as a group exerted any 
control over the participation levels of its individual 
members? We looked first at the stability of family par- 
ticipation levels: did the family's level of participation 
remain constant throughout the life of the group in 
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FIGURE 1 
Examples of Seating Patterns of Parents, Adolescents, and Staff Mem- i 
bers in the Multiple Family Group" 
* 2 


SESSION 7 





LI Adolescents 
B Parents 
D S:aff members 


SESSION 52 


*Members sitting away from their peer subgroups are indicated by arrows. 
Sessions 7 and 52 show clear-cut separation of the subgroups session 14 
shows how the adolescent group often draped itself around the parent group 
by remaining in the outer circle. Variation in the size of the large dark 
squares (a post located in the center of the meeting room) gives a visual in- 
dication of the moderate distortion introduced by the computerized recon- 
structive method; such distortions were corrected by the use of rank-order 
statistics. 


comparison with that of other families? In order to 
compute stability, the 59 sessions were divided into 
four sections or blocks, each of which included approx- 
imately the same number of sessions. The first 4 of the 
59 sessions served for pilot testing of observation pro- 
cedures. The remaining 55 sessions were divided into 
four blocks, approximately equal in size, with bouná- 
aries adjusted to maximize the number of families pres- 
ent in every session in the block. Thus block i includ- 
ed sessions 5-13 with 7 families present throughout; 
block 2 included sessions 17-31 with 8 families present 
throughout; block 3, sessions 32-42 with 10 families; 
and block 4, sessions 43—59 with 7 families. The in- 
clusion of sessions 14—16 in either block 1 or block 2 
would have greatly reduced the number of families in 
each; they were therefore dropped from analyses re- 
quiring blocks. Kendall's coefficient of concordance 
was computed separately for the family as a whole*the 


parental pair, and the hospitalized adolescent, prodit. 


ing 12 coefficients (3 segments by 4 blocks). 

Despite the shifting membership ahd focus cf topics 
from week to week, the coefficients are all remarkably 
high (see table 1). Moreover, there was a very high cor- 
relation between participation levels for parents and 
adolescents of the same family across all sessions. 
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TABLE 1 
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Kendall's Coefficients of Concordance of Stability of Participation Levels for Eazh of Four Blocks of Sessions, Computed Separately for the Family 


as a Whole, the Parental Pair, and the Hospitalized Adolescent 


; Number of Family 
Block Families W Significance 
] 7 .36 p<.01 
2 8 97 p«.001 
3 10 .62 p«.001 
4 7 .63 p«.001 


(r=.62; p«.02).! This indicates that parents who were 
‘‘noisy’’ with respect to other parents had adolescents 
who were *'noisy"' with respect to other adolescents. 
The same was true for ‘‘quiet’’ parents and adoles- 
cents. The stability of these relationships is conveyed 
by cross-lagged correlations computed for the 10 fami- 
lies who were present for at least 20 sessions. These 
correlations compared participation levels of parents 
and adolescents during the first and last 10 sessions the 
family attended. The correlation for the adolescents' 
first 10 sessions by the parents’ first 10 was .72 
(p<.02); adolescents’ first 10 by parents’ last 10 was 
.80 (p<.005); adolescents’ last 10 by parents’ first 10 
was .69 (p<.05); and adolescents’ last 10 by parents’ 
‘ast 10 was .71 (p«.02). Thus parents’ and adoles- 
cents’ participation levels in the first 10 sessions could 
be used to predict both parents’ and adolescents’ par- 
ticipation levels in the last 10 sessions. These data sug- 
gest that both parents and adolescents in a family 
achieve a constant level of participation early in their 
group experience and maintain it with little variation; 
in some of the families we studied this was maintained 
for more than 40 weeks. 

Two alternate explanations exist for this stability. 
One is that each family unit has its own participatory 
**personality''; that is, during its developmental phase 
some families may acquire a set of norms character- 
ized as either ''noisy"' or ‘‘quiet’’ that may operate in 
virtually any social setting. Each family entering our 
multiple family group may have simply continued its 
previous habits or typical reactions. Thus the division 
of the group into adolescent and parent subgroups 
might be expected to have little impact on the family's 
participation levels because these levels had been es- 
tablished or shaped in all family members months or 
years before their entry into the group. 

A second explanation would posit a constantly : ac- 
tive family regulation. This mechanism would also re- 
qyjfe enduring norms that regulate the participation 

erate of family members. However, the mechanism con- 


"For this and subsequent correlations we used the rank percentile to 
correct for inequality jn the number of families present at different 
sessions. The rank percentile for a session is the family's (or par- 
ents’ or adolescents’) rank divided by the number of families (or 

* parents or adolescents) present for that session. 


Parents Adolescent 
W Significance W Significance 
NE p«.001 el p<.01 
.46 p<.001 .40 p«.001 
.64 p«.001 .33 p«.001 
.64 p«.001 102 p<.001 
TABLE 2 


Wi hin-Family Rank-Order Correlations Relating Participation Levels 
of ?arents and Adolescents in Each of 10 Families Present for 20 or 
Mcre Sessions 


Family Number Number of Sessions rho Significance 
6 46 +.53 p«.0003 
8 34 4.36 p<.04 

10 27 4-.53 p<.004 

11 40 —.01 n.S, 
12 44 +,32 p<.03 
14 44 +.5] p<.0007 
15 40 +24 p«.13 
16 37 +,33 p<.05 
17 35 +.49 p<.003 
18 23 —.02 n.s. 


cerns small but important variations in such norms 
from session to session. We know that small changes 
ir participation levels existed in the families we stud- 
ied because the Kendall's coefficient was substantially 


. less than 1 for all blocks of the sessions. 


If the parent in a ‘‘noisy” family becomes somewhat 
less noisy than in the previous session, will the adoles- 
cent follow suit? If a child in a ‘‘quiet’’ family becomes 
more ''noisy"' than before, will his or her parents do 
lixewise? This form of within-family imitation or regu- 
letion would depend on continuous mutual monitoring 
b; members of a family; it could not be explained by a 
femily norm or ''personality'"' established before the 
femily’s entry into the group. 

Table 2 shows rank-order correlation coefficients 
computed for each of 10 families who attended at least 
2) sessions. The correlations relate the rank per- 
c2ntiles of the parents and the hospitalized adolescent 
for each session. A positive, significant correlation— 
ootained here for 8 of the 10 families—suggests that if 
ether a parent or an adolescent changed his or her lev- 
e of participation in the group, the other would very 
glickly follow suit. This coordination occurred early 
ir. the session, at the latest within a few minutes. If the 
imitative adjustments were not made until the end of 
the session they would not have been reflected in the 
tetal participation score for that session. 
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DISCUSSION 


Taken together, these data present a consistent pic- | 


ture of a family regulatory principle that controls the 
levels of participation of parents and adolescents alike 
in the multiple family group on a session-by-session 
basis. We believe this to be the first clear-cut demon- 
stration of such a family mechanism. Several caveats 
are in order, however. First, other mechanisms may 
account for the session-by-session similarities we 
found between parents and adolescents in participa- 
tion rates. Brief encounters of family members before 
the meetings began may have established a tone or 
stance toward the group that could account for the 
coordinated session-by-session changes. Alternately, 
all members of a family may have shifted their partici- 
pation levels in each session in response to similar 
shifts in some non-family member (e.g., a staff mem- 
. ber or the group leader). More data collection and fur- 
ther analysis are under way to examine these possi- 
bilities. However, whichever mechanism actually op- 
erated—within-family imitation, presession 
adjustments within the family, or concordant imitation 
of a nonmember—a significant family-based mecha- 
nism appears to have been operating. 

A second caveat concerns the limited size of our 
sample. Although the observations are drawn from 18 
families, they are drawn from only 1 multiple family 
group. À third caveat 1s that our assumption that the 
multiple family group reflects a more general social 
process may be wrong. The group we studied may 
have been a very limited or extreme case, especially in 
light of the fact that it was composed of troubled fami- 
lies and was conducted in a psychiatric hospital. How- 
ever, we are encouraged by work that has shown the 
many ways in which the psychiatric hospital is a micro- 
cosm of society (18, 19); indeed, the title of this paper 
is meant, in part, as homage to the work of the late Wil- 
liam Caudill, this project's initial consultant, whose 
first major work was titled The Psychiatric Hospital a as 
a Small Society (20). 
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« A Comparison of High- and Low-Dose Lorazepam with 
Amylobarbitone in Patients with Anxiety States 
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BY KURT SCHAPIRA, M.D., D.P.M., HAMISH A. MCCLELLAND, M.B., D.P.M., 


AND DAVID J. NEWELL, PH.D. 


A double-blind crossover trial comparing lorazepam 
at two dosage levels with amylobarbitone supported 
previous reports of the effective anxiolytic action of 
the drug. Evaluation of the patients’ responses during 
each week of treatment was based on a physician's 
weekly rating and on daily self-rating by patients. 
The results were analyzed by sequential and 
nonsequential analyses. The main side effect of the 
drug was drowsiness, which occurred to a clinically 
significant degree among the high-dose group of 
patients. The authors emphasize the value of two 
dosage trials, particularly in devising subsequent 
flexible individual treatment regimens. 


LORAZEPAM (ATIVAN), an anxiolytic drug of the ben- 
zodiazepine class, was introduced into clinical prac- 
tice in 1971 after initial assessment of its uses and limi- 
tations for inpatients and outpatients. Its pharmacolog- 
ical action in experimental animals and the results of 
double-blind controlled trials in patients, which com- 
pared lorazepam with other diazepines, were reported 
in the 1973 issue of Current Medical Research. These 
studies supported earlier findings that 1 mg of loraze- 
pam three times a day when compared with 5 mg of 
diazepam three times a day was similarly effective in 
relieving symptoms of anxiety and produced a lower 
incidence of side effects, especially sedation (1). 

The present study was designed to compare the ef- 
fects of lorazepam at two dosage levels with amylo- 
barbitone. There have been relatively few double- 
blind trials comparing benzodiazepines and barbitu- 
rates (2-6). Although barbiturates are generally avoid- 
ed in the long-term treatment of anxiety symptoms be- 
cause they tend to produce dependence and have nar- 
row safety margins regarding overdose, they remain a 
reliable measure of the short-term tranquilizing effect 
ofa new anxiolytic drug. 
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Schapira is Consultant Psychiatrist and Honorary Lecturer, Depart- 
ment of Psychological Medicine, the Royal Victoria Infirmary, 
Queen Victoria Rd., Newcastle Upon Tyne NE1 4LP, England, Dr. 
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M=THOD 


The drugs were compared in outpatients in whom 
anxiety was the primary affective disturbance. The 
patient group of 15 men and 25 women ranged in age 
from 18 to 69 years; the men were fairly evenly spread 
over the age range, and the women were pre- 
dcminantly in their 20s. The exact nature of the study 
was explained to each patient; informed consent was 
ottained from all participants. Lorazepam or amylo- 
berbitone was the only drug taken during the trial peri- 
oc with the exception of hypnotics, which were contin- 
ued if they had previously been prescribed. 

In a double-blind crossover sequential trial, patients 
were randomly allocated to either the low-dose or high- 
dcse regime. The low-dose group received 0.75 mg of 
lorazepam three times a day for 7 days followed by 65 
mz of amylobarbitone three times a day for 7 days or the 
same amounts in the reverse order. Patients on the 
hish-dose regime received 1.50 mg of lorazepam three 
times a day, then 65 mg of amylobarbitone three times 
a day, or the reverse order. 

Patients continued to be admitted to the study until 
it was clear either that there was a significant differ- 
erce between amylobarbitone and the new treatment 
or that there was no important difference. 

Df the 12 patients included in the low-dose trial, 5 
started with amylobarbitone and 7 with lorazepam. 
TLere were 28 patients in the high-dose trial—14 start- 
ec with lorazepam and 14 with amylobarbitone. 

The evaluation of the patients’ responses during 
each week of treatment was based on a physician's rat- 
inz scale and on a daily self-rating scale previously 
used by Lader and Wing (7). The use of both these rat- 
inz scales was described in a previous study (8). 

For each treatment the physician assessed the over- 
al change in the patient's condition from his pretrial 
state, using a 9-point scale ranging from —4 (much 
worse) to +4 (much better). The criterion for stopping 
th» sequential trials was the difference between the 
patient's lorazepam rating and his amylobarbitone rat- 
inz. 

For the purpose of drawing the sequential trial 
chart, a 5% significance level was used, together with a 
pcwer of 95% of detecting a clinically meaningful dif- 
fe-ence. For this trial, a mean difference of 2 units on 
ths clinician's rating scale was selected as being clini- 
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cally meaningful. A previous study (8) had indicated 
that the residual standard deviation of a single clini- 
cian’s rating was about 1.4 units. Hence the standard 
deviation of the diference between two such readings 
(the criterion used in this study) would be 2.0 units. 

Table 6 in Armitage's book Sequential Medical Tri- 


- als (9) gave the boundaries plotted in figure 1. 


In addition to the clinician's overall rating, the clini- 
cian also assessed the change in each of five variables 
(psychic anxiety, somatic symptoms, phobias, depres- 
sion, and insomnia) from the pretrial state, using the 
same 9-point scale. 

For self-rating, the patient was asked to put a mark 
on a 100-mm horizontal scale to indicate the severity 
of each symptom. After the initial rating, this proce- 
dure was repeated each evening and the results were 
sealed in an-envelope. The patient's self-rating score 
for each week of treatment was taken as the mean (in 
millimeters) of the 7 daily scores of each of his symp- 
toms that fell into the particular symptom group being 
analyzed. 


RESULTS 


| Sequential Analysis 


When the difference between the clinician’s overall 

assessment on lorazepam and on amylobarbitone for 
each patient became available, it was incorporated on 
the sequential chart shown in figure 1. This indicated 
whether to admit an additional patient or to stop the 
trial. . ; 
For the low-dose trial, the plot crossed the lower 
boundary when the result from the seventh patient was 
entered. At that time an additional 4 patients had al- 
ready started on the trial but, as figure 1 indicates, 
these patients showed very little difference in response 
to the two treatments. 

For the high-dose trial, 25 results were required be- 
fore a boundary was crossed. The majority of the re- 
sults favored lorazepam, but a few patients had such 
poor results on this treatment that they led to the “‘no 
important difference” conclusion. Three more patients 
already in the trial when the boundary was crossed are 
included in the analysis of the high-dose trial. 


Nonsequential Analysis 


When the two trials had been stopped according to 


- the sequential chart, the results for all of the recorded 


variables were analyzed, using Student’s paired t test 
for within-patient comparisons. The results are sum- 
marized in tables 1 and 2. In both tables, a positive dif- 
ference is in favor of lorazepam and a negative differ- 
ence is against It. 

It will be seen that on the low dose of 0.75 mg of lo- 


- razepam, the physician’s assessments showed very 


little difference from those with amylobarbitone. On 
the patient’s self-rating scale, however, among the 9 
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FIGURE 1 ` 
Sequential Analysis As Measured by Physician's Rating Scale: 
z-(XdYy/2d! 
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patients with depression, this symptom was significant- 
ly worse on lorazepam. 

In the larger trial with the higher dose of lorzzepam, 
the physician's rating showed a significant improve- 
ment in anxiety (mean =0.96 units on the 9-poin scale). 
There was also a significant improvement in irsomnia 
of 1.00 unit among the 12 patients with this symptom, 
and the overall assessment also showed a significant 
advantage for lorazepam among all 28 patients, with a 
mean difference of 1.0 unit. 

This latter finding is not inconsistent with the se- 


` quential analysis finding of **no important difference," 


since the sequential trial chart was designed only to 
recognize a difference of 2.0 units in the population as 
clinically important. In retrospect, this difference may 
have been set too large, but it was chosen taking into 
account both the clinical improvement that might be 
hoped for and the anticipated number of patien:s. Had 
we designed a trial in which a difference of 1.D scale 
points had been defined as the important difference, 
the boundary where the trial stopped would have been 
much lower and the trial would have continued with a, 
result that is not predictable from our existing data. 

The patients' self-rating showed no significan: differ- 
ence between high-dose lorazepam and amylobarbi- 
tone, but the difference for all measured variables ex- 
cept depression was in a direction that favored oraze- 
pam. 
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TABLE 1 
lean Improvement from Pretrial State, Based on Physician's Assess- 
ment 





. Amylo- Lora- Differ- 
Symptoms Patients barbitone zepam ence 
Low-dose trial 

Psychic anxiety 12 1.83 1.33 —0.50 
Somatic symptoms 8 1.50 1.63 +0.13 
Phobias 5 1.20 1.60 +0.40 
Depression 11 1.91 1.36 0:55 
Insomnia 5 3.20 1.20 —2.00 
Overall assessment 12 2.00 1.75 -0.25 
rligh-dose trial 
Psychic anxiety 28 0.61 1.57 T0.96* 
Somatic symptoms 18 0.56 1.72 *LIT 
Phobias 14 0.62 1.71 +0.93 
Depression 21 0.73 0.19 — 0.43 
Insomnia 12 1.17 2.17 + 1.00* 
Overall assessment 28 0.25 1.25 + 1.00* 
*p«.05, t test. 
TABLE 2 
Patients’ Self-Rating Scores 
Amylo- Lora- Differ- 
Symptoms Patients barbitone zepam ence 
Low-dose trial 
Psychic anxiety 12 35.75 35.13 +0.62 
Somatic symptoms 9 37.11 36.12 +0.99 
Phobias 4 30.07 20.47 +9.61! 
Depression 9 28.12 35.70 —7.58* 
Insomnia 0 — — — 
High-dose trial 
Psychic anxiety 28 40.87 35.35 03 
Somatic symptoms 20 40.76 34.9] +5.85 
Phobias 13 37.41 30.69 +6.72 
Depression 20 43.35 48.68 — 5.30 
Insomnia 3 31.02 21.95 +9.07 


*p<.05, t test. 


SIDE EFFECTS 
Low-Dose Trial 


Of the 12 patients in the low-dose trial, 5 reported 
drowsiness on amylobarbitone. For 3 of these the de- 
gree of drowsiness was worse when on lorazepam, and 
for the other 2 drowsiness was still present but less 
than when they were on amylobarbitone. Two other 
patients did not feel drowsy on amylobarbitone but did 
on lorazepam. 

Other side effects included heartburn and sickness 
(1 patient each) on amylobarbitone and nausea and dif- 

.ficulty with micturition (1 patient each) on lorazepam. 


High-Dose Trial . 


In the high-dose trial, side effects on amylobarbitone 
were about as common as in the low-dose trial; there 
was no suggestion that the patients who had amylo- 

-barbitone after the lorazepam continued to show side 


SCHAPIRA, MCCLELLAND, AND NEWELL 
* 


* 
g2 


z 
efects attributable to the preceding week's treatment. 

Drowsiness was much more marked with the high 
dose of lorazepam; 19 of the 28 patients complained of 
this effect, including 9 in whom drowsiness was classi- 
fied as moderate or severe. Of the 10 patients who ex- 
perienced drowsiness on amylobarbitone, only 2 were 
in the moderate or severe category. 

When we studied the occurrence of drowsiness on 
the two drugs for each patient separately, we found 
that 16 were worse on the high dose of lorazepam (in- 
cliding 11 who had no drowsiness with amylobarbi- 
tane), 4 were worse on amylobarbitone (including 3 
wo had no drowsiness with lorazepam), and 8 were 
the same on both drugs (including 6 who had no 
drowsiness with either). 

Even without taking into account the magnitude of 
the worsening, this result is statistically significant 
(c=.01). There was no indication that this side effect 
was more common in women than in men. 

Nausea was reported by 4 patients on the high dose 
of lorazepam and by 4 on amylobarbitone; 3 and 2 
patients, respectively, reported giddy and lightheaded 
sensations; symptoms reported only once included 
fetigue, sweating, lethargy, a sense of unreality, de- 
personalization, and numbness with amylobarbitone 
amd lack of energy, loss of balance, difficulty in focus- 
irg, and headache with lorazepam. 

It is clear that the most important side effect of high- 
dose lorazepam is drowsiness. In the lower dose, this 
d-ug would appear to be similar to 65 mg of amylo- 
barbitone three times a day in both main and side ef- 
fects. 


DISCUSSION 


Our results confirm that lorazepam is an effective 
aaxiolytic drug; the results, derived from a two-level 
dosage regime and from two independent assessment 
methods, raise interesting issues concerning the evalua- 
tion of the drug in clinical practice. 

The advantages of double-blind controlled trials are 
now well recognized. The results from such trials, 
however, often cannot clarify the problem of optimum 
therapeutic dosage in relation to side effects, which is 
0? crucial importance in clinical practice. It was for 
this reason that we incorporated a two-dosage scheme 
irto the design of our trial. 

Patients on low-dose lorazepam (0.75 mg three times 
a day) showed a clinical response that, taking all the 


 rrethods of assessment together, did not differ signifi- 


cantly from that produced by amylobarbitone (65 mg 
three times a day). Side effects, mainly drowsiness, 
were noted in some patients, but they were not severe 
enough to detract from the usefulness of the drug. 
High-dose lorazepam (1.5 mg three times a day) was 
found to be at least as effective as amylobarbitone (65 
mg three times a day), and on some measures of assess- 
ment it had a significantly better overall effect; specifi- 
cally, it had a significantly better effect on psychic anx- 
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iety and insomnia. The incidence and severity of the 
side effects, however, were prominent features of the 
. high-dose regime. Apart from symptoms that by their 
diverse nature were unlikely to be caused by the bio- 
chemical action of the drug (e.g., symptoms recorded 
in 1 or 2 patients in every carefully conducted trial), 
drowsiness was the major problem. Extrapolating our 
results to the general population, we feel that both the 
incidence and severity of drowsiness observed in our 
study would detract from the beneficial effects of the 
drug in a high-dose regime for a substantial number of 
outpatients. 

Although significant differences were obtained for 
some of the physician's ratings in the high-dose trial, 
assessments based on self-rating showed no such sig- 
nificant differences. However, all but one of the vari- 
ables measured in the self-rating assessment favored 
lorazepam over amylobarbitone. Similarly, the appar- 
ent differences in results between the sequential and 
nonsequential analyses of the high-dose regime do not 
detract from but rather add to our knowledge about the 


usefulness of the drug. Furthermore, they shed some . 


light on the clinical relevance of significant versus non- 
significant results of drug trials. 

In an excellent review of the use of antianxiety 
drugs in clinical practice, Hollister (10) made the point 
that doses must be *'titrated against the patient's need 
for relief from symptoms and his ability to function 
without mental impairment.” The results of our study 
indicate the kind of dosage regime that is most likely to 
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meet such requirements. Moreover, the high incidence 
of drowsiness produced by a higher dosage can be 
turned to the patient's advantage by prescribing m 
dosage for use at night to deal with initial insomnia, 
which often is one of the more troublesome Sainte 
of anxiety states. i 
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Problems in Analyzing the Comparative Costs of Private Versus 
M Public Psychiatric Care 


The authors outline the difficulties in attempting to 
compare the costs of service in various mental health 
settings, especially private practice and community 
mental health centers. Contributing to the difficulties 
are the differences in the populations served, 
differences in treatment modalities employed, and the 
different economic incentives operating in each 
setting. The authors stress the need for research on 
cost effectiveness as the basis for valid comparisons of 
various care Settings. 


THE RISING COSTS of health care are the concern of 
government, insurance companies, and especially 
patients. Third-party coverage for mental disorders, al- 
though expanding, remains a limited means of financ- 
ing care, whether it is delivered in a community mental 
health center or a private office. Debate over mental 
health benefits under national health insurance (NHJ) 
centers around the overall costs of coverage vis-à-vis 
other health benefits and whether there should be pref- 
erence within the plan for care provided in approved 
comprehensive community care centers over that pro- 
vided by private practitioners. 

The emphasis on these two issues—costs and pos- 
sible preferential treatment of organized care set- 
tings—is illustrated by the limitations on mental health 
coverage contained in several NHI proposals and in 
the formula employed for determining the amount of 
benefits payable under those proposals (1). Under one 
plan, inpatient care would be limited to 30 days and 
partial hospitalization to 60 days per year. The annual 
maximum benefit payable for outpatient mental health 
services would initially be based on the total charges 
for 30 visits to a private practitioner for the treatment 
of mental disorders (e.g., 30 visits at $40 per visit or 
$1,200 per year). This maximum dollar amount pay- 
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atle annually would be for care in an approved com- 
pxehensive community mental health center; for care 
br a private practitioner or in other settings the annual 
benefits would be one-half the maximum amount. 

It should be noted that the above formula for out- 
pztient care is oriented toward cost and that no limit is 
set on the actual number of visits in any setting. How- 
ever, that formula is designed to give a competitive ad- 
ventage to organized care settings such as community 
mental health centers. This kind of formula is the focus 
ot intensive discussion over the relative efficiency and 
efectiveness of public versus private care (2, 3). In 
tHis paper we will take a look at the data on costs, prob- 
lens in comparative analysis of different outpatient 
czre settings, and the crucial research that will aid in 
tFe resolution of these issues. 


PRIVATE VERSUS PUBLIC—A FALSE 
DICHOTOMY 


It should be noted at the outset that the distinction 
between private and public is not a very useful one. 
Tre basic issue is that of unorganized versus organized 
srstems of care. Fee-for-service private office practi- 
tibners represent one unorganized system of care. A 
portion of the fees to this provider group may in fact 
ceme from public sources such as Medicare and Med- 
icaid. On the other hand, not all organized care set- 
tings are public in the sense of being operated by the 
government. Health maintenance organizations, pri- 
vately owned community mental health centers, and 
rredical care foundations are examples of private orga- 
n:zed care systems. The so-called comprehensive com- 
rrunity care center does not mean exclusively a feder- 
ady financed community mental health center. 

The intent of the special preference accorded this 
type of organized setting under NHI proposals is to 
p^ovide incentives for providers to develop compre- 
hansive and accountable mental health services. The 
eficient utilization of manpower, the capacity to plan 
aad evaluate programs, and the ability to respond to 
community needs are all deemed advantages of orga- 
n.zed care systems over unorganized or ''non- 
s*stems." CMHCs represent one type of federal in- 
vsstment in this concept of health care organization 
aid delivery; it is in this context of an organized care 
setting, rather than as a publicly supported system, 
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that CMHCs are contrasted in this paper with the 
unorganized system of private practice. 

Since 1973 it has been the policy of both the Execu- 
tive Branch and Congress that direct services provided 
through CMHCs should be funded to the maximum 
possible extent through third-party payment mecha- 
nisms such as Medicare and Medicaid; eventually 
funds from national health insurance would be used. 
The preference for organized care systems in some 
NHI proposals in part reflects this policy. 


COMPARATIVE COSTS OF CARE 


Ignoring for the moment the factors that must be tak- 
. eninto account in comparing the cost of patient care in 
the two delivery systems, one must first reduce the 
cost comparison to a common unit of measurement. 
Perhaps the most useful index is the average cost per 
person treated per year, which is a function of the unit 
cost per treatment visit and the number of visits per 
_ person per year (i.e., unit cost multiplied by number of 
visits'). Although data exist that may be useful in de- 
scribing the cost of care in private office practice and 
. in CMHCs independently, to our knowledge there are 
no. data available that would permit a valid and mean- 
ingful comparison between the relative costs of out- 
patient care in organized care settings such as CMHCs 
"versus private practice. Perhaps the best available 
data that illustrate the difficulties in making such a 
comparison derive from two recent studies: the Joint 
Information Service (JIS) survey of private office prac- 
. tice (4) and analyses of CMHC data by the National In- 
stitute of Mental Health Division of Biometry and 
Epidemiology (5). 

`The JIS Survey, conducted in 1973, found that the 
average (mean) fee per treatment hour was about $37; 
the median was $35. The unit cost per treatment hour 
for psychiatrists in CMHCs can be approximated at 
$45, which was the median value determined in a provi- 
sional analysis of data reported to NIMH by 53 
CMHCs in April through June 1974 (5). At first glance 
these averages would seem to indicate that the unit 
cost in a CMHC is higher than in private office prac- 
tice. However, about 30% of the total hourly cost of 
$45 per psychiatric treatment session ina CMHC is al- 
located to such costs as administrative overhead. It is 
not clear how much of the 1973 average private office 
hourly fee of $37 was due to activities other than direct 
delivery of care. ! 

Not only is there difficulty in comparing unit costs, 
but it is even more difficult to compare private practice 
and CMHCS with respect to the desired index of aver- 
age cost per person per year. The JIS survey reported 
an average of 26 visits per person per year by patients 
of psychiatrists who were not psychoanalysts, yielding 


‘Individual CMHCs and private office practices will be more or less 
costly depending on how much they deviate from such an average. 
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an unweighted average cost per person per year of 


. about $962 (26x$37).? There are no directly com- 


parable data available for CMHCs. In 1973 there was 


CMHCs (5). Accepting the median cost of 345 per 
treatment hour as the appropriate average cost per vis- 
it would yield an unweighted average of about 5239 per 
episode per year (5.3 x$45). 

However, it would be hazardous to compare this av- 
erage with that for private practice for a number of rea- 
sons. First, some patients seen in CMHCs will have 
more than one episode per year, so that the average 
number of visits per person per year would be greater 
than 5.3, with a corresponding increase in the average 
cost. (Thus, for example, if patients averaged as many 
as two episodes per year, the average cost per person 
seen in CMHCs would be twice the $239, or $578). Sec- 
ond, the unit cost of $45 in CMHCs relates to psychia- 
trists (who are generally the highest salaried mental 
health professional staff members in CMHCs), while 
the average of 5.3 visits includes an unknown number 
of visits not involving the services of a psychiatrist. 
Thus the average treatment cost per episode per year 
in CMHCs would be Something less than $232 in the 
example above. ` 

One must also take into account the nature of the vis- 
its that make up the reported data used to compare 
CMHCs and- private practice. CMHCs provide diag- 
nostic and evaluative interviews for schools, courts, 
etc.—probably to a greater degree than do private 
practitioners. The persons seen in these interviews are 
not normally considered to be in treatment or »atients 
of the CMHC. However, if some such visits have erro- 
neously been included in the CMHC data, they would 
tend to be counted as one-visit episodes, with a result- 
ing underestimate of the average number of visits per 
episode and consequently the cost per episode per 
year. 

One should also consider the differences in -he mo- 
dality of treatment provided in the CMHC and private 
office settings, which could have a material eTect on 
the estimates presented above. For example, the $45” 
average cost per psychiatric treatment hour in CMHCs 
Is based on therapy sessions, regardless of whether in- 
dividual, group, or family therapy is provided; the per 
person cost in group sessions would be appreciably 
less than $45. The JIS survey indicates that about 20% 
of the patients of private psychiatrists are seen in 
group, family, or conjoint therapy. Comparable data 
are not available for CMHCs, although in 1973 about 
2296 of CMHC outpatient sessions were for g-oup or 
family (including conjoint) therapy (5). 

It is clear from these illustrations that the availgble 


* For all patients, including analytic, the average cost per person was 
about $1,072 (46 x$37). 

3Outpatient care episodes include persons on the outpatieat rolls of 
the CMHCS at the beginning of the year plus all CMHC admissions 
and readmissions, including transfers, to outpatient care during the 
year. æ 


on 
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an average of 5.3 visits per episode? per year in 3 
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data lack a common ground on which to compare 
CMHC and private office practice with respect to cost 
on a per-person basis. Certainly there is nothing in the 
data we have presented to suggest that the per-patient 


` cost in private practice is less than that in CMHCs; in- 


deed, one might be tempted to conclude that if any- 
thing the reverse is true. In any event, there are other 
basic issues that greatly affect the cost of care in 
CMHCs and private practice and that must also be tak- 
en into account before any meaningful interpretation 
could be placed on the differences in cost among these 
settings. 


DISCUSSION 


One finds significant limitations to available cost 
data when one attempts to compare costs for psychia- 
trists alone in organized and unorganized mental 
health care systems. Further, in this regard it is neces- 
sary to compare costs of care for all patients regardless 
of their direct contact with a psychiatrist. 

In addition to determining costs for psychiatrists 
and other mental health specialists, in making com- 
parisons it is essential to consider 1) differences in the 
populations served, 2) the economic incentives oper- 
eting in each setting, and 3) the relative effectiveness 
of treatments delivered in different settings. 


Population Served 


Patients who are most likely to be seen in private 
practice settings differ in important respects from 
those seen in the organized publicly supported set- 
tings. They come from higher socioeconomic classes 
and higher educational and occupational categories. 
They also differ in diagnosis; private practitioners see 
more neurotics and fewer psychotics or persons with a 
personality disorder (4, 5). For example, 15% of the 
admissions to CMHCs are diagnosed as having alcohol 
or drug disorders or mental retardation; less than 3% 
of patients under the care of private practitioners fall 
in these categories. On the other hand, both settings 
treat about the same percentage of patients diagnosed 
as having schizophrenia—12% in CMHCs and 11% in 
private practice. Private practice patients are much 
more likely to be diagnosed as having a depressive dis- 
order (29%) than patients admitted to a CMHC (15%). 
In CMHCs, however, 13% of the admissions have con- 
ditions without manifest psychiatric disorder, com- 
pared with 1% in private office practice. 

In the CMHCs studied, about 84% of the admissions 
had an agnual family income of less than $10,000, com- 
pared with 30% of the patients in the nonanalysts' pri- 
vate practices.* With regard to race, 1696 of the admis- 
sions to CMHCs were of races other than white, com- 
pared with 4% in the private practice setting. In regard 


*Only 8% of analytic patients and 15% of analysts’ nonanalytic pa- 
tients had a family income under $10,000. 
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tc age, 43% of the CMHC admissions were under 25, 
5.95 were between 25 and 64, and 496 were 65 and 
over. The corresponding percents for private practice 
axe 22%, 76%, and 2%. 

One recent study of comparative costs (controlled 
fcr age, sex, and diagnostic differences) incurred by 
pztients in U.S. Public Health Service hospitals and in 
private voluntary hospitals concluded that the Public 
Health Service hospitals’ cost-per-stay is about one- 
third less than that of private hospitals. Other research- 
ers (6), who did not control for these critical differences 
ir patient characteristics, reported that Public Health 
Service hospitals appear to be more expensive than pri- 
vete hospitals. 

Another study looked at differences in “‘user behav- 
io^" in CMHC and private practice settings. Accord- 
inz to this study, the clientele of the CMHC is largely 
‘therapeutically passive," that is, either a ''casual 
user” of a medication clinic (often schizophrenic) or a 
"»seudouser" such as an alcoholic using only in- 
pétient detoxification services, without any outpatient 
services. This is in contrast to the patient of the private 
ofice practitioner—the ''intensive user’ engaged in 
psychotherapy. There appears to be a maldistribution 
of the therapeutic assets and liabilities of patients in 
each setting, with the most therapeutically promising 
patients concentrated in the private setting (7). 

In fact, the difference in the patient populations is in 
part reflected in the cost figures presented in this pa- 
per. Private office practice tends to meet the needs of 
significantly impaired chronic neurotic patients who 
are highly verbal and at least middle class. Publicly 
supported settings tend to meet the needs of signifi- 
cantly impaired chronic psychotic patients who are 
poor and less verbal and who often come to attention 
lomg after the onset of the disease process. One issue 
for NHI coverage vis-à-vis private versus organized 
pu»licly supported settings boils down to a choice of 
su»porting with public dollars chronic neurotics, who 
are more therapeutically promising, or chronic psy- 
chotics, who represent a greater drain on public funds. 
If -he goal for NHI is a single standard of entitlement 
to zare, perhaps making these distinctions may be con- 
sicered a disservice, but since the distinctions do cur- 
rently apply, it is critical to think through the best 
means of overcoming the present inequities. 

-urthermore, the relative absence in private office 
prectice of multiproblem families 1s striking. CMHCs 
devote a great deal of therapeutic effort to this cate- 
gory because of their links to other human service 
agencies (welfare, schools, courts). Often multi- 
problem families come to the attention of many 
agencies in the community; a coordinated approach on 
the part of many public officials and caregivers is nec- 
essary to prevent people from working at cross-pur- 
po-es with each other, leading to a therapeutic failure. 
Th requires a team approach, many hours of consul- 
taton with agencies both on the phone and in person, 
and a view of family interaction as a complex social 
anc interpersonal system. For example, the family that 
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is expected to care for a chronic schizophrenic mem- 
ber often has many additional problems, including an 
alcoholic father, a truant child, and a daughter with an 
out-of-wedlock pregnancy. Others in the family need 
attention if the formerly hospitalized patient is to re- 
main in the community. CMHCs deal with many such 
families—at high cost in terms of staff time to arrange 
for social services and efforts at coordination. Private 
office practitioners find it more difficult to maintain an 
efficient practice and deal with the myriad of problems 
such a family presents. 


"Economics of Practice 


How one gets paid, i.e., the economic incentive sys- 
tem, often has more effect on medical practice than the 
actual medical needs of patients (8). For example, 
patients will often be hospitalized for diagnostic tests 
because they are covered by insurance for inpatient 
services but not for outpatient care. 

In fee-for-service settings, the incentive. system 
leans toward keeping working hours filled by treating 
fee-paying or insured patients. If there is an excess de- 
mand for care, as indicated by a waiting list, the turn- 
over of patients 1s likely to be greater than if there is an 
excess supply of providers. In such settings overhead 
is low, and little time 1s spent on endeavors that are not 
reimbursed—telephone consultations, filling out 
forms, and conferences. In salaried settings, which 
typify the organized care structure, the incentive sys- 
tem works in reverse. There is little economic pressure 
to spend more time in seeing fee-paying patients and 
more interest in spending time on coordinating serv- 
ices, on administrating team activities, and in confer- 
ences. Accountability in each setting, then, is differ- 
ent; more intensive, expensive, and longer-term care 
is clearly in the economic interest of the fee-for-serv- 
ice provider. The time spent directly caring for 
patients is of concern for those who are holding the sal- 
aried provider accountable. 

Although one should not overestimate the influence 
of such dollar-based incentives, their differences are 
important in considering the reasons for the seemingly 
higher average unit cost per treatment session and low- 
er average unit cost per episode of care in a CMHC 
versus a private office practice. In essence, the units 
are not comparable. 


COST-EFFECTIVENESS: THE NEED FOR 
RESEARCH 


As already noted, the cost data presented in this pa- 
per have serious limitations for comparative purposes; 
one of the reasons they should be interpreted with ut- 
most caution is because they are not tied to com- 
parative outcome or effectiveness data. One would not 
buy a product based only on lower costs; one would 
also consider effectiveness before making a selection 
(the model employed in Consumer Reports). Cost-ef- 


fectiveness research is critical if valid comparisons of 
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different care settings are to be made (9). 

Cost-effectiveness comparisons are only valid and 
meaningful, however, if the different brands of clinic 
and/or social interventions being compared ave deliv- 
ered to the same type of impaired clients. For ex-" 
ample, cost-effectiveness analysis could be used 'to 
compare the effects of private office-based psyzhother- 
apy with those of CMHC therapy plus social inter- 
ventions on comparable groups of schizophrenics but 
not to evaluate the treatment of schizophrenics in 
CMHCs versus the treatment of anxiety neurosis in of- 
fice practice. 

Further, it is critical to differentiate between the out- 
come of services, which refers to change in a patient's 
functioning concurrent with the receipt of treatment, 
and the effectiveness of those services, which refers to 
change caused by the treatment or social inte-vention 
alone. This requires that other factors possibly affect- 
ing change be held constant, randomized, or con- 
trolled in the comparison. This is difficult to accom- 
plish, considering the multitude of factors affecting 
mental health. l 

Other difficulties include agreement on the diagnos- 
tic categories to be used in cost-effectiveness research; 
psychiatric nosology tends to be less reliably applied 
and more controversial than traditional medical nosol- 
ogy. Also, there is at present no commonly agreed up- 
on criterion of success that defines whether a patient 
has been adequately helped. The application of social 
science research in this area will aid peer review ef- 
forts and planning for new services. 
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Patterns of Association Voting Behavror: I. Demographic 


Issues 


""Correlates of Voting/Nonvoting and Preference for Candidates/ 


BY LEE GUREL, PH.D., THEODORE W. LOREI, M.S.W., CAROL W. NELSON, 


AND MEREDITH J. MYERS 


A total of 58% of the eligible members voted in the 
1974 APA balloting involving 6 officers, 13 
amendments to the By-Laws, and a membership- 
initiated referendum. Analysis revealed that there was 
no significant relationship between member 
characteristics and voting/nonvoting behavior and 
tnat relatively few members followed specific voting 
patterns. The data support the view that most 
members voted carefully and relatively independently 
of organized influence. 


THIS REPORT describes studies of the relationship of se- 


lected demographic characteristics of members of the 
American Psychiatric Association to whether or not 
they voted in the 1974 APA balloting and to certain vot- 
ing patterns (such as voting for all first-listed can- 
didates, single candidate voting, and so forth). The mo- 
tivation for studying correlates of voting behavior was 
to determine whether such an analysis would have any 


implications for increasing voter participation. How- . 


ever, the availability of data on both voters' character- 
istics and their voting behavior made further explora- 
tory analysis inviting. In brief, then, this paper is con- 
cerned with who votes and how they vote and is 
intended to be of interest to both APA members and 
students of voting behavior generally. 

With the exception of reports by Gold (1), Muel- 
ler (2), and Taylor and Tullock (3), we are unaware of 
any studies of voting behavior in professional organiza- 
tions. None of these studies included data on the rela- 
tionship between voter characteristics and voter be- 
havior. This paucity is hardly surprising since the con- 
fidentiality requirements of most balloting mechanisms 
limit access to the necessary data. 


METHOD 
r d 


Te data were available in this instance because the 
interest in increasing voter participation coincided 


"(S 
Dr. Gurel is Director, Mr. Lorei is Consultant, and Ms. Nelson is 
Research Associate, Division of Membership Services and Studies, 
American Psychiatric Association, Washington, D.C. At the time 
this work was done Ms. 'Myers was Research Assistant with the Di- 
vision. Address reprint requests to Dr. Gurel at 2723 Woodley 
Riace, N.W., Washington, D.C. 20008. 


wih the fact that for many years, APA ballot returns 
were identified in order to permit remailing to mem- 
be-s who indicated they had not received ballots. To 
ensure that members requesting a second ballot voted 
on. y once, all ballot returns were coded with member- 
shp numbers prior to computer processing. It was 
then a simple computer procedure to merge the ballot- 
ing information with demographic data from APA's 
menpower information system. ! 

The member characteristics examined were as fol- 
lows: sex; membership class (i.e., Member-in-Train- 
ing, General Member, Fellow, Life Member, Life Fel- 
low); length of membership as indexed by the decade 
in which the member joined APA (1900s to 1970s); age 
as indexed by the decade of birth (1880s to 1940s); and 
ce-tification status (1.e., ‘“Boarding’’ by the American 
Beard of Psychiatry and Neurology or by Canada's 
Rcyal College of Physicians and Surgeons). In con- 
nection with what follows, it should be noted that the 
las 4 of these 5 variables are themselves related. That 
is, Members-in-Training are likely to be younger, 
wrereas Life Fellows and Life Members, who must 
meet the criterion of 30 years of membership, are nec- 
essarily older and joined the Association earlier. Simi- 
lary, by virtue of their definition in terms of out- 
stending contributions to the profession, Fellows and 
Lie Fellows are more likely to be older and to be 
Bcard certified. 

3allots were in 2 parts and were mailed to 17,905 eli- 
gitie voters. The first part was for the election of the 
folowing officers and trustees: President-Elect, 2 
Vice-Presidents, Secretary, Treasurer, Trustee-at- 
Large, and, for 1 subgroup of voters, an Area 
Trustee.” The second part of the ballot called for a 
voe on 13 amendments to APA's By-Laws and on a 
membership-initiated referendum regarding the dele- 
tion of ''Homosexuality"' from DSM- (4) and the ad- 
dit on of **Sexual Orientation Disturbance.” 


'W* wish to note that there was no violation of the secrecy of the 
balot in this process and that voter identification was deleted after 
merging the two data sources. However, because of the potential 
fo- a breach of secrecy, APA has since abandoned the provision for 
remailing and has reverted to a completely unidentifiable ballot re- 
tu n. 


*Balloting for Area Trustee was not considered in these analyses be- 
case of the relatively small number of votes involved. 
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~ 
RESULTS 


Member Charatteristics and Voting/Nonvoting 
Behavior 


A total of 10,471 valid ballots were returned, a re- 
turn rate of 58.595. This rate is slightly higher than usu- 
al for APA elections and probably reflects a specific in- 
terest in the referendum on the part of some voters. 
Both officers and amendments-referendum ballots 
were returned by 95.796 of the voters; 3.676 returned 
only the officer ballot, and 0.7% returned only the 
amendments-referendum ballot. 

Table 1 presents cross-tabulations, in percents, of 
members' characteristics and voting/nonvoting behav- 
ior. The percentages for each component category of 
each variable can be compared to the overall per- 
centages in the bottom row. Thus one sees, for ex- 
ample, that men voted at a slightly higher rate (60%) 
than did the membership as a whole. The two statistics 
at the extreme right in table 1 provide more precise in- 
formation about the relationship between each charac- 
teristic and voting/nonvoting behavior (or, equiva- 
lently, the statistical significance and the size of the dif- 
ference between the percentages of voters and 
nonvoters). Thus, for example, the chi-square of 91.77 
for sex indicates that there was a statistically signifi- 


cant association between sex and voting (p<.01). The . 


size of this relationship is indexed by Cramér's statis- 
tic (9), which has a possible range of .00 to 1.00. 
Standards suggested by Cohen (5) for judging the size 
of this statistic are presented as a footnote to table 1. 

All of the relationships (or, equivalently, differ- 
ences) presented in table 1 are statistically significant; 
however, they are also quite small. As is well known, 
statistical significance does not necessarily imply im- 
portance; it.simply means that a nonchance relation- 
ship exists. None of the 5 background variables would 
enable one to predict very accurately whether a given 
member would vote or not. Nevertheless, it is of inter- 
est to note that there was a reliable tendency for 1) 
women to vote proportionately less than men, 2) Fel- 
lows and Life Fellows to vote proportionately more 
than General Members and Life Members, 3) older 
and younger members to vote proportionately less 
than those of intermediate ages, and 4) Board-certified 
members to vote proportionately more than non- 
certified members. 


Member Characteristics and Voting Patterns 


Each of the 5 demographic characteristics was 
cross-tabulated with the 9 voting patterns described in 
this section and with the referendum regarding homo- 
sexuality. Table 2 presents the Cramér statistics com- 
puted for each cross-tabulation. (A total of 21 cases 
had some missing demographic data, and they were 
omitted from the statistical analyses.) 

Candidate pattern A. This pattern was scored when 
a voter selected only those candidates whose names 
were listed first on the ballot (exclusive of the second 
choice for a Vice-President). Overall, 1.8% of the vot- 
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TABLE 1 
Relationship Between Member Characteristics and Voting Behavior 


Percent Percent : 
Phi * 


Who Who Did Chi- 

Characteristic - Voted Not Vote Number Square Value* 
Sext” a "T 

Male 60 40 15, xen 

Female 48 52 1,994 dud n 
Membership class 

General Member 54 46 10,920 

Fellow 71 29 4,265 

Member-in-Training 51 49 1,438 450.62*^*  .16 

Life Member 37 63 255 

Life Fellow 63 37 1,027 
Decade joined APA 

Before 1930 38 62 141 

1930 57 43 551 

1940 64 36 2,132 dud 

1950 60 40 4,755 93.83 .07 

1960 59 4] 6,262 

1970 54 46 4,064 
Decade of birth 

1880 40 60 25 

1890 44 56 296 

1900 58 42 1,401 

1910 60 40 3,000 "m" 

1920 6 Ap ose 0 — 99 

1930 59 4] 5,024 

1940 61 39 1,706 

Unknown** 46 54 1,194 
Certification status 

Certified 64 36 9,076 on 

Not certified 52 48 8,829 283.16 de 
Total 58 42 17,905 


*Phi values of .10, .24, and .37 indicate small, medium, and. large rela- 
tionships, respectively (5). 
** Two unknown cases for the sex variable and the unknown cases for dec- 
ade of birth were omitted from the statistical analyses. 
***p« 0]. p 


ers adopted this style. As can be seen from table 2, on- 
ly 1 of the demographic variables was significantly as- 
sociated with it, the youngest age group emp.oying it 
slightly more often (p<.05). 

Candidate pattern B. This pattern was defired by a 
voter selecting a candidate for only 1 of the 6 offices 
and leaving the slots for the other 5 offices blank. This 
is the phenomenon of so-called ''bullet"" votirg. Only 
1.1% of the voters followed the pattern. Decade of 
birth was significantly associated with this pattern, 
with the oldest and youngest members voting in this 
manner slightly more irequentiy than the in-between 
groups (p«.05). 

Candidate pattern C. The selection of ony those 
candidates endorsed by the Committee for Concerned 
Psychiatrists (CCP) served to define this pattern, aud it 
was evidenced by 8.5% of the voters. All demographic 
variables were associated with this pattern to a small 
but statistically significant degree*(p<.01). Women 
(13.4%), Members-in-Training (12.5%), members who 
had joined the Association in the 1970s (12.1%), those 
born.in the 1940s (14.0%), and those not certified 
(10.326)—in effect, women and/or younger members— 
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TABLE 2 
> Cramér Phi Values of Relationships Between Member Demographic Characteristics and Voting Pattems (N=10,450)* 
\ è 
Ez Candidate Pattern Amendment Pattern 
Item A B C U V W X Y Z Referendum 
Demographic characteristic 
Sex .01 .00 .06** ,02*** eet .01 .00 .0i** — .03** 5** 
Membership class .02 .03 .08** .02 OL .02 .01 ae  QI299 .08** 
Decade joined APA ;03*9 .03 .08** .03 04 * .01 .02 LJSE 090 .09** 
Decade of birth ,03 .Q4*** OT" Q4*** OL jte ace JA0**- 7*9 .09** 
Certification status .02 .02 .06** .01 OL .00 01 .O8** .08** .07** 
Percent of voters following 
each pattern 1.80 1.10 8.50 7.20 70 2.40 4.20 9,60 4.50 


*Identical values of Cramér's phi may not have the same statistical significance because of differences in the associated chi-squares. 


tended to vote the CCP ticket more frequently than did 
the total group (8.5%). 

Amendment pattern U. This pattern was scored 
when a voter favored all 13 proposed amendments to 
the By-Laws; 7.2% of the voters endorsed all 13. Dec- 
ade of birth was significantly associated with pattern U 
‘p<.05); 4.6% of the voters who were born in the 1900s 
or before endorsed all amendments. This rate in- 
creased to 7.9% for those born in the 1930s and then 
dropped to 6.796 for those who were born in the 1940s. 
There was also a statistically significant association be- 
tween sex and voting in favor of all amendments, with 
more men (7.3%) voting in this manner than women 
(5.2%) (p<.05). 

Amendment pattern V. This pattern was defined by 
a voter opposing all 13 proposed amendments to the 
By-Laws; only 0.7% of the members voted in this way. 
Sex and the decade in which members joined APA 
were statistically associated with pattern V. Men op- 
posed all proposed amendments more often (0.7%) 
than did women (0.1%) (p<.05). In addition, members 
who had joined APA in the 1930s or before or in the 
1950s opposed all amendments more often (1.1% and 
1.0%, respectively) than did those who had joined in 
other decades (all less than 196) (p<.01). The per- 
centages are too small, however, to be of much inter- 
est. 

Amendment pattern W. This pattern, scored when a 
voter checked the ''abstain"" box for all amendments, 
was evidenced by 2.4% of the voters. Decade of birth 
was associated with this pattern to a statistically signif- 
icant degree (p«.05), but no clear (linear) relationship 
was discernible. Those born in the 1910s manifested 
this paftern somewhat less (1.8%) than those born in 
othfr decades. 

* Amendment pattern X. This pattern existed when a 
voter did not chack any of the 3 possible boxes (‘‘fa- 
vor," ''oppose," or ‘‘abstain’’) for any of the pro- 
posed 13 amendments; 4.2% of the voters left all of the 
boxes blank. Only decade of birth showed a statistical- 
ly significant association with this pattern. Those born 
in the 1890s or before left all of the boxes blank more 


frequently (7.8%) than did other age groups (p<.05). 

Amendment pattern Y. This pattern existed when a 
veter favored the CCP's position on all 13 amend- 
ments; 9.6% of the voters manifested this pattern. All 
demographic variables were associated with this pat- 
tern to a statistically significant degree (p<.01). The 
fdlowing groups voted according to CCP recommen- 
dations more often than did other associated groups: 
women (12.6%, compared with 9.2% of the men), 
M. embers-in-Training (15.1%), those born in the 1940s 
(155.220), those who joined APA in the 1970s (14.5%), 
ard noncertified members (12.1%, compared with 
7.5% of those certified). These relationships parallel 
those for pattern C, the straight-ticket vote for CCP- 
exdorsed candidates. 

Amendment pattern Z. This pattern existed when a 
veter favored the positions recommended by the Com- 
mittee on Constitution and By-Laws (CCBL) on all of 
the amendments. A total of 4.5% of the voters fol- 
lcwed this pattern, and all demographic variables were 
siznificantly associated with it (p<.01). As might be ex- 
pected, the relationships were the reverse of those for 
pattern Y. Men voted in this pattern more frequently 
(4.7%) than did women (2.8%), Life Members more of- 
ten (9.0%) than any other member class, members who 
janed APA in the 1930s or earlier more (8.4%) than 
those who joined in the 1970s (1.6%), older members 
generally more often than younger members, and 
trose who were certified more often (6%) than those 
wno were not (2.7%). 

Referendum on homosexuality. Overall, 58.4% of 
the voters favored changing the DSM-II category ‘‘Ho- 
nosexuality" to ''Sexual Orientation Disturbance’’; 
3€.096 opposed the change; and 3.7% abstained from 
veting on the question. There were statistically signifi- 
cent associations between all demographic variables 
amd the position taken on the referendum (p<.01). 
VW omen, Members-in-Training, those who had more re- 
cently joined APA, those who were younger, and 
those who were not certified favored the change more 
than those in the complementary levels of these vari- 
ables, 
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The size of the relationship implied by the Cramér 
statistics for the associations described in this section 
can be illustrated by reference to the .09 value be- 
tween position on the referendum and length of mem- 
bership. Of those, who joined APA in the 1930s or be- 
fore, 53.5% favored the referendum, whereas 66.1% of 
those who joined in the 1970s favored the change—a 
not inconsiderable spread despite the seemingly mod- 
est .09 $' value. 


DISCUSSION 


In summarizing these findings, several points are of 
interest. First, it should be recalled that 58% of the eli- 
gible voters returned ballots. This percentage takes on 
additional meaning when compared with the per- 
centages of members participating in the elections of 
other professional organizations. Information from the 
American Psychological Association indicates that on- 
ly 27.196 of the eligible members voted in the 1975 elec- 
tion and that a 5-year average, from 1971 to 1975, 
shows 32% voter participation. Taylor and Tullock (3) 
reported that 62% of the general membership and 58% 
of the students voted in the 1970 elections of the Amer- 
ican Political Science Association (APSA). According 
to Mueller (2), these percentages represent a slight 
drop from the 64% response rate for APSA members 
in the 1969 election. Gold (1) reported that 350 (65.5%) 
of the 534 eligible members of the American Anthropo- 
logical Association voted in the 1951 elections. Thus it 
would appear that APA voter participation, while not 
optimal, is not markedly out of line with reasonable ex- 
pectations. 

The analysis of APA member characteristics as they 
related to voting or nonvoting behavior indicated no 
particular groups (at least as defined by the character- 
istics considered) that voted substantially less than oth- 
er groups. There was a slight suggestion that women, 
General Members, the oldest and the youngest, and 
the noncertified were less likely to.vote. However, the 
relationships were so small as to have no meaningful 
implications for attempts to increase voter participa- 
tion. 

In regard to the analysis of voting patterns, the prin- 
cipal finding was that relatively few voters completely 
followed any of the candidate or amendment patterns. 
Two general types of patterns were analyzed, the sty- 
listic patterns (e.g., voting for all first-listed candidates 
or for one position on all amendments) and the 
straight-ticket patterns based on CCP or CCBL recom- 
mendations. With the exception of amendment pattern 
U (favoring all amendments), the straight-ticket pat- 
terns were substantially more evident than the stylistic 
patterns. Even so, the most frequent straight-ticket 
pattern (amendment pattern Y, favoring all CCP posi- 
tions) was evidenced by less than 1026 of the voters. 
The relative infrequency of pure-pattern voting is con- 
sistent with the results of the APSA elections reported 
by Taylor and Tullock (3) and Mueller (2). One might 
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interpret the infrequency ofthe stylistic patterns as evi- 
dence of voter care (although voters could voce care- 
lessly other than by following these patterns), and one 
might consider the infrequency of the straigkt- ticket, 
patterns as evidence of voter independence. 

The findings that candidate pattern C and amend- 
ment pattern Y (recommended by the CCP) were 
slightly favored by women, Members-in-Training, 
younger members, and noncertified members are con- 
sistent with what would be expected from the reform- 
ist stance of the CCP and its leadership by relatively 
younger members. Similarly, the finding that amend- 
ment pattern Z (favoring all CCBL positions) tended to 
be more frequent among men, Life Members, older 
members, and those who were certified is consistent 
with the necessarily ‘‘establishment’’ positicn of the 
CCBL as an APA Constitutional Committee. 

Although it is difficult to know what specific mean- 
ings the membership attached to the change in the diag- 
nostic nomenclature regarding homosexuality, it 1s 
probably safe to assume that many members inter- 
preted it as a change to a less disease-oriented zoncep- 
tualization of homosexual behavior. The membership 
on the whole favored the change, but those wno were 
older and/or male favored the change to a lesser de- 
gree. At the risk of oversimplifying a complex issue, it 
would appear that the voting pattern of female and/or 
younger and/or more recently trained psychiatrists 
may have reflected a less doctrinaire disease model 
and the greater emphasis on cultural relativity that 
characterized psychiatric training in the late 1260s and 
early 1970s. 

Finally, if one were to overview the ballotimg proc- 
ess analyzed here, the data reported would support the 
view that most voters cast, their ballots carefully and 
relatively independently of organized influence. A 
companion article (6) on the effects of name arder and 
ballot format in the 1975 and 1976 APA balloting also 
notes the apparent care exercised by voters. 

The major qualification to this sanguine conclusion 
concerns the voting on amendments to the By-Laws. 
The content of the 13 proposed amendments was such 
that a deliberate vote to consistently favor o7 to con- 
sistently disapprove all 13 would be truly exceptional. 
Yet about 8% of the voters adopted 1 of these patterns. 
Another 2.4% abstained on all amendments; 4.2% sim- 
ply left them all blank, while 3.726 voted for officers 
but did not return amendment ballots. In brief. one can 
surmise that at least 1 in 6 of those who voted at al] 
probably did not vote thoughtfully on the amzndment 
ballot. Why this was so cannot be answered frem these 
data. One suspects that many voters treat amendments 
as routine housekeeping matters requiring :itth or 
none of their attention. 

In fact, of course, changes in the > Association’ S By- 
Laws are often matters of great substantivz impor- 
tance. This being the case, it is clear that a consid- 
erable burden rests on those preparing such meterial to 
do so in ways that will elicit maximum voter in- 
volvement. . 
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A Computer-Assisted, Goal-Oriented Psychiatric Progress Note 


System 


BY MONTE JAY MELDMAN, M.D., DANIEL HARRIS, ROBERT J. PELLICORE, M.S., 


AND EDITH L. JOHNSON 


The authors describe a computer system that develops 
a structured progress note for inclusion in the medical 
record. The progress note system reflects a goal- 
oriented patient treatment process and also provides 
for retrospective analysis of progress note information 

. to accommodate research and review objectives. The 
system, which has met with a high degree of clinician 
acceptance, has resulted in improved case 
documentation, more timely and comprehensive 
notes, a higher level of objectivity, and a considerable 
reduction in the time required to organize and record 
progress note data. 


THE EMERGENCE of medical computing technology 
from the biomedical engineering laboratory into the 
general clinical milieu has been characterized by a rap- 
id diffusion of computer applications across a variety 
of medical specialties. These range from business ac- 
counting systems to such dramatic applications as 
computerized axial tomography (1, 2. However, 
while we are heralding the exploratory advances of the 
clinical applications of computers, it is also necessary 
to acknowledge that some aspects of the medical proc- 
ess tenaciously defy effective computerization. The 
transformation of clinical medical record information 
into computer-digestible form and back again to a clini- 
cally usable form represents one such chronic im- 
passe (3—6). This article describes one part of a gener- 
alized psychiatric information system—a subsystem 
that is used for producing a structured, automated 
progress note. 


TRADITIONAL CONSTRAINTS 


The difficulties usually encountered with the storage 
of clinical data have several causes. Medical records 
as traditionally constructed were never intended to be 
computerized. The fragmented and abstract ideas of- 
ten encountered in the psychiatric record argue with 
the very concept of the computer, which demands 
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some coherence of input. In addition, the psyzhiatric 
team reflects a variety of professional backgrounds 
that tend to manifest different orientations to and de- 
pendencies upon recorded data. Hence the data main- 
tained in the record reflect to some extent a variety of 
internalized data dependencies developed to support 
distinct professional frames of reference. The result is 
many separate information structures within tFe same 
record which, again, argue with the very concept of 
computerization (6, 7). Although the psychiatric rec- 
ord is ideally '*the clinical analogue of the laboratory 
researcher's notebook. . . . In practice it is ozten in- 
complete, unstandardized, and illegible" (3). 


COMPUTERIZATION REQUIREMENTS 


The difficulties traditionally encountered wih psy- 
chiatric patient data suggest that a body of principles is 
necessary for the efficacy of any computerized »sychi- 
atric information system. These principles zan be 
stated as follows: 

1. The system should be predicated on a conzeptual 
model, e.g., goal attainment orientation, and must be 
consistent with the concepts and language of the clini- 
cal environment and evaluation strategies. 

2. The system must provide a mechanism that as- 
sists in structuring an information base, but witkout im- 
posing too much rigidity upon the structure. The sys- 
tem should not force the clinician into a preestablished 
pattern of data input, but rather should serve as a farm 
into which the clinician’s thought content zan be 
placed. 

3. The system should serve an educational purpose 
(e.g., as a memory extender) and should reduce errors 
of omission, thereby maximizing quality control. 

4. In addition to their established archival va ue, the 
output or products of the system should be of contem- 
porary usefulness to clinicians in the treatment of 
patients, as well as being useful for peer review, eles 
tion review, and audit studies. 

5. Apart from the data input mechanism, the opera- 
tion of the system should be readily understancable to* 
the clinical staff. om 

Suggested in each of these principles is the concept 
that to achieve any demonstrable evidence of efficacy 
the psychiatric information system must support the in- 


formation needs of both the clinicians and the vertical-. 
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ly arranged evaluating agencies and must do so in a 
manner that minimizes constriction of the clinician's 
internalized data collecting and analyzing mecha- 
nisms. 


GOAL-ORIENTED PROGRESS NOTE SYSTEM 


The goal-oriented progress note is a computer sub- 
system intended to provide a mechanism for record- 
ing, organizing, and retrieving clinical psychiatric in- 
formation.! The system development was a logical ex- 
tension of a program developed for entering treatment 
plans into a computer (8), when it became apparent 
that progress notes should describe the effects of the 
execution of the treatment plan. 

The progress note system was designed to directly 
support the goal-oriented evaluation and treatment 
process currently employed at Forest Hospital. From 
the latter process, a conceptual model was defined, the 
generic determinants of which are depicted schemati- 
cally in figure 1. The progress note system was pat- 
terned after the model to assist in the identification of 
the system's requirements and to ensure that sub- 
sequent system implementation would support rather 
than disrupt the patient care process. 

Using the conceptual model, the clinician estab- 
lishes a diagnosis and problem list predicated on the 
initial clinical evaluation. Patient and team treatment 
goals are then defined, and a treatment plan is devel- 
oped in which the goals are linked to treatment meth- 
ods to be used. An assessment is made of the distance 
from the goal at the time the treatment plan is estab- 
lished. 

The goal-oriented progress notes are linked to a cor- 
respondingly numbered goal in the treatment plan. 
Each progress note is composed of the goal statement, 
the subjective and objective findings that document 
the need for goal attainment, the methods actually 
used in treating the patient, and an assessment of the 
results of the treatment. 

Monitoring accounting programs abstract data from 
the progress notes on drug dosage and time of treat- 
ments and the amount of patient goal attainment. 
These data are entered in a weekly evaluation record 
that notes patient progress and summarizes all serv- 
ices rendered to every patient during the week. 


System Design 


The computer system is not intended to replicate 
manual progress note writing, although it provides for 
free-form input of narrative data. Rather, it produces 
an iMformation input and retrieval structure for noting 
diagnosis, goals, treatment methods, subjective and 
objective findings, assessments, and disposition. Thus 
the system 1) e duces a series of time-related prog- 
ress notes that are coherently organized for incorpora- 


VThe goal-oriented progress note system operates on a PDP 11/40 
computer of the Digital Equipment Corporation, Maynard, Mass. 
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tian into the medical record, and 2) serves as the basis 
for a computer-oriented historical data base that can 
be conducive to retrospective research activity. 


Frame Library 


The system is comprised of a number of hierarchical 
information paths.” The clinician gains access to these 
paths by means of a cathode ray tube (CRT) terminal 
connected with the computer. Information appears on 
the CRT screen in the form of a directory and lists of 
options. A complete description of all listed items ap- 
pears elsewhere (9). The list appearing on one CRT 
display is referred to as a ‘‘frame.’’ By depressing a 
key on the terminal that corresponds to the number op- 
posite the option displayed on the CRT screen, the cli- 
nician can cause the computer to either I) record the 
chosen items for eventual transformation to the prog- 
ress note, or 2) branch to files where other progress 
note options are maintained. 

Lists of data options are organized into the following 
three basic frame types. 

]. Directory frames. A directory frame lists major 
caiegories within each progress note structure. For ex- 
ample, the diagnosis directory lists major diagnostic 
areas (e.g., mental retardation, neuroses, and psycho- 
physiological disorders) and the frame numbers asso- 
cicted with each. When the clinician depresses the ter- 
minal key corresponding to the desired frame number, 
a mumbered list of specific diagnoses related to the ge- 
neric diagnostic area appears on the screen and the cli- 
nician can make the appropriate selection. 

2. Progress note frames. Progress note frames in- 
clude lists of specific diagnoses, presenting problems, 
treatment methods, clinical findings, assessments, and 
dispositions, all arranged in frame format. Narrative 
text may be typed in at any point to augment the selec- 
ticns made from progress note frames. 

3. Assistance frame. Instructions for using the sys- 
tem are displayed whenever the clinician types 
"Felp."" The assistance frame also lists the codes for 
branching to any of the other frames (1.e., “DX” for 
diagnoses, ‘‘PP’’ for presenting problems, “ME” for 
methods, ‘‘FI’’ for findings, “AS” for assessments, 
and ‘‘DI’’ for dispositions). Typing "exit" completes 
the progress note. 

The system is designed to enable the clinician to rap- 
idfy step through an information library by providing 
the computer-numbered responses to data options that 
are stored by the computer for subsequent decodifica- 
ticn and printing of the progress note. 

Appendix 1 illustrates a sample goal-oriented prog- 
ress note produced by the system. 


Acditional Considerations 


Information portrayed by the system is organized to 
provide a meaningful structure within which the clini- 
cian can develop the progress note. For example, the 


* A diagram of the hierarchical information flow is available from the 
aithors on request. 


Am J Psychiatry 134:1, January 1977 39 


_ PSYCHIATRIC PROGRESS NOTE SYSTEM l 


= 


FIGURE 1 
Model of the Goal-Oriented Evaluation and Treatment Process 
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goal segment of the system is refined into a substruc- 
ture for the following generic goal types: unit goals 
(e.g., set up the treatment plan), therapeutic goals 
(e.g., improve the patient’s ability to communicate), 
and goals of the alcohol rehabilitation team (e.g., ori- 
ent the patient to the reality of drinking). Similarly, the 
methods segment of the system is stratified into patient 
management methods, treatment methods, alcohol re- 
habilitation methods, and chemotherapy and psycho- 
therapy techniques. This segmentation aspect of the 
system assists the clinician in structuring his response 
set to ensure that the progress note reflects each de- 
terminant of the patient care process. 

A second system consideration relates to flexibility 
of input. As was mentioned earlier, the narrative as- 
pect of the system permits entry of free-form text into 
the progress note. Flexibility is also built into the prog- 
ress note frame categories. Under chemotherapy, for 
example, a drug not contained in the list of options 
could nevertheless be entered into the system by typ- 
ing the drug name on the terminal, preceded by a dash. 
This aspect of flexibility is critical to the clinician's ac- 
ceptance of the system, since flexibility is an inherent 
feature of the patient care process. Options can also be 
further specified in this way, so that a drug dosage can 
be added to the drug choice, and severity of symptoms 
is specified by following the choice by a “‘#”’ sign and 
a rating from 0 to 6 (with 0 reflecting elimination of the 
symptoms and 6 indicating extremely severe sympto- 
matic distress). If a rating of 6 were chosen, the print- 
. out would then read, “‘depression (extremely se- 

vere)."' ' 


CONCLUSIONS 


Since implementation of the goal-oriented progress 
note system early in 1975, the following results have 
been obtained. 

1. Documentation of reasons for treatment, serv- 
ices rendered, and results has been improved. 

2. The timeliness of progress note entry into the 
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medical record has improved, as has the comprehen- 
siveness of the notes themselves. 

3. The findings section has enforced a level 5f objec- 
tivity for documentation purposes while mamtaining 
the option to add subjective.narrative at any poirt. 

4. Administrative time spent by physicians in organ- 
izing and recording progress note data has been. re- 
duced considerably. In addition, input into the system 
can, in most instances, be effectively accomplished by 
nonphysician personnel. 

From a treatment perspective, the hierarcaical as- 
pect of the information component of the system has 
been of value to staff members in organizing their treat- 
ment of programs for patients. In addition, the prog- 
ress notes—particularly the methods and assessment 
aspects—provide a perspective of treatment efficacy 


particularly important to the goal-oriented treatment | 


process. 

Operation of the system over the last two years sug- 
gests a high degree of clinician acceptance. Among the 
determinants of this acceptance are an uninterrupted 
patient care process, less time required to write prog- 
ress notes, the development of a time-related series of 
structured progress notes that is of value in reviewing 
patients’ past behavior, and the use of structured sets 
of lists that serve as ‘‘memory joggers” in tr2atment 
planning. At this junction it appears that the success of 
the system, apart from its technical efficacy, is a func- 
tion of the degree of resonance between the operation 
of the psychiatric information system and the zoncep- 
tual model reflecting the dynamics of the goal-oriented 
patient treatment process. 
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APPENDIX 1 
Model of a Goal-Oriented Progress Note 


DOCTOR'S PROGRESS NOTE 
COPYRIGHT 1975, FOREST HOSPITAL, 
DES PLAINES, ILL. 
DATE: 09-JUN-76 NAME: JANE DOE 
NUMBER: 99999 
UNIT: ICU DOCTOR: SMITH 


TIME PERIOD: THIS WEEK 


GOALS: ALLEVIATE DEPRESSION; AND IMPROVE 
ABILITY TO EXPRESS EMOTIONS. 

METHODS: ICU CARE; PSYCHOLOGICAL TESTING; 
INDIVIDUAL MEDICAL PSYCHOTHERAPY, 3 
TIMES FOR A TOTAL OF 120 MINUTES; GROUP 
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MEDICAL PSYCHOTHERAPY—2 TIMES FOR 180 
MINUTES; OCCUPATIONAL THERAPY (ACCOMPA- 
NIED BY MARY ROSS). PERMISSIVE OR PROTEC- 
TIVE CONTENT; ACTIVE LISTENING; PRAISE SUC- 
CESSFUL GOAL ATTAINMENTS; THOROUGH EX- 
PLANATION OF LABORATORY WORK-UPS—HOW 
THEY ARE DONE AND WHY; EXPLAIN TREAT- 
MENT PLAN TO PATIENT AND INVOLVE HER IN 
IT; AND POINT OUT PATIENT’S STRENGTHS, 
SKILLS AND GOOD POINTS. 

CHEMOTHERAPY: NORPRAMIN, 25 MG. Q.I.D.; DAL- 
MANE, 15 MG. H.S., P.R.N. 

F NDINGS: GUILT; SLOW SPEECH; BLOCKING; DE- 
PRESSED (EXTREMELY SEVERE); CRYING; PAS- 
SIVE DEPENDENCE; INTROJECTION OF BLAME; 
TAKES MEDICATION REGULARLY; SLEEPS DUR- 
ING DAY; NOT UP FOR BREAKFAST; COMPLAINS 
ABOUT BEING IN HOSPITAL; MUST BE TOLD TO 
COME OUT OF HER ROOM; RECEIVED GIFT FROM 
DAUGHTER, AND SEEMED PLEASED; AND 
SPEAKS SLOWLY, HESITANTLY. 

ASSESSMENTS: DIAGNOSTIC WORK-UP HAS BEEN 
COMPLETED; PHYSICAL WORK-UP HAS BEEN 
COMPLETED; PATIENT IS EXTREMELY FAR 
FROM GOAL; THERE HAS BEEN SLIGHT GOAL AT- 
TAINMENT SINCE LAST RATING; SYMPTOMATIC 
DISTRESS IS SEVERE; AND SELF-CONCEPT IS EX- 
TREMELY DEFICIENT. 

DASPOSITIONS: SUICIDAL PRECAUTIONS; CONTIN- 
UED HOSPITAL CARE; AND UPDATE TREATMENT 
PLAN. 
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Patient Progress Rounds on a University Hospital Cadal 


Service 


_ 


BY CHARLES HOLLINGSWORTH, M.D., ROBERT BOEEMAN M.D., CYNTHIA SCALZI, R.N., M. N., 


AND BERNICE SOKOL, M.S.W. 


The authors describe patient progress rounds, a 
weekly meeting of representatives of all disciplines 
associated with a university hospital cardiology 
service. The objective is coordination of treatment for 
all patients in the interest of providing comprehensive 
care. Each patient's clinical status is reviewed, but 
primary attention is given to psychosocial aspects. 
These rounds provide a medium for identifying and 
dealing with patients’ needs, a cooperative teaching 
and learning venture for staff, a multidisciplinary team 
approach that increases quality of care, and an 
opportunity for doctors to confront the reality of their 
patients as psychosocial beings. Case vignettes 
illustrate the use and effectiveness of patient progress 
rounds. 


PATIENT PROGRESS ROUNDS, a weekly meeting during 
which representatives of all disciplines associated with 
the cardiology service review each patient's medical, 
emotional, social, and educational status in order to 
coordinate staff understanding and treatment, are an 
integral part of the cardiology service at the UCLA 
Medical Center. 

Progress rounds developed as one of a series of in- 
novative responses to a variety of problems that were 
not being handled adequately by routine procedures. 
Like most teaching hospitals, UCLA provided the 
standard assortment of service and teaching functions, 
including medically oriented conferences and rounds. 
However, although the strictly medical aspects of 
acute illness were expertly managed, the psychosocial 
consequences received inadequate attention. 


The authors are with the University of California, Los Angeles, 
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so Chief, West Valley-Coastal Community Mental Health Center, 
Sepulveda Veterans Administration Hospital. Ms. Scalzi is Lectur- 
er, School of Nursing, and Clinical Nurse Specialist, Department of 
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The authors would like to thank.Dr. Robert O. Pasnau, Dr. Kenneth 
Shine, and Ms. Celine Marsdan for their advice and constructive 
criticism. 


42 Am J Psychiatry 134:1, January 1977 


Several significant problems were evident, particu- 
larly a disconcerting readmission rate. It became clear 
upon questioning patients who had been readmitted 
that many had not received adequate instruction on 
postdischarge care and were confused about activity, 
diet, and medication. Attempts to rectify this situation 
by encouraging the house staff to provide thcrough, 
systematic instructions met with variable success. 
Some interested and motivated house officers pre- 
pared their patients well for the postdischarge period, 
but most were more „concerned with acute medical 


management. This often precluded real understanding 


of and sufficient attention to psychosocial factors. As a 


result, the very factors that predispose patients to read- 


mission were frequently overlooked. When house staff 
did attempt to deal with the psychosocial con- 
comitants of patients’ illnesses, their efforts were un- 
dermined by the frequent rotation of house officers and 
the attendant difficulties regarding continuity of patient 
care. 


DEVELOPMENT OF THE PROGRAM 


The need for a continuing program that depended on 
permanent staff for reliability became obvious. There- 
fore, early in 1973 the unit began to develop education- 
al material around which discharge planning could be 
focused. In designing the material, the staff reccgnized 
the importance of a health care team that provided ade- 
quate medical, nursing, social, and dietary services, as 
well as psychiatric support. Several brochures were 
produced and distributed to patients as the bzsis for 
scheduled discussions with nurses. An incidental bene- 
fit of this program became evident when patients be- 
gan questioning their physicians about material in the 
educational packets and thus involved house staff in 
the educational process. 


As the year progressed, it became clear that better - 


communication between members of the health care 
team was vital to the success of the patient and family 


educational program. Therefore, weekly patient prog-. 


ress rounds, attended by representatives of all dis- 
ciplines, were instituted in March 19/3. These meet- 
ings were designed to review each patient's clinical 
course and psychosocial situation and to exchange in- 
formation regarding plans for inpatient management 
and follow-up care. 


Me 


„minute meeting of representatives from all disciplines 


CURRENT STATUS 
Patient progress rounds currently is a weekly 90- 


functioning on the coronary care service. Participants 
can be categorized in two groups: those who are essen- 
tial to the rounds, including the director and/or codi- 
rector of the coronary care service, medical house 
staff, primary care nurses, the liaison psychiatric resi- 
dent, the clinical social worker, the clinical nurse spe- 
cialist, and the dietitian; and those encouraged to at- 
tend, such as the attending physician of the month, un- 
dergraduate and graduate students from the various 
health care disciplines, private practice physicians, 
and visiting professionals. 

The setting provides an atmosphere that is con- 
ducive to free exchange of information and minimizes 
inconvenience and énvironmental distraction. The di- 


rector of coronary care services begins sessions punc- ` 


tually. Each house officer presents a brief case vi- 
gnette for each of his/her patients, emphasizing psy- 
chosocial factors. Particular attention is paid to the 
patient's social and family history, prognosis and pre- 
dicted convalescence, coping mechanisms, under- 
standing of his/her illness, and discharge plans for fol- 
low-up care. House staff or other personnel may 
request consultation from one or more of the special- 
ists, or the specialists may suggest consultation. In ad- 
dition, all staff who have pertinent information are en- 
couraged to. share it with the group, which minimizes 
the likelihood that valuable data will be overlooked 
and maximizes team understanding of the patient from 
a broader perspective. After the 20-25 patients on the 
service have been discussed, follow-up is solicited on 
discharged patients with particular problems. 

Although it may seem that progress rounds attempts 
to cover an inordinate amount of material in a relative- 
ly brief period (30 patients in 90 minutes), we have 
found it feasible to do.meaningful work in the allotted 
time. Some patients require little time and have few un- 
usual psychosocial difficulties; others are already 
known to staff from previous rounds and require only 
brief follow-up. Thus most of the time can be devoted 
to the relatively small percentage of patients who re- 
quire more extensive discussion. 


CLINICAL VIGNETTES 


Case 1. During patient progress rounds the nurses re- 
quested assistance from the psychiatric liaison consul- 
tant to deal with their negative feelings related to Ms. 
A, #demanding patient. The intern knew very little 
about Ms. A’s family history, and he was encouraged 
to explore it with the patient and her husband. He 
learned that there had been 30 years of marital discord; 
the last 10 years of their marriage were described as 
unbearable. Ms. A had had emotional problems and 
Mr. A had lost his business and suffered from both car- 
diovascular and cerebrovascular disease. Their daugh- 
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tez, who had been sent away to a boarding school as a 
ycung child, had never forgiven her parents and con- 
tributed to the family conflict. 

In progress rounds the week before the patient was 
scheduled for discharge, it was pointed out that the 
fanily would need domestic help. The social worker 
ccntacted the patient's daughter about arranging for 
hcusehold help but found her unreceptive to participat- 
inz in planning for her mother's discharge. Since do- 
msstic help was a pivotal issue for effective post- 
hcspital care, two appointments were scheduled with 
the daughter to discuss the matter further. During 
these sessions the nature of the daughter's resistance 
surfaced and was explored, after which she was willing 
to secure the necessary help. In addition, Mr. A was 
offered access to the unit’s social worker and arrange- 
ments were made for Ms. A to be seen at a community 
mental health center. 

When Ms. A left the hospital, she was still demand- 
inz and critical of her husband. Four days after her dis- 
charge, her husband collapsed with a myocardial in- 
faction. He was resuscitated by paramedics and trans- 
ferred to the UCLA Coronary Care Unit. 

In patient progress rounds the following week, the 
incern asked that the social worker and psychiatrist 
ccntinue their involvement with the family. They 
found Mr. A markedly depressed and saw him daily 
fo- psychotherapy. By the time he was discharged, ar- 
rangements had been made in progress rounds for him 
to have a housekeeper, a visiting nurse, and daily tele- 
pEone calls from the social worker during the first two 
wceks. It was subsequently reported that his wife was 
mach more cooperative with and understanding to- 
ward her husband after he came home. 

Case 2. During patient progress rounds an intern 
shared his concern about the spouse of Mr. B, a criti- 
cally ill 50-year-old man. The intern requested assist- 
ance from the social worker and the psychiatric liai- 
son in helping Ms. B deal with her feelings. It was sug- 
gested that the intern refer Ms. B to the social worker 
and together they would help her to begin the grieving 
process. Ms. B and her husband had been totally de- 
vcted to each other and had no children. Ms. B was 
encouraged to express her feelings of loss. When her 
husband died, she was at his bedside. After his death, 
she was assured that the social worker and the liaison 
psychiatrist would be available for continued counsel- 
ing; she was called daily until several days after the fu- 
neral, when she felt able to resume various activities. 
Her friends were also very supportive during this criti- 
cal time. She later contacted the social worker to 
request further help and was referred to both a private 
psychiatrist and to a group for the recently widowed. 

Zase 3. Mr. C, a 29-year-old recently married man, 
had suffered an extensive myocardial infarct after 
multiple recent life stresses. When his case was re- 
viewed in patient progress rounds, the house officer re- 
quested that the clinical nurse specialist and nursing 
staff include the patient in the unit's educational pro- 
gram. This request appeared to be motivated, at least 
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in part, by staff identification with and empathy for the 
patient. 

After the initial referral, the staff used progress 
rounds as a forum for communication about the 
patient's progress, expediting continuity of care as the 
patient moved from the coronary care unit to the con- 
valescent ward. The staff was able to identify and deal 
with several problem areas, such as Mr. C's denial, de- 
pression, anger, and feelings of powerlessness. For ex- 
ample, early in the hospital course Mr. C used denial 
and was unable to integrate information. His educa- 
tional program was modified to allow him to absorb in- 
formation at a rate he could handle. His wife, who was 
overwhelmed by stress, was given early support and 
problem-solving help by the clinical specialist and pri- 
mary nurse. The various disciplines on the unit coordi- 
nated their efforts through patient progress rounds in 
order to provide special expertise for specific prob- 
lems. As a result, the staff's anxiety and concern were 
translated into concrete assistance. In addition, the 
staff experienced the value of daily communication 
and teamwork that, in turn, fostered mutual respect 
and appreciation. 

Case 4. Members of the nursing and house staffs 
learned that Ms. D had referred to one of the nurses 
with a racial epithet. The staff became angry, resent- 
ful, and defensive. When the patient's hospital course 
was reviewed during progress rounds, staff hostility to- 
` ward the patient was noted by a staff member who 
had not been involved with Ms. D. Information regard- 
ing the source of this.anger was solicited, and the ''ru- 
mors” were aired. The angry staff then ventilated their 
pent-up feelings, which led to an open discussion of 
ways of dealing with the patient without letting their 
personal resentment interfere with professional care. 
In addition, they were able to understand that the 
' patient's outburst reflected her. insecurity and low self- 
esteem and represented displaced frustration rather 
than genuine antipathy toward the staff member. 


DISCUSSION 


All of the cases we have described demonstrate a 
multidisciplinary approach to the identification and 
management of patients' problems. They also reflect 
cooperative learning experiences for staff in such areas 


as thorough assessment of a patient's psychosocial - 


milieu, availability of hospital and community re- 
sources to provide special services for inpatient and 
outpatient care, techniques of consultation pertinent 
to the provision of comprehensive care, and the modal- 
ities of therapy for depression and mourning. 
Progress rounds provides an opportunity for 
patients to be individually evaluated in the interest of 
comprehensive care. This is quite different from the 
conceptualization of patients 'as cases, which is fos- 
tered by traditional medical rounds that often focus on 
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lab and x-ray data and physiological pathology, 
deemphasizing if not neglecting the person's psycho- 


social system. As a result of progress rounds, the en-: 
tire staff is able to deal with people who happen to be . 


sick and who have a variety of complex problems jr 
conjunction with their illnesses. The benefits for the 
patients are obvious. Less obvious, but equally signifi- 
cant, are the educational benefits for staff, especially 
trainees, including house staff. Progress rounds helps 
to prepare young physicians to deal with patients with 
more of the kind of understanding often felt to have 
vanished with the ''bedside manner” of the o.d-fash- 
ioned family physician, which was always valued by 
patients and has been lately reemerging among enlight- 
ened young doctors. 

The team approach that is so vital to the ongoing 
teaching of all team members presents the patient not 
only as an individual with an illness requiring medical 
care and treatment but also as a person whose fears, 
prejudices, and attitudes toward his/her illness end pre- 
scribed treatment have been conditioned by his/her 
background of experiences and environment. Social 
and personal data are provided by the team members 
in order to better understand the patient in the context 
of the total situation. 

Thus progress rounds provides a unique tool in a 
teaching hospital by facilitating the reintegration of hu- 
manistic considerations into highly specialized and 
technologically sophisticated but all too often emotion- 


ally impoverished modern medicine through team- 


work. Other educational benefits accrue from progress 
rounds. Staff learn how to use consultants appropriate- 
ly and how to obviate consultation in some cases by 
acquiring additional expertise from their dealings with 
the consultants (all consultations are oriented to teach- 
ing as much as to patient care). 

One factor crucial to the effectiveness of suck. an am- 
bitious undertaking is a consistent, diligent leader who 
responsibly attends progress rounds and insists on par- 


ticipation by all members of the team. Perhaps most - 


important, the leader always deals with patient-related 
issues with clarity, psychological sophistication, empa- 


. thy, and compassion. 


Another important factor that contributes to the suc- 
cess of progress rounds is staff esprit, which grows 
from the participants' feelings that they are needed, 
useful, and appreciated, and from the staff's pride in 
the demonstrably better results of good discharge plan- 
ning, including a lower readmission rate. 

In summary, patient progress rounds offers an effec- 
tive, efficient, creative addition to the services that can 
be offered by any hospital unit (even technologigally 
sophisticated and medically oriented acute treatment 
units like the coronary care unit), especially in a teach, 
ing hospital. In fact, it may be more valuable than any 
other single activity performed oñ the service and 
probably should be an integral part of teaching hospital 


routine operations. x 


f? 
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The authors describe the resocialization of recovering 


mentally ill male offenders through the halfway house 
program to which they were released. A number of 
guiding principles are discussed in connection with the 
care of this high-risk population. Partial residence for 
those about to be discharged from the hospital was 
one feature of the program. Evaluation of the program 
after three years showed a lower than average rate of 
recidivism and relatively low operating costs; in 
addition, it appeared that predictions regarding 
possible dangerousness can be made with greater 
confidence when halfway house residence is part of 
the treatment plan for this type of population. 


IN 1965 Landy and Greenblatt (1) predicted that half- 
way houses would probably never fully meet the needs 
of the large number of emotionally troubled persons 
who leave hospitals for the mentally ill or are about to 
enter them. While the halfway house movement never- 
theless continued to gather momentum, provision for 
the formerly mentally ill offender has lagged. In their 
study of 129 halfway houses, Glasscote and asso- 
clates (2) listed 9 that served offenders. 

This paper describes a program of community inter- 
vention for the formerly mentally ill offender through 
Hamilton House, a halfway house in Baltimore. It fo- 
cuses on how this halfway house began and on aspects 
of its program and also evaluates its outcome after 3 
years. 

To understand how Hamilton House came about, it 
is necessary to examine this service innovation in the 
context of the house's affiliation with Clifton T. Per- 
kins Hospital Center, a maximum-security state hospi- 
tal serving male mentally ill offenders in Maryland. 
The major purpose of the hospital in its earlier years 
was to provide custodial care and psychiatric evalua- 
tions for persons who were considered mentally ill and 
dangerous and were awaiting court dispositions. How- 
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ever, it soon became apparent to the staff that it was 
al:o necessary to pioneer in community-oriented reha- 
biitative efforts in order to help the many patients who 
wre committed because they were found not guilty by 
reason of insanity. These patients, who suffered the 
dcuble stigma of mental illness and criminality, had to 
eventually make an especially difficult transition from 
the maximum-security setting of the hospital to com- 
munity living. 

Thus a work release program was developed to pro- 
vile vocational opportunities for selected patients and 
to expose them to socializing experiences. Although 
th= program was relatively successful (3), many men 
hed unnecessarily long hospital stays because their so- 
cial relationships in the communities in which they had 
been criminally active were so tenuous that they could 
nct find acceptance there. In addition, it was learned 
that judges were more likely to approve the release of 
those patients for whom adequate living arrangements 
cculd be found. 


ESTABLISHMENT OF THE HOUSE 


Events leading to its establishment determined that, 
acministratively, Hamilton House would be under the 
atspices of the hospital. This collaborative arrange- 
ment was dictated by the realities of funding as well as 
b a court-imposed requirement that discharged hospi- 
tal patients be followed for a specified period. The deci- 
sion to operate the house as an arm of the hospital was 
net undertaken lightly; a number of advantages and 
dsadvantages had to be weighed. One major potential 
d&advantage was that a halfway house administra- 
tively tied to a hospital might become a mere satellite 
of that hospital, thus extending an institutional philoso- 
phy into the community. However, advantages were 
also foreseen in an arrangement that could facilitate 
ccemmunication about patients or residents, increase 
tke likelihood of their moving freely between hospital 
ard halfway house, and provide certain backup serv- 
Ices. 

As the search for a suitable site began it rapidly be- 
ceme clear that in addition to the house’s physical re- 
quirements, the following three major factors had to be 
ccnsidered: receptivity of the neighborhood, whether 
suitable licensing and zoning laws existed, and accessi- 
brity of the house to community supports and work op- 
pertunities. Guided by the experience of others, hospi- 
ta. staff concentrated the search in mixed commercial- 
residential neighborhoods where organized opposition 
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was thought to be unlikely (4). The house eventually 
selected was a stately but old row house with room for 
16 residents, additional weekend visitors, accommoda- 
tions for the house manager, and office space. 

The next Step was the use of a poorly explicated but 
probably commonly used strategy for moving in. 
Dubbed by the staff as the ‘‘selective sneak-in,"" the 
strategy called first for soliciting support from a few se- 
lected community leaders who could act as advocates 
for the house should this prove necessary. They were 
also to become the nucleus for an advisory board. Fol- 
lowing this, a quick and unobtrusive entry into the 
neighborhood was made. The strategy appeared to be 
successful, in part because the neighbors’ questions 
and concerns could be answered more realistically af- 
ter the fact. 


THE PROGRAM 


Goals 


The program of Hamilton House sought to adapt a 
number of goals consonant with established commu- 
nity mental health concepts. 

1. The house was to serve former patients or those 
for whom admission to a mental hospital was a distinct 
possibility. In common with residents of other halfway 
houses, the men needed to acquire basic social skills in 
order to lead productive lives. 

2. A high proportion of the men would be dis- 
tinctive in that they were offenders who were at one 
time considered dangerous. Thus a strong preventive 
thrust would be necessary. 

3. Residence was to be temporary. 

4. The house was intended particularly for men who 
might otherwise have to remain in the hospital for a 
longer period. 

5. Acceptance of a resident was to be without re- 
gard to his ability to pay, although there was a clear 
expectation that he would help defray the cost of his 
stay from earnings or other income. 

6. Partial residence, i.e., brief stays, would be pro- 
vided for patients who could come on weekends to test 
their readiness to leave the hospital and to perhaps lat- 
er live in the halfway house. 

7. Consistent with the continuity of care, services 
were to be offered so that the resident could, if neces- 
sary, continue a counseling relationship developed in 
the house while he was followed in the aftercare clinic 
located on the premises. | 

8. Residents would be afforded a homelike environ- 
ment in which to live. 


Interventions 


There was little precedent regarding the specific na- 
ture of services to be offered this unique population. 
The literature suggested that many halfway houses 
have no clearly designed therapeutic program because 
“health” rather than ''pathology'' is emphasized (5). 
Other halfway houses have more elaborate programs, 
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including psychotherapy (4). The Hamilton House pro- 
gram that was developed featured a minimum of struc- 
ture, the allocation of specific responsibilities to staff; 


a guiding philosophy that the resident be responsible. : 


for himself, and direct intervention with the resident.in 
a counseling relationship when necessary and in group 
sessions. The staff included a resident manager, 
trained counselors who were on duty around-the- 
clock, social workers, and a psychiatric consultant. 

It was necessary to be particularly aware of poten- 
tially explosive situations that. could quickly spell 
doom for the house. Certain signals alerted the staff to 
problems that required immediate action. These sig- 
nals included serious violations of the rules, unex- 
plained absences, or signs of the reoccurrence of men- 
tal illness. When possible, a staff meeting was called to 
discuss the implications of such situations. During 
these staff reviews the resident himself took responsi- 
bility for presenting his situation. He was usually 
asked about his plans for the future, particularly those 
concerning future residence. There was also a routine 
staff review at the end of the third or sixth month of 
residence. There were several possible outcomes, one 
of which was rehospitalization for prevention pur- 
poses. In this respect the staff was mindful of the falla- 
cy, identified by Kubie (6), that hospitalization per se 
is bad for patients. In fact, as it turned out, timely re- 
hospitalization may have averted a number of possible 
offenses. In other instances the resident might purpose- 
ly violate certain rules, chosing this immature but un- 
fortunately common way of indicating his desire to 
leave. If it was deemed appropriate, a suitable plan for 
his release was then worked out. 

The importance of medication should also be noted. 
In any halfway house, residents must be able to as- 
sume responsibility for taking their medication. When 
Hamilton House residents faltered or misused their 
medication, staff members intervened quickly. The 
preferred course was to exert group pressure. Fhe top- 
ic of medication was frequently aired in group meet- 
ings. Many men also came with nagging doubts about 
their sexual adequacy and quite realistic. concerns 
about how medication affected it. This issue, like all 
others, was faced frankly. Usually individual resolu- 
tions of the problem, including changes in medication, 
could be made. 

Nevertheless, crises occurred. House staff viewed 
common crises, such as loss of a job or rebuff in a rela- 
tionship, as not necessarily negative in that, with time- 
ly help, the resident would often develop new ways of 
coping. However, a distinction was made between a 
crisis and a calamity, e.g., committing a serious cüme. 
To forestall calamities, the staff resorted to what may 
be termed critical-incident techniques. The commorr 
thread in these techniques was that they called Zor con- 
frontation, the spelling out of the consequences of cer- 
tain behaviors, and the demonstration of the staff’s in- 
tention to intervene promptly in threatening situations. 

The following examples may. be illustrative. One of 
the residents threatened another one with z knife. 


£p» 
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With the staff's help he was calmed down. A weekend 


resident once made an unsolicited homosexual ad- 


vance to another frightened resident. The matter was 


‘discussed in a group meeting, and safeguards mutually 


agreed upon were taken. Another time, we suspected 
that a resident was smuggling drugs into the house. 
The resident was confronted and the practice stopped. 


Vocational Emphasis 


It was required that a resident either have a job or 
actively look for one. Enrollment in job training or fur- 
ther education was an acceptable substitute. These ex- 
pectations were emphasized despite the difficulty en- 
countered in their full realization. The men's problems 
were varied and ranged from extreme anxiety to the 
need to cope with harsh external realities. Staff mem- 
bers were especially alert to two aspects of the men's 
vocational adjustment. One was job-seeking behavior. 
In individual counseling as well as in group meetings a 
mixture of support, stimulation, and confrontation was 
used to help the men grapple with their dis- 
couragement and with their unrealistic expectations of 
prospective employers. On occasion, in rehearsing for 
an interview with an employer, the men role played. 
They repeatedly discussed such questions as, “‘Do I 
tell my employer about my record?" Each man had to 
work out his own answers. The staff shared with the 
men their finding (realized by others) that employers 
often turn out to be more liberal than is generally sup- 
posed (7). A nearby day labor service agreed to offer 
jobs to unemployed residents, and thus some of them 
worked at least a few days each week while looking for 
a better job. In fact, the day labor jobs may have moti- 
vated them to intensify their job-seeking activities else- 
where. 

The second aspect of vocational adjustment that re- 
ceived staff attention was the actual behavior of the 
men while working. It, was apparent that many diffi- 
culties arose because the men felt stigmatized and re- 
acted impulsively to real or imagined slights. Most of 
the men were quite able to do the work; their problems 
were mainly of an interpersonal nature. Ultimately, 
the two major criteria for assessing job performance 
were continuity of employment (defined as a work- 
week approaching 40 hours) and job stability (1.e., con- 
tinuing on the same job for a reasonable period of 
time). When the men had achieved stable and contin- 
uing employment, their readiness for discharge from 
Hamilton House was automatically considered. Some- 
times the imminence of leaving propelled a resident in- 
to apegression, but this risk had to be taken. 


"Partial Residence 


Partial residence in a halfway house is essentially 
the community equivalent of partial hospitalization. 

This feature of the program had two major com- 
ponents. One involved weekend visits by men who 
were hospitalized but nearly ready for discharge. The 
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oher involved providing temporary assignments at the 
house for those men who were able to‘work or partici- 
pate in a recreational plan. Either way, the men experi- 
enced life in the community and were free of the con- 
trols of a maximum-security hospital. They could also 
renew community ties gradually rather than precipi- 
tcusly. Most important, partial residence permitted an 
irformed decision as to whether living at Hamilton 
House was an appropriate discharge plan. About half 
o- the partial residents eventually chose to become full 
residents. Partial residence thus seemed to accelerate 
the process of recovery from mental illness. In addi- 
tion, when the partial resident later became a full resi- 
dent, his stay was often comparatively brief. In short, 
it appeared that this aspect of the program had poten- 
tia] advantages yet to be fully appreciated. 


Aftercare Services 


Quite logically, the additional function of aftercare 
for the former residents appeared to be a responsibility 
the house might assume. The staff of both the hospital 
aad halfway house needed to consider some important 
issues prior to accepting such a charge. After advan- 
tages and disadvantages were carefully weighed, it 
was decided that the aftercare clinic should be a sepa- 
rate unit with its own director and with separate office 
aad interviewing space in the house. The house staff 
was thus left with primary responsibility for the resi- 
dents and the therapeutic climate of the house. 

Fears that aftercare patients (about 50 were seen in- 
termittently at the Hamilton House clinic) would some- 
how contaminate the halfway house environment 
proved to be unfounded. Indeed, some house residents 
were encouraged to learn that these men, their peers, 
were now living independently in the community and 
doing well. The presence of the aftercare clinic also 
seemed to enhance informal communication between 
the staff of the halfway house and the hospital, to the 
mutual advantage of each. In essence, the experience 
a: Hamilton House seemed to indicate that residential 
care and aftercare were compatible functions that 
could be consolidated to provide a wider range of serv- 
ices. 


EVALUATION 


It is important to demonstrate successful results in 
any endeavor, but particularly when it involves an ele- 
ment of risk. Accordingly, evaluations were made af- 
ter each year of operation. The criteria selected for 
evaluation were derived from Hamilton House objec- 
trves and were limited to those criteria relatively easy 
to measure, i.e., recidivism of the men served, rehos- 
pitalizations, and costs. 

By the end of the third year, in November 1975, the 
halfway house had served 183 men, all of them former 
patients of hospitals for the mentally ill. Of the 183, 90 
were full-time residents who stayed. a week or longer, 
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while 93 were partial residents who visited primarily 
on weekends. About two-thirds of the residents had 
been mentally ill offenders, a proportion that remained 
relatively constant during the 3 years. Most of the men 
had been diagnosed as schizophrenic. Their previous 
offenses included multiple counts of murder, rape, as- 
sault, and robbery. A number of the men had mur- 
dered close family members. Because they had no 
close community ties and were primarily in their 20s 
and 30s, they would have constituted a high-risk after- 
care population even without their criminal re- 
cords (8). A total of 79 men had completed full-time 
residence at Hamilton House by the end of the third 
year. Those who had left to live elsewhere in the com- 
munity had stayed in Hamilton House an average of 
4.5 months. By the end of the third year sufficient time 
had passed to assess the posthospital adjustment of 42 
residents who had come to Hamilton House directly 
upon discharge. Their records were carefully reviewed 
for a period of 18 months following their discharge 
from the hospital. 


Recidivism 


Recidivism in the context of this evaluation was de- 
fined as any criminal offense reported by the police 
during the period of study, regardless of the dis- 
position of the offense. In addition, recidivism should 
be viewed in terms of predictions of dangerousness 
even though such predictions are sometimes criticized 
as ‘‘educated guesses’’ (9). Of the 42 men, 14 of whom 
had committed murder or rape, 2 (4.7%) committed 
new offenses during the period of study. Both of- 
fenses, | attempted rape and 1 burglary, occurred after 
the residents had left the house. While any recidivistic 
act is unfortunate, these findings compare favorably 
with national recidivism rates of about 3396 within a 5- 
year period following institutionalization (10). It thus 
appears that predictions about future criminal behav- 
ior can be made with greater confidence if they include 
safeguards such as a plan for preventive intervention 
in the community. 


Rehospitalization 


Eleven of the 42 men had to be rehospitalized for a 
period longer than | week. There were 4 additional 
shorter rehospitalizations, and all of these residents re- 
turned to Hamilton House. The brief rehospitaliza- 
tions reflected the cooperation between the hospital 
and the halfway house, which made it possible to take 
this type of preventive action when it was felt that the 
resident was dangerous. By comparison, rehospitaliza- 
tion rates for a number of states during equivalent post- 
hospital periods range as high as 4596 (11, 12). One 
study of halfway houses (13), most of which served 
nondangerous men and women, found a 20% read- 
mission rate during the first 18 months following hospi- 
talization. 
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Costs 


The annual budget of Hamilton House was set at - 
$100,000 for each of the 3 years. The men contributed 
about $25 weekly each from earnings and other’ 
sources. Per diem costs thus amounted to $19.56 per 
resident in 1975, much less than the cost of maximum- 
security hospitalization. In addition, during tte first 
year of operation there were demonstrable sav:ngs in 
hospitalization costs because those men discharged to 
Hamilton House had left Clifton T. Perkins Hospital 
Center after an average of 1.4 years—8.5 months 
sooner than a comparable group of patients who had 
been discharged from the hospital to live with their 
families or elsewhere in the community. 

In the second and third years of Hamilton Horse op- 
erations, the staff and advisory board, faced w.th the 
termination of federal funding, applied increasing pres- 
sure to have the halfway house included in statz bud- 
get projections. The previously cited data on costs and 
outcomes were helpful but would not have been deci- 
sive without this type of advocacy. A decision to ap- 
propriate the necessary funds was eventually rr.ade. 


COMMENT 


Halfway houses for mentally ill offenders offer the 
offender more than simply the opportunity to leave the 
hospital. These halfway houses constitute an impor- 
tant means of community intervention that needs to be 
more intensively developed and used. 
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Journal Policy on Multiple Authorship 


It has come to our attention that there has been some misunderstanding regarding the 
Journal's policy on polyauthorship. The number of zuthors listed on a paper is not a factor 
in the review and acceptance/rejection procedure. However, once a decision has been made 
to publish a paper, we do apply Journal policy regarding the number of authors in the by- 
line: only principal researchers and writers of articles are listed in the by-line; collaborators 
who have provided technical and other assistance are acknowledged in a footnote. In papers 
that list more than 4 people as principal authors, we query the first author to verify that those 
individuals were substantial contributors to the research or ideas reported. Since certain 
types of psychiatric research may require multiple workers, we will of course include all of 
the names in these cases. 
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= TOPICAL PAPERS: Some Aspects of Psychiatric Education 


The Education of the Psychiatrist as a Physician 


BY MYRON G. SANDIFER, M.D. 


Reasoning that the psychiatrist should function as 


both a medical specialist and a general physician, the 
author considers the legal, competency, and 
transference issues this approach brings up. He then 
describes what has been done to implement a medical 
approach for faculty and residents in a psychiatric 
training program. The program includes seminars on 
the psychiatrist as a physician, a comprehensive 
rotation in neurology, and the application of basic 
medical skills on inpatient units. 


Tuis PAPER will not continue to debate the role or 
“identity” of the psychiatrist, about which so much 
has been written. Rather, the medical model is un- 
abashedly proposed as the most appropriate for the 
psychiatrist. I will therefore describe the psychiatrist- 
physician (1-4) and outline a developing educational 
program directed toward the goal of training such pro- 
fessionals. 


THE PSYCHIATRIST-PHYSICIAN 


The function of the psychiatrist as a physician has 
two components. The first function is familiar: the psy- 
chiatrist as an expert in a specialized field of medicine. 
The medical content of psychiatry is substantial, rang- 
ing from very specific areas such as psychotropic 
drugs to related areas such as depression in hyper- 
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parathyroidism. The specialized medical function also 
includes important basic scientific knowledge. e.g., of 
the biogenic amines or the renal physiology of lithium. 
It includes a knowledge of and alertness to organic 
brain disease as a cause of psychological syraptoms. 
The biological area of knowledge is enlarging, and 
there is a determination on the part of today's psychia- 


' trists that affective disorders, and in particular the use 
. of lithium, will not slip away from psychiatry as did 


general paresis and pellagra dementia. 

Some areas in which psychiatrists functicning as 
medical specialists need to be knowledgeable are listed 
in appendix 1. This listing is more illustrative than com- 
prehensive, but it is substantial. The biological field 
poses an intellectual and clinical challenge for zhe psy- 
chiatrist who attempts to function with excelleace as a 
medical specialist. The challenge is to keep abreast, to 
be really informed. The idea that screening for physi- 
cal disorders and prescribing psychotropic drugs are 
so simple that they can be learned de novo m a few 


.Weeks must be based on an inadequate know edge of 


how large, expanding, and complex these fielcs really 
are. 

One may also view with some satisfaction the ad- 
vances made in biologically related research by psychi- 
atrists who know the difference between tyramine and 
tyrosine and who can collaborate with colleagues from 
the basic sciences. 

To use an older term with a new and more »ositive 
image, the above is a description of a *'biologizal psy- 
chiatrist." The reaction of some colleagues to this 
term is apt to be, “Oh yes, I know about tkat,”’ or 
“Pm one of them,” or “Pm not one of them.” The 
message of this paper is much stronger than that. Al- 
though I acknowledge special interests and s«iMs for 
particular psychiatrists, my thesis is that the typical 
psychiatrist should function as a medical specialist. If 

0 —— 
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The papers in this section are grouped around a specific topic. Publication here does not, however, imply that the 


Editor considers this material to constitute a comprehensive analysis of the topic. 
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other words, medicine should be the mainstream of 
psychiatry. 
. . There is yet more to the basic functions of the psy- 
chiatrist. In addition to functioning as a specialized ex- 
pert, the psychiatrist should also be capable of per- 
forming certain functions of the general physician. AII 
physicians should continue to function as physicians 
regardless of their specialty. 

By ‘‘general physician” functions I mean first and 
foremost the practice of a thorough diagnostic ap- 
proach. Any physician should be able to take an ade- 
quate history and do a thorough physical examination 
and appropriate laboratory studies. The time has come 
to reverse psychiatrists’ avoidance of performing 
these tasks. Appendix 2 lists some areas of general 
physician functions. Diagnostic evaluation heads the 
list, as it should. This is so obvious that its importance 
can be overlooked. The key is to ask questions. Is the 
patient's weight loss caused by depression or could it 
be something else? Should the patient's '"'tiredness"' 
be treated with amitriptyline or a life adjustment, or 
should a crucial thinking process be interposed, i.e., 
why does the tiredness exist? Will psychiatrists contin- 
ue to expect other physicians to do this type of think- 
ing for them? The answer is, of course, that psychia- 
trists can and must apply the diagnostic approach in 
the tradition of comprehensive medicine. 

Psychiatrists, like other physicians, can prepare for 
a consultant's opinion by doing screening procedures 
that are obviously indicated. They can also provide 
maintenance care in chronic conditions, usually car- 
rying out a regimen advised by a colleague. (Why not? 
Other physicians do.) There are also mild, transient 
conditions which do not require heroic specialized 
medical intervention but for which some relief is wel- 
comed. Psychiatrists, like other physicians, should al- 
so be able to respond in emergencies. It makes no 
sense for them to stand aside waiting for the doctor to 
come. Every psychiatrist has spent 3 or 4 years learn- 
ing general physician functions; there is no rationale 
for abandoning these. 


THREE ISSUES 


Three aspects of general physician functions must 
be considered: the legal issues, the competence of the 
psychiatrist in general physician functions, and the 
transference. In regard to the legal issues, all physi- 
cians are licensed to practice medicine, not to practice 
a particular specialty. It is necessary to use a little com- 
mon sense in the matter. One does not expect estab- 
lished#psychiatrists to assume total responsibility for 
complex patient problems. However, in my opinion, 
they do not place themselves in legal jeopardy by treat- 
ing simple proBlems, by rendering temporary care in 
more complex problems, and by carrying out health 
maintenance programs in association with another spe- 
cialized colleague 4f the psychiatrist keeps up with 
what is going on in medicine. 
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The legal issue thus relates directly to continuing 
education and to the competence maintained by educa- 
ticn. How did typical practicing physicians become 
competent in the use of propranolol or ampicillin? 
TFese drugs were not in use when they were in medi- 
ca. school. The answer is, of course, that they learned 
th-ough continued education. The psychiatrist, too, 
can maintain competence by continuing education in 
basic medical practice. There are ample opportunities 
for this; psychiatrists should not be left behind as nar- 
rox, nonbiological ex-physicians. Not all of our bur- 
ge»ning continuing education has to be limited to 
stxictly psychiatric topics. The psychiatrist does not 
have to develop new knowledge and skill to be a gener- 
al physician so much as he or she has to prevent the 
dezeriorating of skills learned in medical school. 

The third issue, transference, is used in the psycho- 
aralytic sense, i.e., ‘‘to keep the field of interaction be- 
tween patient and analyst relatively free from con- 
tamination” (5). Obviously, this paper directs itself to 
the practice of psychiatry rather than the practice of 
psychoanalysis, but the mimicking of the analyst's in- 
sc"utability has probably had an inhibiting effect on the 
practice of general psychiatry. Undoubtedly there are 
some patients for whom it is more appropriate to main- 
tam a reflective role, but, as far as I can tell, psychia- 
trists can step outside the role of the psychotherapist 
inso the broader role of the physician without any but 
beneficial effects on the physician-patient relationship. 


PSYCHOTHERAPY 


Although the foregoing has described some of the bi- 
olegically oriented functions of the psychiatrist as a 
physician, the psychiatrist is also expected to be 
sk lled in *'talking therapies.” The program described 
below includes instruction in dynamic and behavioral 
therapeutic approaches in addition to other features. 
Tre emerging resident is expected to be skilled in the 
psychotherapies, but even this skill does not totally 
di: tinguish the psychiatrist from other physicians. One 
weuld hope, for example, that the general physician 
could skillfully talk with the obese patient—or any 
patient, for that matter. What should distinguish psy- 
chiatrists from other physicians is that psychiatrists 
have more training and are more skillful in the various 
taking therapies. What should not distinguish them 
frcm other physicians is that talking is the only thing 
they do. I would therefore stress the need for more 
physician orientation by psychiatrists but would not 
exclude the various psychotherapies as a part of medi- 
ca. practice. At the practical level, this means that psy- 
chxatrists would refer appropriate patients to non- 
medical psychotherapists. The psychiatrist's time 
should not be totally consumed by psychotherapy. 

How practical is this approach? What, for example, 
ofthe psychiatrist who has been practicing psychother- 
apw for about 20 or 30 years? Can he or she make the 
trensition to the medical model as described in this pa- 


Am J Psychiatry 134:1, January 1977 5] 


\ 


^ 


b 
mae ux \ 


THE PSYCHIATRIST AS A PHYSICIAN 


a 
. 


^ ^— 
a 


per? Does he or she want to? There are several an- 


swers to these questions. First, a major reorientation: 


' and change in attitudes is called for. The need for a 


phasing in, i.e., an evolutionary approach, is obvious. 
In fact, if the proposed changes occur, they will take 
place gradually for a number of reasons, including con- 
tinuing controversy, inertia, and simply the time neces- 
sary to develop broader attitudes and additional com- 


 petence. Having said that, I must make it clear that 


this does not mean waiting for a new generation of psy- 


chiatrists to carry the medical torch. Age and experi- 
ence are not deterrents to change. It is also possible 
that trends in the general economy and more carefully 


scrutinized methods of payments for medical services - 


‘will provide additional incentives for increasing the 


psyenuatust s medical orientation. 


- 


. IMPLEMENTING AN EDUCATIONAL PROGRAM 


T The following briefly describes what has been done 
. toimplement the medical approach for faculty and resi- 


dents at the University of Kentucky. 

A seminar.series titled the Psychiatrist-as- a-Physi- 
cian has been instituted. Illustrative seminar topics in- 
clude health screening, hypertension, diuretics and 
lithium, endocrine screening, psychogenic polydypsia, 
cardiopulmonary. resuscitation, special-risk patients 
(psychotropic drugs), contraceptives and other com- 


. mon prescriptions, the patient with weight loss, adre- 


nergic and cholinergic systems, and physical problems 
in alcoholism. 

Some of the seminars are presented by the psychia- 
try faculty and residents; others are presented by facul- 
ty from other departments. Entirely voluntary, atten- 
dance has been most gratifying, and the range of partic- 
ipants has been from first-year residents to full 
professors. In essence, this is our particular continuing 
education. 

A philosophy has developed in the residency educa- 
tion program to take care of our own patients to the 


. extent of our abilities. This by no means implies that 


we do not call on consultants from other services, but 


we prepare for the consultant's visit. An adequate his- 


tory, examination, X rays, and preliminary laboratory 
tests are available for the consultant when he or she 
arrives. 

In a recent survey of i inpatients, we found that slight- 


| ly more than one-third of our psychiatric patients had 


definable physical problems, such as chronic obstruc- 
tive airway disease, benign prostatic hypertrophy, pe- 
ripheral neuropathy, diabetes, cholelithiasis, trich- 
omonas vaginitis, and recent conversion to a posi- 
tive tuberculin test. The minor problems are taken 


care of by the psychiatric staff; others are prepared for. 


the consultant's opinion. Medical students, of course, 
also participate in this comprehensive approach. 

Our residents also rotate through 2 months of neurol- 
ogy, which 1s a demanding, comprehensive service re- 
quiring major clinical care responsibilities. The recent 
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return of a requirement of clinical experience outside 
psychiatry as part of the first year of a 4-year psychia- 


try residency will be insufficient if this outsid2 clinical | 


experience is limited to the minimum requirement of 4 
months on other services followed by 44 months óf 
straight psychiatry. The University of Kentucky had 
previously developed its own 4-year plan in which half 
of the time in each of the first 2 years is spent on other 
services. Many variations are possible, but a token 
bow to general physician functions is insufficient. 

The consultation service is also used to préctice the 
comprehensive approach. Residents are urged to 
check out physical findings. Seminars are held to deal 
with such areas as parietal lobe syndromes, pain prob- 
lems, and electrolyte disturbances. Relat onships, 
e.g., working with the staff on a burn unit, ar= not ne- 
glected, but the physical part of illness has been so 
long neglected by psychiatrists that it needs emphasis. 
For example, how can the psychiatric resident assist in 
differential diagnosis of a patient’s problem unless he 
or she knows something about the syndromes under 
consideration? 

In uncomplicated cases, residents give their own 
anesthesia for ECT with instruction and supervision 


. by one of a team of attending psychiatrists. This has 


been done for over a year and a half, and tke proce- 
dure has gone well. The key is a capable, experienced 
supervisor who can develop his or her capabilities 1 In 
others. 

An examining table with appropriate equipment has 
been installed in our office wing. No longer is it neces- 
sary to go scurrying around to another clinic to find a 
sphygmomanometer to take the blood pressure of out- 
patients taking psychotropic medication, to caeck out 
an optic fundus, or even to do a complete pLysical. 


An undiagnosed symptom clinic has also been estab- _ 


lished. This new venture deals with patients w th atypi- 
cal pain and other inadequately explained symptoms. 
The object is to make a diagnosis when possible and 
render comprehensive care always. 

The residency education program at our school iS 
not enough, but it is a beginning. Other plans zre under 
way. To borrow a phrase, itis not the beginniag of the 


. end (as some might think), but it is the end of the begin- 


ning. As far as our program is concerned, it is the end 
of riding madly off in all directions (6) and tke begin- 
ning of a solid educational program based on the medi- 


: cal model. We are aware that it is not the end of con- 


troversy or experimentation, nor should it be but it is 
an obvious application of the basic definition of the 
psychiatrist as a physician. 
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APPENDIX 1 
Areas of Speciallzed Physician Functions 


1. Alcoholism—all aspects 

2. Biology of mental disorders, including neurochemical 
facts and theories, genetics, and epidemiology 

3. Delirium, including that caused by steroids and other 
drugs, open-heart surgery, and poisonings 

4. Dementia, including senile dementias and those caused 
by slow viruses 

5. ECT 

6. EEG 

7. Elementary neurochemistry 

8. Hyperkinesias and dyskinesias 

9. Neuropsychiatric disorders, e.g., narcolepsy and tem- 
poral lobe syndromes 

10. Obesity 

11. Overdose, including anticholinergic syndromes 
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12. Pain 
13. Physical dependence on alcohol, barbiturates, and 
opioids 


4. Physical disorders, including hyperparathyroidism, dia- 
betes insipidus, porphyrias, and, especially, psy- 
choendocrinology 

15. Psychopharmacology 

16. Psychotherapy 


dee 


APFENDIX 2 
Arezs of General Physician Functions 


1. Diagnostic evaluation, including history taking, physical 
examination, and laboratory studies 

2. Routine workup for medical conditions to prepare patient 
for consultant 

3. Maintenance care in chronic illnesses, e.g., arthritis, hy- 
pertension, diabetes, and epilepsy 

4. nterim treatment of mild, transient conditions, e.g., skin 
rashes, upper respiratory infections, some urinary tract 
infections, acute gastroenteritis, side effects of con- 
traceptives, and aches and pains 

5. =mergency situations, e.g., cardiopulmonary resuscita- 
tion 


Challenging the Medical Student in a Psychiatry Clerkship 


BY LESLIE S. LINET, M.D. 


Medical students sometimes view their rotation in 
psychiatry as a less-than-optimal experience. The 
author focuses on the often-heard reference to the 
psychiatric clerkship as a vacation and the adverse 
consequences of this attitude on learning. He 
emphasizes that the medical student can be given a 
substantial quantity and quality of responsibility 
without making the clerkship either aggressively 
overwhelming or disdained as unchallenging. 


MEDAL STUDENTS POSSESS a considerable capacity 

to learn. They are excellent students, but they some- 

times describe their rotation in psychiatry as less than 
— 
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op.imal. This paper discusses the reasons for medical 
sttdents’ disaffection with psychiatry, focusing in par- 
ticilar on the often-heard reference to the psychiatric 
clerkship as a vacation. The consequence of being ‘‘on 
vacation'' can be adverse learning conditions. Human 
naure being what it is, if little is asked of students in 
the clerkship they may make only a minor investment 
in earning. Ás a consequence they may learn little de- 
spe their capabilities and their willingness to be edu- 
cated. In this paper I will describe a psychiatric clini- 
cal clerkship in which the medical students were as- 
signed a substantial quantity and quality of 
responsibility. 


ATTITUDES TOWARD PSYCHIATRY CLERKSHIPS 
There is a considerable tendency for medical stu- 


deats and nonpsychiatric physicians to view with skep- 
tic sm the importance of the study of psychiatry. Medi- 
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cal students in one study were found to view psychia- 


trists as more easygoing, less rigid, and less arrogant 


but also as less clear thinking, less realistic, less alert, 
and less competent than other specialists (1). 

Often the orientation of medical students is toward 
physical medicine alone. Psychopathology and its 
etiology, particularly with reference to unconscious 
phenomena, cannot be seen as easily as can the histo- 
pathology of a diseased liver. The treatment of physi- 
cal illness is also generally more clearcut than that of 
psychiatric illness. 

Papernik and associates (2) cited among the factors 
that account for the medical student’s attitude toward 
psychiatry the controversy ‘and lack of clarity over 
such psychiatric issues as criteria for involuntary hos- 
pitalization, diagnosis, and treatment. They also em- 
phasized that the study of psychiatry can precipitate 
anxiety related to the personal frustrations of the medi- 
cal student and that the resulting fear of contact with 
psychiatrists, psychiatric Issues, and mentally ill 
patients can be expressed as contempt for psychiatry. 

Blackman (3) stated that medical students tend to 
view the psychiatric clerkship as a vacation and to see 
psychiatry as a much less important course than their 
other studies. He concluded that this lower respect 
and appreciation result from the psychiatric faculty’s 
being too kind and understanding in comparison with 
other medical school departmental faculty, whose 
courses he described as more demanding, difficult, and 
time-consuming. He concluded, '"Thus the medical 
student is 'conditioned' to fear and respect the in- 
tricacy and extensiveness of these subjects” (italics 
added). Blackman emphasized this respect as a con- 
sequence, at least in part, of the students’ identifica- 
tion with the aggressor. 

Hoffman and Feldman (4) argued that the fact that 
those who teach psychiatry are humane, sympathetic 
physicians attracts students to psychiatry and fosters a 
more mature learning process. In addition, they ar- 
gued, the reason and empathy shown in psychiatric 
teaching provide a model for identification for the stu- 
dent, paralleling the treatment given by a humane phy- 
sician, who does not browbeat his or her patients into 
getting better. Reiser (5) also emphasized this human- 
istic aspect, giving as one of the three goals in the 
teaching of psychiatry the imparting to medical stu- 
dents of humanistic perspectives. 

Educators certainly do not support teaching by fear 


`~ and respect, as some have interpreted Blackman’s po- 


sition. Blackman suggested that the psychiatric clerk- 
ship sometimes lacks a valid teaching element. Medi- 
cal students are often not asked to make an investment 
in learning equal to their potential as excellent stu- 
dents. Their day-to-day responsibilities in a psychiat- 
ric clerkship may be quite light, and Blackman stated 
that their learning consequently suffers (3, 6). It is well 
known that active learning favors mastery of a subject 
and is superior to a more remote, less involved ap- 
proach. Educators know this. In fact, the system of in- 
ternship and residency training in general is predicated 
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on the idea of learning by carrying out active and pri- 
mary responsibilities. 

Medical students have indicated a preference for . 
psychiatric clerkships that include involvemert and re- 
sponsibility, according to Werkman and asso- 
ciates (7), who studied ratings by 126 students in psy- 
chiatric clerkships. After completing their clerkships 
the students ranked the following in order of prefer- 
ence: outpatient department, emergency room, didac- 
tic seminar, child psychiatry, interview observation, 
and inpatient wards. The highest ratings were given to 
the outpatient department and the emergency room, 
suggesting that ''responsible involvement with 
patients is a most highly prized aspect of a psychiatric 
clerkship. In both of these services the student is the 
primary physician, and even though these very experi- 
ences mobilize a great deal of anxiety, the ratings giv- 
en them highlight their importance for learning'' (7). 

Kasuboski and Marshall (8) reported that students 
given supervised responsibility for patient care on an 
acute inpatient service left the psychiatric clerkship 
with feelings of enthusiasm and competence. Others 
have demonstrated similar findings with medical stu- 
dents functioning as primary physicians on psvchiatric 
wards (9, 10). Adler (11) found that care given by med- 
ical students was comparable to that given by first- 
year residents, the students making up with increased 
enthusiasm what they lacked in experience. 

The goal of the program described below is to avoid 
the psychiatry clinical clerkship Scylla of a vacation 
and Charybdis of excessive and disturbing demands on 
the student. 


AN ACTIVE PSYCHIATRIC CLERKSHIP 


An extremely active acute adult inpatient service in 
a large New York City hospital is the site of our 4- 
week clerkship assignment. The average hospital stay 
for the patients on this ward is approximately 12 days. 
The patients are evaluated for discharge and aftercare, 
brief hospitalization of a few days, or transfer for long- 
er-term treatment on another ward or in another hospi- 
tal. Each medical student is assigned to an attending 
psychiatrist who, in turn, is assigned only 1 student. 
The medical student joins a team composed cf the at- 
tending psychiatrist, a psychiatric social worker, team 
nurses, and, at times, a first-year psychiatric resident. 
The team is assigned approximately 15 new admis- 
sions a week; the team census at any given time gener- 
ally ranges from 10 to 20 patients. 

In the presence of the attending seep den ds stu- 
dent performs the evaluation interviews on 2 neWly ad- 
mitted patients each day. Students are told that the in- 
terview is theirs and will not be interrupted by the at- 
tending psychiatrist except for emefgencies. After 
they complete the interview the students ask whether 
the patient would mind if someone else (the attending 
psychiatrist) were to ask the patient any further ques- 
tions. Thus students are encouraged to feel that they 


are the primary physician evaluating the patient. 

After the interview the patient is excused and the 
student's interviewing technique and the patient are 
discussed. Students are asked to present the patient's 
mental status, to formulate a diagnosis and prognosis, 
and then to write a brief case summary that includes 
chief complaint, history, mental status, diagnosis, and 
treatment plan. After any appropriate changes have 
been made by the attending psychiatrist, this written 
case summary is given to a secretary by the attending 
psychiatrist for typing as the official case summary. 
Students thus see their written case summaries used in 
a real sense and not merely as busywork. Students are 
treated as professional junior colleagues whose efforts 
are of value and importance. 

Students are responsible for following all of the 
patients whom they have interviewed and evaluated 
throughout the patient's hospital course, which may 
vary from a few hours to several days. All members of 
the treatment team, including the medical student, at- 
tend team chart reviews held three times a week. At 
each of the chart reviews every patient in the team's 
care is discussed. When the discussion concerns a 
patient for whom the medical student is the doctor the 
student is questioned about the patient's progress. 
Medical students are thus given to understand that 
they are expected not only to evaluate but also to fol- 
low closely each of their patients. Other members of 
the team, particularly the nurses, add their observa- 
tions of the patients during the chart reviews. When 
more direct observation by the attending psychiatrist 
Is indicated, the patient is seen. Discussion of such is- 
sues as changes in treatment, medication, discharge, 
cr further hospitalization include the participation of 
all members of the team but particularlv the medical 
student when his or her patient is being discussed. 
Thus chart reviews are used to combine patient care 
and teaching, and the medical student experiences 
both supervised learning and responsibility. 


REACTIONS 


This report is anecdotal; it lacks statistical com- 
parison with other teaching methods. However, an im- 
pression of success is given by one important crite- 
ron: the positive verbal comments of all 7 students 
who have been assigned to the clerkship described 
above during the past 112 years. Every junior medical 
student at the medical school is asked to comment on 
the rotation in writing on completion of the psychiatric 
clerkship. The responses of these students can be 
anon¥mous, but 6 students in the clerkship described 
ip this paper indicated their identity. The following are 
their written.comments: 

Student 1: ‘I was able to interview 2 and 3 patients 
per day and to write and discuss my reports with my 
preceptor. The experience was excellent and always 
kept my interest.'* 

- Student 2: ‘“Good clerkship . . . tremendous." 
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Student 3: ‘‘Excellent clinical clerkship.” 

Student 4: Excellent in general. I examined about 
40 patients myself and observed 15 to 20 more inter- 
views. We often discussed interview techniques and 
disease processes.” S. 

student 5: “The experience was very good.” 

Student 6: “I interviewed a number of acutely ill 
padents and wrote them up under the direction of the 
attending. I thought this was very valuable." 


CCMMENT 


The large number of patients seen by the medical 
students during this 4-week psychiatric clerkship was 
seen as an asset. Difficulties in following each patient 
and giving each patient a substantial amount of individ- 
ua. attention with a limited staff are turned to advan- 
tage: the patients are given additional time by a medi- 
cal student functioning as a professional staff mem- 
be-. The checks by means of chart reviews serve to 
pick out aspects of clinical observation that an inexpe- 
rienced medical student might miss. All of the person- 
ne. involved in the program have been enthusiastic 
about it: nurses, social workers, psychiatric residents, 
attending psychiatrists, and, last but not least, medical 
strdents. 

The psychiatric clerkship can be made a productive 
learning experience without becoming, on the one 
haad, aggressively overwhelming or, on the other 
haad, a disdained vacation. The medical student can 
be given responsibilities commensurate with his or her 
considerable potential. He or she can learn by engag- 
ing in an active experience. 
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Learning Child Psychiatry Skills on the Adult Inpatient Service 


BY KENNETH $. ROBSON, M.D., SHARON CERNY, M.S.W., GERALD ADLER, M.D., 


ALAN MARKS, M.D., AND RICHARD BLACHER, M.D. 





Integration of child psychiatry training into general 
psychiatric residency programs is often unsuccessful. 
The authors describe an innovative model of training 
in child psychiatry that involves the children of adult 
inpatients. This model offers several advantages: 
splitting of child-adult psychiatric training is avoided, 
child diagnostic and evaluative skills tend to be 
learned rapidly, preventive orientations develop, and 
family process is both learned and used. Preliminary 
experience with this model on two inpatient services 
suggests that it is both didactically effective and 
economical in child psychiatry staff hours. 





ACCREDITATION OF RESIDENCY training programs in 
general psychiatry by the American Medical Associa- 
tion includes a requirement for training in child psychi- 
atry (1). Although all psychiatric educators would 
agree that skills in working with children and their fam- 
ilies are relevant to the competencies of the generalist, 

such skills are rarely developed in the graduates of 
most approved programs. A 1975 survey of all federal- 
ly funded basic residency programs concluded, 


The fact that child mental health content headed the list 
of issues of special concern in the survey suggests that the 
APA and NIMH personnel who planned the study may 
have questioned how well this content was being covered 
in basic psychiatry training programs. The data suggest 
that such doubts may be well founded. It appears that 
there is reason to doubt not only the adequacy of coverage 
of child mental health but even whether some programs 
continue to méet the minimum standards for approval. (2) 
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The, author of this survey also noted that there ap- 
peared to be an “‘almost total absence of references to 
Innovative approaches” to child mental health train- 


We shall describe an innovative model of suzh train- 
ing that locates the resident's experience with children 
and their families at the heart of his or her clinical 
work, i.e., the adult inpatient service. The pcpulation 
served and learned from consists of the families, in- 
cluding the children, of the residents' patients on that 
service. After 2 years of preliminary experience with 
this model we believe that it may successfully address 
some of the problems that have impaired the devel- 
opment of effective child psychiatric curricu.a in the 
basic psychiatric residency. Because these problems 
may be common to many training programs and be- 
cause they have shaped our thinking, we wil] review 
them briefly before describing the goals, conteat, strat- 
egies of implementation, and educational advantages 


of our program. 


SOME PROBLEMS OF CHILD PSYCHIATRY TEAINING 


The historical relationship between general psychia- 
try services and their child counterparts is kong and 
complicated (3). In many instances children's services 
are both geographically and administratively s2parated 
from adult programs and facilities. Fiscally they may 
contribute minimally to overall departmental and/or in- 
stitutional support. Training is so inextricably bound 
to service systems that the isolation of training in child 
work seems inevitable. The fate of family therapy 
training programs is often similar; one sometimes is un- 
aware that children live in family units. These: realities . 
of the power structure dictate against integrated train- 
ing as well as service; educational parochiélism re- 
sults. General residents are quick to perceive these 
phenomena as they align themselves with the already 
difficult tasks of acquiring the tools to deal with adult 
psychopathology. Within this frame of referee child 
psychiatry training often becomes a periphezal if not 
distracting task. . 

There is a related problem. The general resident’s 
supervisors provide models from whom to lezrn skills 
and with whom to identify. Most of these supervisors 
have had little or no child psychiatry training and may 
therefore view the problems of children wit sincere 
respect but from an. uneasy distance. This distance 
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gains substantial support from the often intense uncon- 
scious resistances to direct clinical contact with chil- 
‘dren. Therefore, as residents rapidly acquire the pre- 
. vailing attitudes of their supervisors, they may simulta- 
neously devalue the acquisition of child psychiatry 
skills as one of their basic competencies. 

In part as a result of these institutional and supervi- 
sory difficulties, the child training that is offered within 
the basic residency may have inherent limitations. The 
goals of such training tend to be poorly conceptual- 
ized. For example, within our own program general 
residents used to treat 1 or 2 children in long-term psy- 
chotherapy at the child guidance clinic. In other pro- 
grams the resident may spend short blocks of time on a 
child service in which the goals are established for 
child fellows. Such experiences can foster more rather 
than less anxiety in the general resident while leaving 
him or her with minimal usable skills. Finally, the limit- 
ed number of available hours for child training and 
their lack of continuity over time appear to be impor- 
tant problems in many basic residencies. Ongoing ex- 
perience in sufficient depth is critical for the learning of 
competencies in any discipline. 

Although there are differences among all basic resi- 
dencies in these respects, it is our impression that this 
pattern of problems is more the rule than not. We have 
attempted to design our training program to solve 
some of these dilemmas. 


A MODEL OF CHILD PSYCHIATRY TRAINING 


The Department of Psychiatry of the New England 
Medical Center Hospital and Tufts University School 
of Medicine has 33 residents in general psychiatry. 
The child psychiatry service, administratively a divi- 
sion of the department, provides extensive services to 
children and their families and offers comprehensive 
training to 8 child fellows. Service and training “‘cross- 
over" between adult and child programs had been min- 
imal before the program described below was started. 

There are two major adult inpatient units within the 
department: that of the Boston Veterans Administra- 
tion Hospital (100 beds) and a small but highly staffed 
unt at New England Medical Center Hospital (10 
beds). Child psychiatry training has existed for 2 years 
on the Veterans Administration Hospital service and 
for 1 year at New England Medical Center Hospital. 
General psychiatric residents begin their training on 
one of these services and, with some exceptions, 
spend 1 full year in each. During these first 2 years of 
traing approximately 65% of the residents’ time is 
spent in activities related to these inpatient settings, 
both of which tend to emphasize individual long-term 
dynamically-ariented therapy. Although some work 
with families was carried out on both services before 
our program started, it was not a dominant modality 
on either one. Furthermore, '*family" usually included 
a spouse, other adults, or adolescents; young children 
'were rarely included in evaluations or treatment plans. 
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S cial work staff conducted most of the family work in 
both settings. i 


Goals of Training on the Inpatient Service 


In moving child psychiatry traing for general psy- 
chiatry residents into these adult settings during the 
first 2 years of residency, we have articulated several 
educational goals. The two primary goals are as fol- 
lcws: 

]l. To develop competence in assessing devel- 
opmental status in children of all ages; this com- 
petence should be sufficient to enable the resident to a) 
icentify and describe childhood and adolescent dis- 
ozders and b) make judgments as to the need for ongo- 
irg care and/or referral elsewhere. 

2. To acquire skills in effective intervention with 
children and their families within the context of the 
parent's hospitalization. 

We believe that these two goals relate clearly to one 
another and to the service setting within which both 
tke resident and the patient/family unit find them- 
selves. Evaluation and crisis intervention with the en- 
tie family are emphasized; child therapies, as such, 
are not part of this curriculum. Related goals of this 
training program include the following: 

3. To acquire, through both the literature and direct 
c:inical contact, a working knowledge of devel- 
opmental processes, their vicissitudes and deviations. 

4. To build an appreciation of the roles played by 
children in precipitating parental/family psycho- 
pathology and, conversely, the manner in which pa- 
rental behaviors influence developing children. 

5. To incorporate preventive attitudes and skills in- 
tc the resident’s approaches to mental illness. 

6. To deepen the resident’s appreciation of the role 
piayed by intrapsychic and family childhood experi- 
ences in contributing to adult disturbances and to facili- 
tete his or her empathic appreciation of these experi- 
ences. 

7. To develop collaborative skills in working with 
other mental health professionals. 

8. To elaborate an integrated model of patient care 
within which the selection of treatment modalities—in- 
chiding individual adult, child, and family therapies— 
is dictated by clinical need rather than by parochial 
educational plans. 

These six latter goals are clearly related to the first 
tvo primary aims of our program. For example, it is 
well known that the children of seriously disturbed par- 
emts are at risk for developing subsequent psychiatric 
illness; therefore, preventive efforts with this popu- 
lation, particularly at a time of crisis, are indicated. 
S:milarly, a resident assessing the impact of parental 
iliness on all family members (such illness is often con- 
tributed to by factors relating to the children) must in- 
tegrate his or her observations in order to develop an 
adequate formulation and working plan. 

We believe that these goals are realistic, valuable, 
amd compatible with the highest quality of clinical 
cere. However, because our program is in its prelimi- 
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nary stages the implementation of these goals is still in 
process, as is eVident in the description to follow. 


Structure and Content. 


Time jegurena for first- and second-year resi- 

dents include 5 hours a week of work relating to chil- 
dren and families. Within this block approximately 3 
hours involve clinical experience while 2 hours are de- 
voted to supervision and teaching conferences. Both 
the time and the content of child training in the third 
year of residency remain to be developed. 
. Although the content of the resident's program is 
similar in both inpatient settings, the Veterans Admin- 
istration Hospital unit currently provides a more struc- 
tured experience. This difference is a result of the fact 
that this unit has had an additional year of devel- 
opment. 

Clinical experience consists of family and child as- 
sessments with assigned inpatients. The resident and 
staff social worker often make these initial assess- 
ments together. After the resident has developed an al- 
liance with the family he or she may see the children 
individually as clinical needs dictate. The initial tasks 
are to 1) evaluate family factors in the patient's illness; 
2) assess the nature of the family's needs in general, 
and those of the children in particular, in relation to 
both the crisis of hospitalization and the family's sta- 
tus before hospitalization; and 3) evolve a working ther- 
apeutic plan that includes intervention with the family 
unit, more extensive evaluation of particular children, 
and referral elsewhere if indicated. 


Case Reports 


Case 1. A 45-year-old severely depressed man hanged him- 
self in his basement. His wife, unable to cut him down alone, 
requested the assistance of her four children (ranging in age 
from 5 to 14). The family evaluation led to ongoing work with 


the children to assist them in integrating this trauma. Further-, 


more, the resident involved was helped to assess the devel- 
opmental status of the children. 

Case 2. A 23-year-old divorced mother óÉ two children 
(ages 4 and 7) was admitted after multiple suicide attempts 
and flagrant psychotic behavior. Her inability to perform ma- 
ternal functions appeared to have contributed to her psycho- 
sis. The reality situation of the children, the question of 
abuse, and the need for evaluation of their psychological sta- 
tus were apparent. In this instance one resident was assigned 
to the mother and another resident was assigned to the chil- 
dren and other family members. The latter resident made ef- 
forts to reality test the mother's iliness with the children 
while evaluating their developmental status and need for con- 
tinuing therapeutic intervention. He also participated in deci- 
sions regarding foster placement and protective custody for 
them. 

Case 3. A 55-year-old man whose son had died from a drug 
overdose a year before was admitted to one of our units with 
a psychotic depressive disorder. One of his adolescent 
daughters was felt to be at risk by the assigned resident and 
was evaluated by him. This resident and a ward nurse contin- 
ued regular family meetings as the primary treatment modali- 
ty to facilitate the mourning for the deceased son and broth- 
er. 
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been admitted at the time his second child was born. Sub- 


sequent admissions raised serious questions about the devel-’ 
opment of both children (ages 2 and 5). In addition to the, 


patient's individual resident therapist, a second resident be- 
gan parent counseling with the mother combined witl period- 
ic evaluation of the children. Concerns about tke older 
child's development prompted his referral elsewhere “or a de- 
finitive assessment. 


Supervision and Teaching 
The supervision of the kind of clinical expe-iences 


described above is a critical component of the training 
program. Residents receive 30 minutes of supervision 


a week in groups of 4 to 5. Two years ago, in the initial 


phases of our program, this was an adequate amount 
of supervision. Within 1 year, however, the naed for 
additional supervisory time became a limiting fzctor in 
both program development and responsible services. 
Current plans call for a marked increase in supervisory 
hours. Within the Veterans Administration Hospital 
unit we have provided weekly consultatiom'super- 
vision to chief residents and staff social workezs; this 
group has been crucial in initial program implementa- 
tion, particularly in a setting in which senior staff have 
not been trained in child psychiatry. 

Teaching conferences are also an important part of 
the program. These conferences consist of clinical pre- 
sentations of children and their families, all of whom 
are interviewed together. This format provides mod- 
eling, supervision, and intense didactic experiences in 
which the patient's dynamics, the family process, and 
child development are simultaneously viewed from 
new vantage points. It is compelling teaching. We pro- 


. videa weekly service-wide conference for all residents 


and staff. In addition, in both the Veterans Admaunistra- 
tion Hospital and the New England Medical Center 
Hospital units, we take weekly rotations through the 
regularly scheduled inpatient teaching confe-ences. 
These latter conferences gain both visibility and credi- 
bility for child psychiatry training and services. 

Staffing for the entire program is currently provided 
by 5 hours of child psychiatry time on each unit and 5 
hours of psychiatric social work time at the Veterans 
Administration Hospital. This modest input sufficed 
only until the program was under way. Supe-visory 
needs then burgeoned, and expansion of staffing time 
was essential. Such a shift must be anticipated. In time 
some adult psychiatry staff may also become auxiliary 
supervisors. Within our Veterans Administraticn Hos- 
pital unit staff social workers and chief residenzs have 
taken on this role. In this respect, staffing and üNServ- 
ice training go hand in hand. n 


DISCUSSION 


Although this program is in its early stages of devel- 
opment, and it is still too early to identify its lorg-term 


influence on graduates of the basic residency, we are" 
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Case 4. A 25-year-old married schizophrenic man had" 


N profoundly impressed with its potential. However, this 
approach to child psychiatry training is not without 
complications. Resistance to implementation is strong. 
. We believe that a major component of such resistance 
ig the intense affects that exposure to children in such 
distress inevitably elicits. Furthermore, residents may 
feel unsupported until child and adult staff evolve use- 
ful alliances with one another; this process requires 
both time and patience. Development of such alliances 
is important if splitting between individual adult and 
child/family supervisors is to be avoided. 
Nevertheless, the educational gains appear to us to 
justify the difficulties. In response to our initial experi- 
ences we are now expanding this model to some of our 
outpatient services. In spite of ourselves we are com- 
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irg to believe that individual, adult, family, and child 
evaluative skills are compatible modalities and that 
this kind of training program can facilitate the in-depth 
rrastery of these skills within the basic residency. 
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The Emotionally Disturbed Psychiatric Resident 


BY ANDREW T. RUSSELL, M.D., ROBERT O. PASNAU, M.D., AND ZEBULON C. TAINTOR, M.D. 


The authors compared data on 2,860 residents 
gathered by means of questionnaire responses by 
residency directors with data on 288 residents found in 
an earlier similar survey to have emotional difficulties. 
They found that age, marital status, previous 
psychiatric treatment, substance abuse, and previous 
nonpsychiatric medical practice differentiated the 
"problem" residents from the total residency 
population surveyed. However, sex, ethnicity, foreign 
medical graduation, and transfer from other residency 
programs did not differentiate the two groups. 


THE INCIDENCE of emotional difficulties among psychi- 
atric residents is a matter of major concern for those 
responsible for the education of psychiatrists. In each 
average-size residency program there are likely to be 1 
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cr 2 residents each year who will have adjustment 
croblems or emotional illnesses that lead to failing per- 
formance. As members of the Task Force on Emotion- 
a. Problems of Psychiatric Residents of the American 
Association of Directors of Psychiatric Residency 
Training, we conducted two nationwide surveys to 
help define the scope and nature of this problem. 

The first survey, reported earlier (1), studied psychi- 
acric residents in the first, second, or third year of train- 
i»g during the academic year 1971—1972. It focused on 
tvo separate groups of residents. The first group con- 
s sted of residents who were identified by their resi- 
dency directors as suffering from emotional illnesses 
that led to the discontinuation of their residency educa- 
tron (N=68). The second group of residents were those 
v ho were able to remain in their residency despite mar- 
gnal or failing performance and/or severe emotional 
d.sturbance (N —220). For the purposes of the current 
report these two groups will be combined and referred 
te as ‘‘problem’’ residents (N —288). This group of 288 
residents constituted 895 of the 3,737 residents sur- 
v2yed in the original report. 

The second survey, reported here, studied psychiat- 
rz residents in training during the academic year 1972— 
1373. It differs from the original survey in that back- 
g-ound data were obtained for all of the residents in 
training, not just for those exhibiting problems. This al- 
Icws comparisons to be made in an attempt to define 
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how problem residents differ from their less troubled 
and better functioning colleagues. 


METHOD 4 


In the summer of 1973 a questionnaire was sent to 
the residency directors of all of the active psychiatric 
residency programs in the United States and Puerto 
Rico. Child psychiatry programs were excluded. The 
questions, derived directly from a portion of the origi- 
nal survey, asked the residency directors to indicate 
the number of residents in their program that fit into 
each of 13 categories (see table 1). The first mailing in 
the summer of 1973 was followed by a second mailing 
in December of 1973 to programs that had not respond- 
ed to the first inquiry. The mailing list was derived 
from A Descriptive Directory of Psychiatric Training 
Programs in the United States 1972-73 (2) and was 
identical to the mailing list for the original survey. The 
programs contacted were classified as university, 
state, Veterans Administration, private, county-city, 
and military-federal on the basis of information found 
in the Directory of Approved Internships and Resi- 
dencies 1972-73 (3). 


RESULTS 


One hundred seventy-eight replies were received 
from a total of 251 programs contacted (71%). The data 
received from these programs involved a residency 
population of 2,860, or about 69% of the 4,131 resi- 
dents training during the academic year 1972—1973. 
The mean number of residents per program was 16.3. 
In the first study, there was a response rate of 82% for 
a sample size of 3,737, representing 91% of the 4,085 
psychiatric residents training during the academic year 
1971-1972. The mean number of residents per program 
for the first survey was 18. The distribution of respond- 
ing programs by type did not differ significantly from 
the national distribution in either survey. 

Data from the two surveys are presented and com- 
pared in table 1. It can be seen that several factors, 
ie., age, marital status, previous psychiatric treat- 
ment, substance abuse, and previous nonpsychiatric 
medical practice, appeared to differentiate the problem 
residents identified in our earlier study from the total 
residency population surveyed in the current study. 
Other factors, including sex, ethnicity, foreign medical 
graduation, and transfer from other psychiatric or non- 
psychiatric residency programs, did not. 

The distribution of problem residents by program 
type is summarized in table 2. These data show that 
university-connected residency programs reported a 
somewhat lower incidence of emotional difficulties 
and/or failing performance among their residents, but 
that none of the other program types had an unexpect- 
edly high rate. 


60 Am J Psychiatry 134:1, January 1977 


Z 


TABLE 1 

Comparison of Data on Problem Residents Reported in 1971-1972 
Survey (N 2-288) with Data on All Residents Reported in 1972-1973. 
Survey (N 2,860) 


* 


Problem All 
Residents, Residents, 
{971-1972 1972-1973 


Item Number Percent Number Percent Signficance* 
Over the age of 30 107 37 678 24 p.001 
History of divorce, 

separation, or 

marital problems — $81 28 238 8 
Single (never 

married) 83 29 526 18 
History of 

psychotherapy 70 24 342 12 
Practiced medicine 

in another 

specialty before 

beginning 

psychiatric 

residency 60 21 290 10 
Emotional problems 

in resident's 

spouse 30 1] 107 4 
Drug and/or alcohol 

abuse 
History of 

psychiatric 

hospitalization 9 3 21 l 
Graduate of foreign 

medical school 70 24 703 25 T.S. 
Female 49 17 534 19 n.s. 
Member of ethnic 

minority group 46 16 506 18 T.s. 
Transferred from 

another 

psychiatric 

residency 

program 35 12 249 9 n.s. 
Transferred from a 

residency 

program in 

another medical 

specialty 21 7 135 5 N.S. 


p<.00! 
p«.001 . 
p<.001 


*By chi-square. 


TABLE 2 
Distribution of Problem Residents (N=288) and All Residents 
(N 3,737) by Type of Residency Program* 


Problem 
Residents All Residents 


Type of Program Number Percent Number Percent Signif cance** 
CORROSION tee COSMETICS Sr dii TTE Noe dani P Ae Sonne es a 





University 155 54 2,323 62 p«.01l 
State 29 20 671 18 n.s. . 
Veterans 

Administration 4 ] 6. T ns 
Private 39 14 407 1] n.s. 
County-city 21 7 187 5 n.s. 
Military-federal 10 3 86 2 n.s. 


* All of these data are from the original survey (1). 
** By chi-square. 
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The ''Minority"' Resident 


The residency years have been recognized as a time 
of major emotional stress and substantial personal de- 


‘velopment (1, 4-10). It has also been observed that 


"minority groups" among the resident population 
(women, ethnic minorities, foreign medical graduates) 
face special stresses during the training proc- 
ess (4, 11). Perhaps as a result of this knowledge it has 
been assumed that these groups have more than their 
share of emotional difficulties and therefore poor per- 
formance during training. This assumption is not sup- 
ported by our results. This finding emphasizes the 
need for careful study of other assumptions and pre- 
conceptions that may directly affect the selection proc- 
ess for psychiatric residents. Additional research is re- 
quired into how their '*minority" status affects the 
training process for these groups. 


Marital Factors 


The importance of the marital relationship for physi- 
cians, both in training and in practice, has been empha- 
sized by several writers (4, 8, 12-16). 

In our survey all three background factors relating 
to marital status served to differentiate the problem 
residents from the residency population as a whole. 
The problem resident was twice as likely to have never 
married; if married, the problem resident was three 
times more likely to have a history of divorce, separa- 
tion, or a spouse with difficulties. 

It appears that being single or having a history of 
marital problems is related to increased vulnerability 
to the stresses of psychiatric training. It also seems 
that the process of residency training places significant 
stress on the spouses of psychiatric residents (see 
table 1). Increased efforts should be made to evaluate 
marital factors during the selection of psychiatric resi- 
dents. Residency programs may also need to consider 
involving spouses in a group experience and/or pro- 
vide referrals for individual therapy if appropriate. 


Drug and/or Alcohol Abuse 


It is well known that physicians exhibit a disturb- 
ingly high incidence of substance abuse (13, 14, 17). 
In our sample the overall incidence of drug and/or alco- 
hol abuse among residents was 1.296; there was a ten- 
fold greater incidence among the problem group. It ap- 
pears that those who abuse drugs and/or alcohol com- 
prise a high-risk group for difficulties during training. 
We were somewhat surprised, however, at the low in- 
cidence of substance abuse reported for the residency 
population as a whole. This raises an important ques- 
tion that affects the entire survey. Just how much do 
residency directors really know about their residents? 

There 1s seme question whether drug and/or alcohol 
abuse, unless flagrant, comes to the attention of the 
residency director. In one tragic example that we ex- 
amined, a resident's drug use pattern was well known 
to his peers but wás brought to the attention of supervi- 
sors and staff only after the resident's death by drug 
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overdosage (8). This emphasizes the need for mecha- 
nisms that encourage communication between the resi- 
dent and faculty. 

The responses of the residency’ directors in our 
study closely correlate with RONDE statistics 
(i e., those of the American Medical Association) in 
tke areas of gender and foreign medical education, but 
tke possibility of the error of underreporting exists for 
such other areas of inquiry as marital factors and sub- 
stance abuse. Stated another way, residency directors 
probably know a great deal about the backgrounds of 
tFeir problem residents but may be unaware of similar 
factors in the large number of residents who function 
well in training. It is hoped that in the future some of 
these methodological problems may be overcome as 
residency directors become more aware of these is- 
SLES. 


Fsychiatric Treatment 


Previous psychiatric treatment represents a signifi- 
cant high-risk factor (see table 1). In our survey the 
problem resident was found to be twice as likely as his 
or her colleague to have had previous psychotherapy 
aid four times more likely to have had previous psychi- 
aric hospitalization. In some ways these are trouble- 
some findings for us as psychiatrists. In the first place, 
we believe that employers should not discriminate 
azainst someone because he or she has had psychiatric 
treatment in the past. We also strongly adhere to prin- 
c ples of confidentiality that run counter to the full dis- 
c osure of personal information to prospective employ- 
e~s. If we justify the breach of confidentiality in the 
case of a psychiatric resident on the basis of the sensi- 
trvity of his or her role, should we not also take this 
position in the cases of future attorneys, candidates for 
political office, judges, teachers, ministers, and police- 
men? Do we feel that only we would be able to accu- 
rately evaluate this information and preserve con- 
fidentiality? On the other hand, psychiatric residents 
aʻe often referred for psychiatric treatment or psycho- 
analysis during their residencies. It is generally be- 
lizved to be a useful or necessary adjunct for some resi- 
dents as.part of their educational and personal matura- 
tion. 

Our findings suggest that these and similar questions 
n2ed to be faced by every residency admission com- 
mittee. There will be no easy answers. 


Career Patterns 


The psychiatric residency population is drawn from 
a variety of sources. These different career patterns 
have received little systematic study in the psychiatric 
lizerature. Our study suggests that physicians who en- 
ter psychiatry after previously practicing medicine in 
o:her specialties are at higher risk for emotional or per- 
formance difficulties during their residency. The rea- 


sons behind this finding must remain speculative until 


tkis particular group of trainees is studied in more de- 
tzil. Our previous survey found that 25% of the resi- 
dents who dropped out of or were terminated from 
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training because of severe emotional illness were able 
to transfer to another psychiatric residency program. 
Obviously a close look needs to be taken at the reason 
and motivation lying behind interprogram transfers. 
This requires open communication among programs 
concerning their residents. 


Age 


In our original survey a comparison was made be- 
tween the problem group and the total psychiatric resi- 
dency population using age data supplied by APA. 
Those data were from a survey conducted in 1970 that 
found that 58% of psychiatric residents were ''age 30 
or older” and led to the conclusion that younger resi- 
dents were at higher risk (1). Our second survey data 
reveal a smaller population over the age of 30 and 
lead to the opposite conclusion, that the older resident 
is at higher risk. It is hopéd that age data derived from 
the annual census now being conducted by APA can 
be used in future research to clarify this issue. 


DISCUSSION 


The psychiatric resident who exhibits marginal per- 
formance and/or severe emotional illness tends to be 
somewhat older than his or her peers and is more like- 
ly to have practiced medicine in another specialty be- 
fore starting psychiatric training. This resident is more 
likely to be single or have a history of divorce, separa- 
tion, or marital problems. If married, a significantly 
higher incidence of emotional illness in the resident's 
spouse is found. The problem resident is more likely to 
have a history of psychotherapy and/or psychiatric 
hospitalization. Of particular interest is a tenfold high- 
er incidence of drug and/or alcohol abuse among resi- 
dents who developed difficulties during their training 
. years. Contrary to popular belief, women, members of 
ethnic minority groups, and foreign medical graduates 
were not found to be at higher risk. Transfers from oth- 
er residency programs exhibited a slightly higher in- 
cidence of academic or emotional problems, but this 
difference did not reach a level of statistical signifi- 
cance. 

Some aspects of our findings are encouraging. In our 
original survey of 220 residents who were identified as 
exhibiting poor performance and/or emotional illness, 
8595 were able to perform at least marginally with ap- 
propriate support and intervention (1). The remaining 
15% of this group made up less than 1% of the total 
residency population. If this badly performing group is 
combined with the 1.8% of the sample who were 
dropped from training because of severe emotional ill- 
ness (N=68), a total of only 2.7% of the residency pop- 
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ulation was unable to function adequately. This should 
at least put to rest the myth that emotionally disturbed 
medical students choose psychiatry in order t solve 
their personal problems. 

What is vitally needed is more information cop- 
cerning other residency specialties in order to put our 
results in perspective. This information 1s curreatly un- 
available. Additional research is also required to more 
carefully delineate the kind of stress involved in psy- 
chiatric training as compared with.training in other 
medical specialties. 

The identification of a resident at high risk during his 
or her training is not enough. It is the task of peychiat- 
ric educators to intervene in such cases and provide 
the needed guidance and support. It is hoped tFat resi- 
dents who may be subject to difficulties can be identi- 
fied before the stresses of psychiatric training a-e com- 
pounded by emotional decompensation or academic 
failure. In this way the incidence of the overa | prob- 
lem may be reduced, and the personal tragedy inherent 
in these cases may be prevented; 
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A Study of Low-Dose Amitriptyline Overdoses 


BY J. PATRICK O'BRIEN, M.D. 


Although a l-week supply of tricyclic antidepressants 

is generally considered safe, the author shows that 

this amount can be severely toxic. Six of 12 instances of 
low-dose (500—1000 mg) amitriptyline overdoses were 
life threatening. The author suggests that prescription 
guidelines for tricyclic antidepressants be tightened 
and that physicians prescribe less than a 1-week 

supply to potentially suicidal patients. 


THE CONVENTIONAL guideline for the prescription of 
tricyclic antidepressant medication to the potentially 
suicidal patient is that no more than 1000-1200 mg, or 
about a l-week supply, should be dispensed at one 
time (1, 2). Based on preliminary observations of the 
severe toxic effects of amitriptyline overdoses in- 
volving 500-1000 mg, it may be that this guideline is 
too liberal. Consequently, I undertook a systematic re- 
view of patients who had been recently admitted to 
Massachusetts General Hospital with amitriptyline 
overdose. 


METHOD 


A computer search of patients admitted to the Mas- 
sachusetts General Hospital adult inpatient services lo- 
cated 20 instances (involving 19 individuals) of amitrip- 
tyline overdose. 

In all but 2 cases, a generally reliable estimate of the 
amount of medication(s) taken could be made from a 
review of chart data. In 13 instances, including all of 
the life-threatening overdoses reported in table 1, this 
estimate was considered extremely reliable. 

The patients were rated for the greatest depth of 
coma achieved, according to Matthew and Lawson's 


Dr. O'Brien is Associate Director, Private Psychiatric Consultation 
Service, Warren 1111, Massachusetts General Hospital, 1 Fruit St., 
Boston, Mass. 02114, and Clinical Instructor in Psychiatry, Harvard 
Medical School. 
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criteria (3). A patient was considered unconscious on- 
ly if his depth of coma was greater than or equal to 
grade 2 (asleep but responsive to mild painful stimuli); 
the length of time unconscious was measured. Length 
of intubation time was also assessed; intubation was 
only carried out if there was evidence of compromised 
respirations. ECG changes were noted. 

An overdose was considered to have been life threat- 
ening if it fulfilled all of the following conditioas: 

1. A grade 4 (most severe) rating of overdose ac- 
cording to McHugh and Goodell’s rating of physical 
danger from overdose (4). All of these patients re- 
quired artificial respiration for longer than 30 minutes, 
and many also required support of blood pressure for 
periods of several hours. 

2. A rating of severe overdose according to Davis 
and associates’ criteria (2), i.e., more than 10 hours un- 
conscious. : 

3. A judgment of significant risk to life without medi- 
cal intervention, based on my review of the clinical 
course. 


RESULTS 


There was no correlation between toxicity of the 
amitriptyline overdose and the amount taker. within 
the studied range of 500-1350 mg. For the 9 oatients 
with a life-threatening overdose in which the amount 
of drug taken could be reliably estimated, the mean in- 
gested dose was 886 mg (range-500—1350 mg). The time 
intubated (mean=39 hours, range=10~84 hours), the 
depth of coma (grade 3 for 7 cases, grade 4 for 2), and 
the time unconscious (mean=24 hours, rangez-12-48 
hours) point to the severity of these overdoses. 

Table 1 details the findings on the 6 patients with 
life-threatening overdoses of 1000 mg or less. Iz should 
be noted that the estimate of maxienum dose taxen was 
considered reliable. Also, the additional drugs taken 
by patients 2, 3, and 4 would not, taken alore, have 
produced any more than minimal signs of intoxication 
(e.g., drowsiness). Patient 5 had taken he overdose af 

E 
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D eR 


Clinical Characteristics of 6 Cases of Life-Threatening Low-Dose Amitriptyline Overdoses 


Maximum Time Depth Time 
. Age Estimated Dose Unconscious ofComa Intubated ECG Other Medications 
Patient (years) Sex Ingested (mg) (hours) (grade)* (hours) Changes Ingested 

l 22 M 1000 28-36 3 36 Sinus tachycardia None 

2 45 F 500 24 4 36 Sinus tachycardia Possibly ‘‘several Excedrin" 

3 49 F 500 18 3 18 Nonspecific ST-T — ''5 Bufferin and 7 tablets** of 
' changes diazepam” (ASA level 14.5) 

4 59 F 750 36—48 3 60 None 60 mg of diazepam (barbitu- 

rate level 0.6) 
5 39 F 500 12 4 10 None 300 mg of oxazepam 
6 17 F 875 36 3 40 Not recorded 6 tablets** of sodium secobar- 


bital and sodium amobarbi- 
tal” (barbiturate level 1.0) 
140 mg of perphenazine 


* According to Matthew and Lawson's criteria (3), grade 3 (severe) «asleep un miiimally responsive only to maximal painful stimuli, and grade 4 (most 


severe)=totally unresponsive even to maximal pain. 
** Dosage unknown. 


twice as much oxazepam (600 mg) the previous year 
and had experienced only moderate drowsiness. 

There was a tendency for the life-threatening over- 
doses to be correlated with the ingestion of additional 
medications, although this was not statistically signifi- 
cant. In most instances the additional drug by itself 
would have constituted only a mild overdose. 

Cardiac complications were not as conspicuous as 
had been expected. A life-threatening arrhythmia de- 
veloped in only 1 patient, an 18-year-old woman who 
took 1350 mg of amitriptyline (plus flurazepam and 
diazepam). Tachycardias and nonspecific ST-T wave 
changes were common (occurring in 10 of 15 cases 
with recorded ECGs). 


DISCUSSION 


The hypothesis concerning the relative toxicity of 
overdoses of amitriptyline involving 1000 mg or less 
was confirmed. In this study 50% of the 12 individuals 
who took overdoses of between 500 and 1000 mg had 
severely toxic reactions. This study considered only 
admitted patients, and it is likely that there were 
patients with overdoses in this range who were seen in 
the emergency ward and not admitted (although the 
tendency is to admit most patients with tricyclic antide- 
pressant overdoses of any extent for observation of 
cardiac status). The percentage of toxic reactions with- 
in this dose range would then be somewhat lower (per- 
haps 2526). 

The conventional guideline for safety, a supply of 
1600-1200 mg, has been based primarily on imipramine 
overdoses; e.g., in Davis and associates' review (2) 
only 4 instances of athitriptyline overdose below 1000 
mg were cited. It has been speculated that amitripty- 
line may be more toxic than imipramine (5). Davis and 
associates' i ih indicated that amitriptyline pro- 
duced sa ds eactions at a lower average dose than 


im.pramine (1343 mg versus 3100 mg). As amitriptyline 
primarily differs from imipramine clinically in its in- 
creased sedative action, acutely it may produce more 
ceatral nervous system (and therefore respiratory) de- 
pression. This indeed was the primary life-threatening 
complication seen in our series of patients (e.g., 
pa ient 1 had respiratory arrest; patient 4 bad very shal- 
lov respirations with apneic spells; and patient 5 was 
no. breathing and had decerebrate posturing). 
Although our results pertain to amitriptyline, for 
wLich a somewhat higher toxicity may be hypothe- 
sized, there is evidence from the literature that similar 
caution should be involved in prescribing 500-1000 mg 
of imipramine. A study by Fournier (6) of 73 imipra- 
miae overdoses indicated no clear-cut correlation be- 
tw2en the estimated dose ingested and the subsequent 
blcod level of the drug. A report from Geigy Pharma- 
cemticals (7) indicated that 10 of the 26 fatal adult 
im:pramine overdoses brought to their attention oc- 
curred at doses of less than 1000 mg (some in com- 
biration with unspecified amounts of other drugs). 
'3reat individual variability in antidepressant re- 
spense to the tricyclic antidepressants (8) and great 
vaciability in steady-state plasma levels for a given 
dose (9) are well documented; Glassman and Per- 
el 10) noted that it was ‘‘larger than the metabolic dif- 
ferences resulting from any other known therapeutic 
agent." As a result of Fournier's study (6) great varia- 
bilty in the plasma levels following acute overdosage 
ha- been documented. Our results indicate a similar 
variability in the toxic response to a given overdose, at 
least for amitriptyline within the range of 500—1350 mg. 
It should also be noted that the conventional guide- 
lines have not taken into account the potentiating ac- 
tion of small amounts of other commonly available 
drigs (6). Recommended guidelines should take into 
comsideration the likelihood that the suicide attempter 
will take small amounts of additional medication (e.g., 
32% of suicide attempters by drug overdose seen at the 
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Massachusetts General Hospital emergency room 
over a 3-month period in 1974 took a combination of 
drugs.) ° 


CONCLUSIONS AND RECOMMENDATIONS 


It is misleading to think in terms of a “‘safe supply” 
limit of tricyclic antidepressants when the toxic dose 
does not greatly exceed the daily dose and there is evi- 
dence for tremendous variability in blood level and tox- 
ic response to a given dose. Our data indicate that 
there is no completely safe supply when dealing with 
amounts above 500 mg. Rather, one should think in 
terms of percentage of risk of a severely toxic reac- 
tion. This risk is significant between 500 and 1000 mg 
(from our data, probably about 25-50%) and is consid- 
erably greater above 1300 mg (e.g., 7926 of Fournier's 
cases [6] with estimated doses above 1500 mg showed 
relatively high blood imipramine levels). I suggest the 
following guidelines for the use of tricyclic antidepres- 
sants in the potentially suicidal patient. If there is a sig- 
nificant risk of suicidal behavior (e.g., the presence of 
severe depression or a history of suicide attempts), our 
study and those of others (1, 2, 5, 11) indicate that 
such patients should not be given even the usual l- 
week supply and certainly not a 10-day or 2-week sup- 
ply. A typical outpatient antidepressant dose of 100- 
200 mg/day would constitute a 1-week supply of 700— 
1400 mg, clearly within the severely toxic range for 
many individuals. Ideally, the patient's supply should 
be limited to less than 500 mg. If the risk of suicide 
seems sufficiently great (e.g., a recent suicide attempt, 
intense preoccupation with suicidal thoughts, or a psy- 
chotic depression), such individuals should be hospital- 


68 Am J Psychiatry 134:1, January 1977 


ized, or if they are treated as outpatients, their medica- 
tion should be dispensed to them daily by someone 
else or an alternative mode of therapy shoulc be con- * 
sidered (e.g., phenothiazines or minor tranqui izers for 
certain types of depressions [5] or ECT). à 
At present there appears to be no way of p-edicting 
which patients will or will not have a severely toxic re- 
sponse to 500-1000 mg of a tricyclic antidepressant, 
and this study indicates that the number of such tri- 
cyclic-sensitive individuals is by no means in- 
consequential. Therefore, a revision of the current 
guidelines for prescribing such medications to the po- 
tentially suicidal patient would seem to be in order. 
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Incest: Children at Risk 


* 
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BY DIANE H. BROWNING, M.D., AND BONKY BOATMAN, M.S.W. 


The typical family constellation in this study of '4 
cases of incest was that of a chronically depressed 
mother, an alcoholic and violent father or stepfather, 
and an eldest daughter who was forced to assurie 
many of her mother’s responsibilities, with ensring 
role confusion. The authors stress the need for 
physicians to be alert to the possibility of incestin 
such high-risk families. 


THE INCIDENCE of incest is not known and is difficult 
to measure. A British study of adult female psyzhiatric 
patients (1) reported that 4% of them claimed o have 
had some experience with incest. It has beer found 
that even after incest is discovered, fewer than one- 
third of the mothers take steps to help or protect their 
children (2). The parents' concerns over scandal, pre- 
serving a failing marriage, and keeping the breadwin- 
ner at home often override the child's best incerests. 
Children are reluctant to report incest out of stame or 
fear of not being believed. Further, the chIdren’s 
guilt, need to protect sick parents, and fear o` retali- 
ation or of family dissolution may lead them tc be se- 
cretive. 


PREVIOUS STUDIES 


Most of the literature concerning incest focases on 
the offender, not the child. Descriptive studies agree 
that incest is a symptom of a dysfunctional family sys- 
tem. One study (3) noted that the father ofter comes 
from a background marked by alcoholism, poverty, 
and emotional deprivation, and another (4) noted that 
difficulty in sexual adjustment is common. Lustig and 
associates (3) described the mothers as having strong 
dependency needs that led to reversal of the mother- 
child roles. Sarles (5) commented on the role of the 
mother's passivity in contributing to the incest and it 
is generally accepted that mothers are in some degree 
of collusion with the incest. Furthur, Lustig ard asso- 
ciates 6) suggested that the incestuous relatonship 


Revised version of a paper presented at the 129th annual meeting of 
the American Psychiatrie Association, Miami Beach, Fla.. May 10- 
14, 1976. 
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ac:s as a homeostatic pressure valve within the marital 
relationship. 

The child psychiatry literature contains few studies 
ofincest. Sloane and Karpinski (6) studied adolescent 
girls engaged in incest with either their fathers or broth- 
ers and concluded that it leads to serious repercus- 
sicns, most notably acting out. In another study, 
Lukianowicz (7) concluded that only 23% of the fe- 
males involved in incestuous relationships showed no 
apoarent ill effects. Finally, Kaufman and asso- 
ciztes (8) concluded that girls involved in such relation- 
sh ps were reacting to their mothers' unconscious de- 
sire to put them in the maternal role, that many 
seemed to seek out punishment, and that repetition of 
the act through promiscuity was common. 


TFE PRESENT STUDY 


-n this study we reviewed 14 cases of incest seen in 
the Child Psychiatry Clinic at the University of Oregon 
Health Sciences Center; these cases constituted 3.896 
of all new cases seen over a 14-month period. For the 
purposes of this study, ''incest'' is defined as sexual 
intercourse or acts of deviant sexual behavior, includ- 
ing sexual molestation, between persons who are re- 
lated, including stepchildren. 


FINDINGS 


Table 1 presents the characteristics of the 14 cases 
in this study. The children, all white girls except for | 
American Indian and | boy, ranged in age from 4 to 15 
andi came from middle- to lower middle-class back- 
grounds. Of the 5 families where incest was the pre- 
senting problem, only 1 was self-referred. A dis- 
tressing finding was that, other than 2 cases referred 
frcm the emergency ward, there were no referrals by 
physicians in spite of the fact that many of these fami- 
lies had been in recent contact with them. The most 
common presenting problems were school and behav- 
lor problems, and for the most part, mothers appeared 
to be seeking help for their children's behavior rather 
than because of the incest per se, or else they were 
secking help for themselves through their children. In 
all but 2 cases, the fathers involved in incest were no 
longer living in the home and incest was not a current 
problem. 

The cases fell into the following 3 categories: father- 
daughter incest, incest with uncle, and multiple incest. 
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TABLE 1 


Characteristics of 14 Cases of Incest* 





Child's : 
Case Age Sex 


l 


10 


il 


12 


13 


14 


70 


4 


13 


14 


14 


15 


15 


13 


15 


F 


Family/Marital 
Situation 


Lived with mother 
and father; frequent 
violence; mother's 
second marriage. 


Lived with mother 
and stepfather; 
frequent violence; 
mother's third mar- 
riage; stepfather's 
second marriage. 


Lived with father 
and stepmother. 


Lived with mother 

and father; parents' 
first marriage; vio- 

lent. 


Lived with mother 
and stepfather; 
mother's third mar- 
riage; past violence. 


Lived with mother 
and adoptive step- 
father; mother's sec- 
ond marriage; moth- 
er afraid of hus- 
band. 


Parents separated; 
past violence. 


Lived with mother 
and stepfather; 
frequent violence. 


Lived with mother 
and father; marital 
problems. 


Lived with mother; 
mother divorced 
twice. 


Lived with mother; 
mother divorced 
twice. 


Lived with mother; 
mother divorced 
twice and pregnant. 


Lived with both par- 
ents; parents’ first 
marriage; poor mar- 
riage. 

Lived with both par- 
ents; parents’ first 
marriage; poor mar- 
riage. 


Circumstances 
of Incest 


Mother oversedated 
on chlorpromazine 
(Thorazine). 


Mother at work; 
stepfather disabled 
and at home caring 
for children. 


Stepmother in hospi- 
tal having baby. 


Mother away on 
trip. 


Child visiting father 
out of state. 


Mother away; father 
“high” on drugs. 


Patient living with 
father because moth- 
er could not control 
her. 


Mother passed out. 


Mother away on 
trip. 


Maternal uncle ba- 


bysitting in home. 


Visiting aunt and 
uncle. 


Maternal uncle 
drunk in home. 


Visiting aunt and 
uncle. 


Visiting aunt and 
uncle. 
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Mental Health of 


Mother 


In treatment for de- 
pression; borderline 
personality. 


Anxious. 


(Abandoned family) 


Chronically de- 
pressed. 


Chronically de- 
pressed; past in- 
patient psychiatric 
treatment. 


Depressed. 


Chronically de- 
pressed. 


Alcoholic. 


Chronically de- 
pressed; past treat- 
ment. 


Past history of psy- 
chosis. 


Depressed. 


Anxious. 


Depressed; past in- 
patient treatment 
for depression. 


Depressed; past in- 
patient treatment 
for depression. 


*Cases 1-9 involved father-daughter incest, cases 10-12 incest with uncles, and cases 13 and 14 multiple incest. 





Father/Stepfather 


Paranoid schizo- 
phrenic; alcoholic. 


Past treatment for 


. depression; explo- 


sive personality; epi- 
sodic drinker. 


Father in treatment; 
possible alcohol 
abuse. 


Alcoholic. 


Alcoholic. 


Personality dis- 
order. 


Alcoholic. 


Alcoholic. 


Past inpatient treat- 
ment for depres- 
sion; probably man- 
ic-depressive. 


Drug abuse. 


Alcoholic. 


Probably sociopath- 
ic; violent; past psy- 
chiatric treatment. 


— 


Sequelae ~o Incest 


Divorce; mother 
and child moved. 


Stepfather attempt- 
ed suicide; hospital- 
ized. Divorze pend- 
ing. Mothe- devel- 
oped spastE colon. 


Father and step- 
mother separated. 


Mother seexing di- 
vorce; mother and 
child movex. 


Child rapec. 


Father hosritalized. 
Child ran avay 
twice; chanzed 
schools. Mcther and 
child movec. Di- 
vorce. 


Father impr.soned. 
Child put in foster 
care and new 
school. Diverce. 


Stepfather suicidal; 
hospitalizec. Moth- 
er murderec. Child 
moved to relative's 
home. 


Father attermpted 
suicide; hospital- 
ized. Child moved; 
put in new school. 
Divorce. 


Mother and zhild 
moved. 


Mother and zhild 
moved. ChiEl re- 
turned from foster 
home to mother. 


Child moles. ed by 
another ‘‘alcoholic’”’ 
uncle. 


"~ 
Child develcped ul- 
cer. 


Child placed outside 
home; later seturned 
home. 





* Father-Daughter Incest 


Six girls in this category were involved witk their bi- 
. ological fathers, 1 with her adoptive father, ar.d 2 with 
their stepfathers (see cases 1-9 in table 1). Several fa- 
thers threatened the girls with abandonment and fam- 
ily dissolution if they revealed the incest. Scme chil- 
dren felt a need to protect their mothers frora knowl- 
edge of the incest or feared violence from them fathers 
if it were revealed. The children handled their feelings 
about the incest in numerous ways, including the de- 
velopment of somatic symptoms, anxiety anc fearful- 
ness, with some of the younger ones refusing to sleep 
alone, and acting out behaviors such as runnmg away 
or sexual promiscuity, which had not been apparent 
prior to the incest. Depression was also comraon, and 
| girl attempted to cope by becoming immersed in reli- 
gion. For the most part, the girls assumed a pzotective 
attitude toward their fathers and attempted to rational- 
ize their fathers’ behavior on the grounds tnat they 
were sick. Fear and anger were also conrmon re- 
sponses, as was ambivalence toward both parents, 
which proved difficult to handle. 

Our knowledge about the fathers was primarily sec- 
ondhand since most were unavailable and. only 1 
agreed to participate in the evaluation. Ás max be seen 
in table 1, there was a strikingly high incidence of alco- 
holism among the fathers, and almost all vere de- 
scribed by their wives as being prone to emotional out- 
bursts and physical violence. 

The mothers' role in father-daughter incest was 
noted by their physical absence, which afforded the op- 
portunity for the incest to occur, and by tk2ir poor 
functioning due to chronic depression, whick had ne- 
cessitated their daughters’ protective attitudes toward 
them. In several cases there appeared to be an overly 
close and mutually dependent relationship, with en- 
suing role confusion. A poor marital history was the 
rule, with wives appearing distant and subordinate to 
their husbands. It was not clear whether this represent- 
ed passivity on their part or a need to protezt them- 
selves from their husbands’ violent tempers. Most 
mothers responded to the incest by separation from 
their husbands, but only 2 mothers actuzily filed 
charges of incest against their spouses. 


Incest with Uncles 


The family constellations differed from those seen in 
the cases of father-daughter incest in that there were 
no fathers in these homes and each mother kad been 
twice married and divorced (see cases 10-12 in table 
1). Each case involved a maternal uncle, and in 2 in- 
stances the mother had a protective relationsaip with 
her brother, who was viewed by the family as a prob- 
lem. The mothers received considerable press1re from 
their families not to file charges against their brothers, 
and in fact, none of them did so. The mothers attempt- 


ed to handle thisssituation by avoiding their »rothers 
and by movjaf, often at the expense of breaking off im- 
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portant family ties. Not too surprisingly, most of these 
rrothers and their daughters appeared anxious and 
overly dependent on each other. As in the cases of fa- 
tFer-daughter incest, most of these girls seemed pseu- 
domature and one, who was subsequently molested by 
yet another uncle, was seductive in manner. 


Multiple Incest 


These siblings (cases 13 and 14), who were sexually 
irvolved with one another as well as in group sex with 
an aunt and uncle, came from a chaotic fundamentalist 
fzmily; the boy, who was mildly retarded, was also en- 
gaged in a homosexual relationship with an employer. 
Taeir emotionally unstable mother was unable to con- 
trol any of her 4 children, and their father, who was 
szid to be distant and punitive, refused to participate in 
tFe evaluation. 


Special Features of the Children 


Many of these children could be viewed as special or 
defective; 1 was a deaf-mute as a result of congenital 
rubella, 1 was disfigured by burns, another had a sei- 
zure disorder and minimal brain dysfunction, and the 1 
boy was mildly retarded and encopretic. Four children 
were conceived out of wedlock, and 1 had been aban- 
doned at an early age by her mother. All but 1 of the 
girls in the father-daughter incest group were the first- 
born, and the exception was referred by her eldest sis- 
ter, who had also been molested by their father. Birth 
order was not significant in the children involved in in- 
cest with their uncles. 


OJTCOME 


Treatment was recommended for 8 of the 9 cases of 
father-daughter incest and for all of the remaining cas- 
es. Two children were placed outside of the home in 
conjunction with treatment; family therapy was recom- 
mended in 2 other cases; and individual treatment and 
work with the mother was recommended for the re- 
maining cases. Treatment recommendations were fol- 
lowed in all of the cases involving father-daughter in- 
cest, but in only 1 of the cases involving incest with 
uncles. At 6-month follow-up, 3 teenage girls had ter- 
manated treatment on their own accord, and although 
they had not been able to deal directly with the sexual 
trauma in the course of treatment, they were sympto- 
matically improved. Two of the younger children im- 
proved and terminated treatment at the recommenda- 
tion of their therapist. As their depression improved, 
several of the mothers also improved in their overall 
functioning, and they appeared less helpless and de- 
pendent. Three mothers subsequently returned to their 
husbands, only 1 of whom had received any sort of 
treatment. Follow-up with the | case in which treat- 
ment was not recommended revealed that the girl's 
slzep problems had remitted following evaluation and 
that she continued to function well. 
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DISCUSSION 


Our findings regarding family dynamics and dysfunc- 
tion in cases of incest are consistent with those of pre- 
viously mentioned studies (3-5, 8): However, our data 
differ in the finding of excessively high rates of depres- 


sion in the mothers and alcoholism in the fathers. If. 


one considers depression to be a primary problem, it 
could well explain the frequently cited findings (5, 8) 
of sexual withdrawal, passivity, and emotional dis- 
tance in these mothers. Our data suggest that many of 
these women manifest symptoms of depression rather 
than, or in addition to, characterological problems. 
Further, it becomes understandable why the daughters 
are forced into assuming their mothers' role. Also of 
note is the fact that the fathers in our study were prone 
to violence; this may have contributed to their wives' 
passivity and their daughters' consent, and it certainly 
influenced their daughters' need to conceal the incest. 
The fact that several of these children were in some 


way defective may have added to their vulnerability. It ' 


is conceivable that such children may seek physical af- 
fection from their parents to assure themselves that 
they are loved; in addition, they may have problems 
with self-image. A similar case might be made for 
those children conceived out of wedlock. 

The sequelae to incest were overwhelming in all cas- 
es. In those cases in which incest occurred with an 
uncle; special problems arose. The fact that the uncles 
were still at large seemed to contribute to anxiety in 


both the mother and child regarding the possibility of — 


repeated incest. Further, these mothers, who were 
pressured by their families not to file charges, experi- 
enced loss of family support and often had to sever im- 
portant family ties and move in order to protect their 
children. For the child the series of events was bewil- 
dering, and the mother’s anxiety rendered her less 
available to the child. Cases of father-daughter incest 
resulted in the father's hospitalization or imprison- 
ment, divorce, loss of financial support, moves and 
change of schools, and in some instances the mother 
was forced to go to work. Violent sequelae included 
near-fatal suicide attempts by 2 fathers; further, ! 
mother was murdered by her son, 1 patient was raped, 
and another was molested by a second uncle. 

It is not surprising that these mothers were unable to 
attend to their daughters’ emotional needs at this time. 
In addition to their depression, guilt, denial, or fear of 
repercussions interfered with their seeking help for 
their daughters. The children tended to respond to 
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these series of events with depression, symptom fof- 
mation, or acting-out behavior. When seen, all were 
judged to be experiencing some degree of dist-ess, arid - 
for many symptom formation may have been their on- 
ly means of seeking help since their parents had been 
unable to deal with the incest. 

In spite of their delays in seeking help and the exten- 
sive psychopathology in these families, we were im- 
pressed by their receptiveness to recommendztions for 
help and by the ability of the mothers and dauzhters in 
the father-daughter incest group to use it. Thefact that 
these women were basically very dependent may ac- 
count for their willingness to accept treatment. It 
seems clear that such families could profit from more 
supportive help at the time the incest is discovered. 
The fact that incest remains a taboo subjec: further 
compounds their difficulties in seeking help, and so- 
ciety's punitive attitudes toward incest mzy over- 
shadow more therapeutic approaches. 

Physicians need to overcome their own denial and 
become aware of the prevalence of incest. Tkey must 
be alert to the possibility of incest in high-risk families 
and may need to overcome their own discomfort and 
initiate frank, sensitive discussion of the matter with 
family members. In doing so, they give families a 
chance to unburden themselves and seek appropriate 
action. The physician should assist parents in getting ` 
help for their children and for themselves. =urther, 
when incest is included under child abuse statutes, one 
must be aware of one's obligation to report the matter. 
Ideally, the role of psychiatry should be a preventive 
one, warding off incest when possible and dealing with 
the immediate trauma of incest rather than with its se- 
quelae. 
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"The Effect of Low-Cost Maintenance Medication on the 
. "Rehospitalization of Schizophrenic Outpatients 


BY JOHN CODY, M.D., AND ANALEE M. ROBINSON, MS. 


In an effort to determine whether expense is a relevant 


factor when schizophrenic outpatients discontinue 
maintenance medication, the authors gave low-cost 
drugs to 44 subjects, while 46 control subjects paid the 
retail rate. The unexpected result was that the group 
receiving low-cost drugs had a significantly higher 
rate of rehospitalization. The authors suggest that 
monetary investment on the patient’s part may be an 
important factor in successful drug maintenance. 


A MAJOR SOURCE of exasperation in the practice of psy- 
chiatry is the well-compensated schizophrenic patient 
who, against all advice, stops taking his psychotropic 
medication and becomes psychotic again. The cycle of 
active psychosis—institution of chemotherapy—re- 
turn to reality—discontinuance of medication—recur- 
rence of psychosis may be repeated over and over by a 
given patient, causing much disruption and anguish for 
him and his family. To experience such a cycle should 
persuade a person to cling to his medicine as to a life 
preserver, but this rarely happens. 

A few years ago one of our outpatients, an in- 
telligent middle-aged man with 5 previous hospital- 
izations for violent psychosis, once again discontinued 
his medication. After 6 months of hospitalization, the 
loss of his job, a divorce, and several other disastrous 
consequences, he again became his former reasonable, 
gentle self. When asked why he thought he could get 
by without medicine, he replied that he knew the drugs 
were helpful, but they cost almost $40 a month and he 
simply could not afford them. Is economics a major 
reason for such noncompliance by other schizophrenic 
patients? Because we could find nothing in the litera- 
ture that answered this question, we embarked on the 
present study. 


Dr. Cody is Director and Ms. Robinson is Research Psychologist, 
High Plains Comprehensive Community Mental Health Center, 208 
€ast Seventh St., Hays, Kans. 67601. 
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EFFICACY OF DRUG THERAPY IN 
SCHIZOPHRENIA 


The ability of phenothiazines to control the symp- 
toms of schizophrenia has been amply demonstrated. 
I3 a summary of 24 studies of patients receiving pla- 
cabo or maintenance antipsychotic drugs, Davis (1) 
found a statistically significant higher relapse rate for 
the placebo groups (p«10^ 9»). While the summary in- 
c.uded studies of both chronic inpatients and out- 
patients, most of the investigations were conducted in 
controlled hospital settings where daily observations 
could be made and deterioration quickly detected. 

After 6 months of a double-blind study of chronic 
schizophrenic patients, Diamond and Marks (2) found 
that 70% of the placebo group had deteriorated, com- 
pared with 25% of the drug group. In a study by Good 
aad associates (3), schizophrenic patients whose chlor- 
p-omazine was replaced by placebo showed no notice- 
a»le regression during the first 10—12 weeks after medi- 
cation was withdrawn; however, after 3 months there 
was marked regression in some patients. Several stud- 
les (4—6) have found significant regression in 4090—7096 
oT hospitalized chronic schizophrenics after discontin- 
uance of the maintenance medication that had brought 
their symptoms under control. 

All of these investigations clearly demonstrated not 
oaly the effectiveness of drugs in controlling schizo- 
porenia but the importance of continuing medication 
once symptoms have been alleviated. These findings 
are of particular importance for community mental 
health centers charged with the task of outpatient after- 
care for discharged hospital patients. 

Hogarty and Goldberg (7) showed that relapses in 
schizophrenic outpatients can be largely prevented by 
continued use of psychotherapeutic drugs. In their 
study more than twice as many patients given placebo 
had to be rehospitalized as patients who received a ma- 
jor tranquilizer (67% versus 30%). That many patients 
in the latter group, in spite of drug therapy, fell ill again 
and were rehospitalized would indicate an expected 
readmission rate of 30% with optimum patient com- 
pliance in taking drugs. This and other studies by the 
National Institute of Mental Health and the Veterans 
Aiministration (8-10) suggest, however, that read- 
m_ssions are primarily a result of drug discontinuance. 
A publication by Consumers Union (11), containing a 
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review of research on use of psychotropic medication, 
stated that “Some mental hospitals report that more 
than half their admissions are now readmissions: 
Patients do well on the drugs, return home, drop medi- 
cation, relapse, and must then be readmitted” (p. 273). 

Is expense the problem? The cost of a maintenance 
regimen of phenothiazines can range from $10 to $40 a 
month, depending on the particular drug and dosage 
prescribed. This may be a formidable expense for 
patients who have marginal incomes and large families 
but do not receive public assistance. An additional in- 
ducement to reduce medication may be that the 


patients initially may feel better due to attenuation of ` 


side effects. Thus encouraged in their economizing by 
the residual effects of the drugs, which may continue 
for as long as 3 months (3), patients decrease the dose 
in the belief that they are permanently cured. 

Our study, conducted at the High Plains Comprehen- 
sive Community Mental Health Center in Hays, Kan., 
was designed to answer the following question: What 
is the relationship between cost of medication and re- 
hospitalization of schizophrenic outpatients who have 
been maintained on a regimen of phenothiazines? 


PROCEDURE 


Our mental health center had certain intrinsic advan- 
tages for the study we planned. The center provided all 
psychiatric care within this rural and sparsely popu- 
lated catchment area (19,000 square miles, 20 coun- 
ties). There is a close working relationship between 
the center and the area's state hospital, which is lo- 
cated only 60 miles south of the main center facilities. 
The lack of ‘‘competition’’ from other public or pri- 
vate facilities enabled us to design and monitor a study 
that, in contrast to many previously reported investiga- 
tions (7, 8, 10-15), did not require that subjects re- 
main in contact with the center. In addition, we work 
closely with general practitioners in the area, and they 
rarely interfere with our ordering of psychotropic 
drugs for mutual patients. 

Beginning in June 1973, we randomly assigned to 2 
groups all schizophrenic outpatients who were over 14 
years of age, diagnosed as schizophrenic by the cen- 
ter's psychiatrist, were residents of the catchment 
area, and were receiving maintenance doses of thio- 
ridazine (Mellaril), chlorpromazine (Thorazine), tri- 
fluoperazine (Stelazine), and mesoridazine (Serentil), 
with benztropine mesylate (Cogentin) as needed. 
(These drugs constituted the major part of our medica- 
tion program.) One group received drugs at minimal 
cost; the other group paid the regular retail rate. 
Patients receiving public assistance and those whose 
medical bills were paid by the Veterans Administra- 
tion. were not included in the study since they did not 
personally pay for their medication. Prescriptions for 
low-cost medication were written on ordinary pre- 
scription forms with an added note to the pharmacist 
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that the charge should be $1. The manufacturers fur- 
nished the drugs needed to fill these prescriptions. AI- 
so cooperating in the study were 4 local retail pharma: 
cies who processed the prescriptions in compliance 
with state regulations regarding packaging and dis- 
pensing. 

Patients in the low-cost group could purchase medi- 
cation for $1 per prescription or refill for 9 months af- 
ter assignment to the study. The control group Rad pre- 
scriptions filled in the usual manner. Patients' records 
were examined after 9 months to determine whether 
subjects had been hospitalized on our inpatieat ward 
or at the state hospital during that time. V/e also 
searched the records for any evidence that a subject 
had been hospitalized in a psychiatric facility outside 
the catchment area during the study period. 

Patients randomly selected to receive low-cost medi- 
cation were given a clear explanation of the study, ver- 
bally and in written form, and had the option of ^ot par- 
ticipating. À subject was dropped from the study if his 
medication was changed to a drug not included in the 
study, if he moved outside the catchment area, went 
on welfare, or discontinued medication on the advice 
of his therapist or private physician. Our goal was 50 
patients in each group. This number would yieid a sta- 
tistically significant difference in readmission rates giv- 
en a 15% difference in relapse rates between the 2 
groups and an expected readmission rate of 25% 
(y?=3.89, df=1, p<.05), this having been the center’s 
rate in previous years. 

As the study progressed, 17 subjects in the low-cost 
group and 13 control subjects were dropped for :he pre- 
viously cited reasons. Others who met the study cri- 
teria were added as they were discharged frorr the in- 
patient facility or came into outpatient care from the 
state hospital. After 1 year and 3 months, waen the 
study was concluded for administrative reasons, 44 
low-cost group subjects and 46 control subjects re- 
mained in the study. 


RESULTS 


The low-cost drug group had 15 readmissions (34%), 
compared with 7 readmissions (15%) in the control 
group.' The difference in readmissions was staiistical- 
ly significant (y?=4.336, df=1, p<.05). Nothinz in the 
results would corroborate a low-cost drug patient’s ex- 
cuse that he stopped taking medication because it was 
too expensive. Not only is the null hypothesis re- 
jected, but also the alternative hypothesis thet more 
readmissions would occur among the control group. 

With values of 1 or 0 assigned according to whether 
or not patients were rehospitalized, the phi coefficienf 
of correlation obtained was .2195. When cónverted to 


1A table presenting detailed patient characten 


and readmission 
data is available from the authors on request. . 


. test for the significance of the magnitude of the rela- 
tionship between cost of prescriptions and read- 
missions, the phi coefficient becomes the x? of 4.336 
with the previously noted probability of less than .05 
' (953.84). Further analysis using the Fisher exact 
probability test yielded a probability of .02309 that the 
difference in readmissions would occur by chance. 

An examination of the composition of the 2 groups 
showed no significant differences in age (t=1.701, 
df=88), sex (x*-0.163, df=1), income (x?=2.370, 
df=4), marital status (y7=1.497, df=2), or chronicity 
of illness, i.e., the length of contact a subject had had 
with the center (x*—1.700, df=3). Thus the process of 
randomization apparently caused no significant bias of 
these variables that might have influenced the results. 

However, in comparing all readmitted patients from 
both groups with those not readmitted during the 9- 
month period, there were two significant differences. 
Almost one-half (47.6%) of those with annual incomes 
between $2,500 and $5,000 were readmitted (x?= 10.3, 
df=4, p<.05). Marital status was also a significant vari- 
able; only one-seventh (14.3%) of the married subjects 
were readmitted (y?=6.34, df=2, p«.05). 


DISCUSSION 


The results seem to indicate that lowering the cost of 
prescription medication for schizophrenic patients 
does not lower their rate of rehospitalization. This find- 
ing is in line with psychiatry’s traditional position that 
patients who invest in their treatment benefit more 
than those who do not. In view of the significant differ- 
ence between relapse rates, some aspects of the study 
deserve comment. i 

First, there is always the danger of a Type I error— 
rejecting the null hypothesis when no difference ac- 
tually exists between the 2 groups. The relatively small 
size of the groups may render the study somewhat 
more vulnerable to a Type I error. Ideally, all patients 
diagnosed as schizophrenic would have been placed 
on one of the drugs in the study, would not have had 
their medication changed or discontinued, and would 
not have moved outside the area—would not, in sum, 
have been subject to any of those messy complexities 
of the outer world. Second, while a significance level 
of .05 is a frequently used criterion, some might consid- 
er it, and even the obtained exact probability of .023, 
too lenient. Another point that should be made is that 
there was no attempt to determine whether patients 
took the prescribed medication; prescriptions were 
simply handed out and readmissions noted. 

Granted the possibility of a Type I error, we are re- 
luctant to accept the null hypothesis. The truly star- 
tling outcame of the investigation was not the differ- 
ence between the 2 groups but the extremely low num- 
ber of regular prescription patients who were 
rehospitalized. The center's readmission rate has con- 
sistently been aheut 25%; this is in close agreement 
with.the fingssig of Diamond and Marks (2), who noted 
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a deterioration in 25% of their drug group, and with 
chat of Hogarty and Goldberg (7), who noted a read- 
nission rate of 30% in their drug group. Our finding of 
a 15% readmission rate in the regular-cost drug group 
zs therefore far below the expected rate, while admis- 
sions from the low-cost group ranged from 4% to 9% 
above what might be expected. This suggests that mon- 
etary investment on the patient’s part may be an impor- 
zant ingredient in successful drug maintenance. Per- 
haps the prevailing 25%-30% figure for relapses and 
readmissions in other studies resulted from the in- 
clusion of patients who did not pay for their own medi- 
cation, e.g., minors, veterans, and patients receiving 
welfare. Does paying the full price out of one's own 
pocket increase the psychological value of the medi- 
cine and make it more desirable to take regularly? We 
charged $1 for the low-cost drugs so as not to strip 
fhem of all monetary value. Is $1 now so trifling a sum 
as to have practically no value, and does this low value 
become attached to the pills in the bottle? 

Or is it possible that our schizophrenic patients be- 
came suspicious of drugs dispensed as part of a study? 
In other words, did they wonder whether they were 
being ‘‘experimented on’’? All we can say is that none 
of them ever voiced such doubts; on the contrary, 
many expressed considerable delight about the reason- 
eble price of their prescriptions. Moreover, the essen- 
tials of the study were clearly explained (verbally and 
in a letter) to each patient who participated, and partic- 
i»ation was on a voluntary basis. 

It is well recognized that the poor and the unmarried 
ere overrepresented in populations of psychiatric 
patients. In this study such persons accounted for a 
cisproportionate number of hospitalizations whether 
they were in the low-cost group or paid the full price. 
In our large rural area, the cost of traveling to a clinic 
to obtain prescriptions and to a pharmacy to have 
taem filled adds something to the expense of obtaining 
medication. Although the drugs themselves might 
Fave seemed like a great bargain, was this increased 
cost sufficient to discourage patients whose incomes 
ranged from $2,500 to $5,000? On the other hand, low 
family income can be a reflection of poor survival 
skills, ineffective coping behavior, or more crippling 
and chronic psychopathology. As for the married, a 
concerned spouse, with an emotional investment in 
keeping the patient well, might assume responsibility 
for the patient's taking his medicine regardless of cost. 

We hope that others will replicate the study. Until 
then, one is tempted to conclude that the direct cost to 
the patient may be an important part of the placebo ef- 
fect of drugs and greatly influence the outcome of ther- 
apy. If this conclusion is valid, it brings into question 
the common practice of starting chemotherapy with 
free drug samples, which may only be setting the stage 
for the patient's depreciation of the drug's potential 
helpfulness. Finally, one is led to wonder whether a 
tendency to devalue what is acquired easily might ap- 
ply, beyond drugs, to other forms of low-cost or gratui- 
tous medical treatment. 
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Marijuana Intoxication by Passive Inhalation: Documentation by 


Detection of Urinary Metabolites 


BY PHILLIP ZEIDENBERG, M.D., PH.D., RAYMOND BOURDON, PH.D., 


AND GABRIEL G. NAHAS, M.D., PH.D. 


During the course of a study on the effects of chronic, 


heavy marijuana use, a placebo control subject 
reported dizziness and nausea, showed tachycardia 
and conjunctivitis, and was found to have urinary 
cannabinoid metabolites. Staff members observing the 
marijuana smokers also complained of similar 
subjective symptoms. The detection of cannabinoids 
in the urine of this nonsmoker documents the 
previously anecdotal concept of the ‘‘contact high"' 
and has implications for marijuana research and for 
precautions that may be necessary should marijuana 
become legal. 


THE EFFECT of exhaled smoke on nonsmokers in pub- 
lic places has been a matter of public health concern in 
recent years. Hinds and First (1) demonstrated that to- 
bacco smoke in public places could cause nonsmokers 
to consume between .01—.001 of one filter cigarette per 
hour. Although this amount is not considered toxic to 
healthy individuals, it is thought to be capable of ini- 
tiating and causing symptoms in allergic persons or in 
those affected by heart and lung disease (2). In situa- 
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tions of very heavy smoking in tightly enclosed »laces, 
the possibility of more significant “‘passive smoking'' 
exists. In the case of marijuana, this takes on particu- 
lar significance because of the ability of the azent to 
cause psychotropic effects and to alter heart rate. Mari- 
juana is often smoked in closed rooms with poor venti- 
lation because it is illegal and cannot be smoked in pub- 
lic. There have been many anecdotal reports of *'con- 
tact high" by nonsmokers in marijuana-smoking 
groups, but these reports have been attributed to sug- 
gestion and none has been documented pharmacologi- 
cally. In this report, we will present the case o- a pla- 
cebo smoker living as a control subject in a group of 
heavy marijuana smokers who reported a subjective 
“contact high” and in whom urinary cannabinoid me- 
tabolites were detectable. i 


* 
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* METHOD 


Five regular marijuana smokers were admitted to a 
locked ward to study the effects of heavy, chronic 


` marijuana smoking on a variety of biological and psy- 


chological measures; the full results of this study have 
been reported elsewhere (3). One nonsmoking volun- 
teer was admitted to live with the smokers but to 
smoke only placebo cigarettes. Cigarettes containing 
THC or placebo were provided by the National Insti- 
tute on Drug Abuse (NIDA) for purposes of the study. 
After a two-week drug-free '*wash-out'' period, sub- 
jects began smoking on May 12, 1975, and smoked 
heavily through June 2, 1975, after which there was a 
three-week drug-free period. The placebo subject 
smoked only placebo cigarettes, but for the first half of 
the smoking period he stayed close to the area where 
the THC subjects smoked. On May 27 he reported sub- 
jective sensations of dizziness and slight nausea and 
showed objective signs of tachycardia and con- 
junctivitis. He felt he was having a ''contact high” and 
began to absent himself from the smokers, staying at 
the other end of the ward. 

Because of our concern that the placebo cigarettes 
were accidentally contaminated with cannabinoids, we 
sent some of them back to NIDA for immediate assay. 
They were found to be negative for cannabinoids. 

Urine specimens were obtained at periodic intervals 
from the active smokers and the placebo smoker and 
assayed for cannabinoids and their metabolites by uri- 
nary gallium chelate formation by the olivetol portion 


: of the cannabinoid molecules (4). Table 1 shows the to- 


tal cannabinoids measured by this method in the pla- 
cebo subject. 


DISCUSSION 


The placebo subject was initially admitted to serve 
as a control against any possible '*hospitalism"' effect, 
but it is apparent from the findings of the urinary can- 
nabinoid assays that such controls would have to be 
housed in separate quarters in order to be effective. 
The placebo smoker subject had been informed that vi- 
olation of the rules would result in total revocation of 
our agreement with him and was under constant obser- 
vation; therefore, it is impossible that the appearance 
of metabolites was due to ‘‘cheating.’’ This was unlike- 
ly in any case, since the subject had been carefully 
screened and found to have a revulsion toward all drug 
use. He was an immigrant on a student visa who could 
earm money legitimately only in this way. Further- 
more, his college tuition was being paid by a relative of 

one of the experimenters, and he could not risk offend- 
ing his spensor. Finally, he knew he could lose his visa 
and be deported fer drug use, which would be tan- 
tamount to forfeiting his entire higher education. 

The smooth pattern of drug excretion, which began 
one week after the onset of smoking and peaked at the 

esame time-the subject reported the ''contact high," 
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TABLE 1 
Urinary Concentrations of Cannabinoids in a Placebo Smoker 





Date of Collection Concentration (ng/ml) 


5/12775 Negligible 
5/19/75 150 
3/23/75 100 
5/27/75 260 
6/ 2/75 210 
6/ 9/75 170 
6/13/75 50 
6/23/75 Negligible 


coincided with the objective findings of conjunctival in- 
jection and tachycardia in a pattern indicating true pas- 
sive marijuana intoxication. The slow disappearance 
of the metabolites after the subject learned to avoid the 
other smokers and after smoking had stopped is pre- 
sumably related to the known accumulation of can- 
nabinoids in fatty tissue and slow excretion of the me- 
tabolites (5). 

The urinary excretion of cannabinoid metabolites is 
known to represent only a small portion of total excre- 
tion (6). Therefore, we cannot conclude from this data 
the actual magnitude of the passive absorption. We 
can only state that it was sufficient to give subjective 
and objective findings. Since the subject was naive to 
marijuana, the actual magnitude necessary to produce 
these findings may have been small. 

It should be added that numerous staff members 
who observed the patients smoking complained of sub- 
jective discomfort and showed nausea, tachycardia, 
and conjunctival injection. Eventually, it became nec- 
essary to establish a closed-circuit television system to 
observe smokers (described in detail elsewhere in this 
issue [7]). It is reasonable to assume that these prob- 
lems were caused by passive absorption of can- 
nabinoids, a possibility that all research projects on 
chronic marijuana smoking should anticipate. If mari- 
juana smoking is legalized, special precautions may 
have to be taken to protect individuals from passive ab- 
sorption of cannabinoids. 
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Catatonia: Prediction of Response to Somatic Treatments 


BY RICHARD ABRAMS, M.D., AND MICHAEL ALAN TAYLOR, M.D. ý 


The authors investigated predictors of somatic 
treatment response in 55 patients with one or more of 
eight catatonic motor features. Responders more 
often had good prognostic signs, rapid or pressured 
speech, and diagnosable affective disorder or 

. alcoholism. Nonresponders were younger at age of 
onset of first illness and were more frequently 
disoriented; they included all patients diagnosed as 
schizophrenic. The authors suggest that treatment 
response in catatonia is a function of primary 
diagnosis and that the syndrome is diagnostically 
nonspecific but occurs most often in patients with 
affective disorders. 


OPINIONS CONCERNING the prognosis in catatonia dif- 
fer widely, with reported long-term recovery rates 
ranging from 33% to 75% (1-4). Strikingly absent from 
the literature on catatonia are prospective studies that 


assess the value of clinical, demographic, or family his- - 


tory variables in predicting the immediate response to 
treatment. : 

We recently conducted a prospective clinical 
study (5) of catatonia in newly admitted patients and 
found catatonic motor signs to be diagnostically non- 
specific and homogeneously distributed among re- 
search diagnostic groups. The treatment response was 
generally favorable for the sample; two-thirds were 
markedly improved or in remission at the time of dis- 
charge. 

The present report assesses the value of a number of 
clinical psychopathological, demographic, and family 
history variables in predicting the short-term treat- 
ment response of the catatonic sample as determined 
at the time of discharge from the hospital. 


Dr. Abrams is Professor and Vice-Chairman and Dr. Taylor is Pro- 
fessor and Chairman, Department of Psychiatry and Behavioral Sci- 
ences, University of Health Sciences/The Chicago Medical School, 
Bldg. 50, North Chicago, Ill. 60604. 
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METHOD 


The study was done on two acute treatment in- 
patient psychiatric units of a municipal hosrital in 
New York City during a 14-month period endirg July 
1973. We included for study all consecutively admitted 
patients who exhibited on admission or during their 
hospital course one or more of the following signs (6): 
mutism, stereotypy, posturing, catalepsy, automatic 
obedience, negativism, echolalia/echopraxia, and stu- 
por. The presence of excitement alone was considered 
insufficient to qualify a patient for admission to the 
study (although it was systematically recorded) -o pre- 
vent undue loading of the sample with patients in man- 
ic excitement who lacked specific motor signs. 

Each patient was examined by one or the other of 
us. We recorded information on the phenomeno_ogy of 
the index admission, demographic data, and, when 
available, any history of psychiatric illness or akcohol- 
ism in first-degree relatives. A research diagnosis was 
then made according to our previously publish2d cri- 
teria (7, 8), which do not include a consideration of 
catatonic features. We also recorded the presence or 
absence of good prognostic signs (9) and Schneider's 
first-rank symptoms (10). 

About a year after the data were collected, treat- 
ment outcome was rated by a ''blind"' inveszigator 
who was presented with records of the patient's condi- 
tion on admission and at discharge and the duration 
and severity of signs and symptoms; all information 
concerning admission and research diagnoses, treat- 
merit received, demographic data, family history, and 


: symptom-form was deleted. Treatment response* was 


rated on a four-point global scale: none or minimal, 
moderate, marked, and remission, taking into account. 
the initial severity of illness in each case. Treatments 
were ''doctor's choice” and were prescribed by a resi- 
dent psychiatrist under the supervision of an attending 
psychiatrist. | 

Differences between means were assessed bv inde- 
pendent t tests and frequency distributiogs by ‘chi-« 


square (with Yates’ correction when df=1). Two- 


tailed tests were used, with the .05 level required for 


, significance. 


RESULTS 


Fifty-six patients satisfied our inclusion criteria for 
catatonia. One patient whose research diagnosis was 
unclear was dropped, leaving a final sample of 55 
patients with one or more catatonic features. The 
sample was divided into two groups according to the 
blind rating of outcome. Patients rated as being much 
improved or in remission (N —37) were designated *'re- 
sponders'' and those whose improvement was rated as 
none, minimal, or moderate (N=18) were designated 
""nonresponders.'' 

The two groups did not differ on the demographic 
variables of age, sex, race, total number of hospital- 
izations, or number of hospitalizations per ill patient- 
year. Nonresponders were significantly younger than 
responders at the first onset of their illness (means =22 
and 29 years, respectively, p<.05). 

The eight catatonic features were equally distributed 
between responders and nonresponders. The presence 
of excitement also failed to differentiate the groups. 

Table 1 shows a number of variables that differ- 
entiated responders from nonresponders. More re- 
sponders had a research diagnosis of affective dis- 
order, with mania predominating, and the 3 patients 
with reactive psychosis were also responders. More re- 
sponders had good prognostic signs and rapid or pres- 
sured speech, with a greater familial loading for psychi- 
atric illness (affective disorder or alcoholism). Non- 
responders were more frequently disoriented, and all 
patients satisfying research diagnostic criteria for 
schizophrenia were nonresponders. 

First-rank symptoms, formal thought disorder, nudi- 
ty, and fecal smearing, generally considered prognosti- 
cally unfavorable, did not separate the two groups, nor 
did any of the individual catatonic features. Also, the 
prevalence of associated alcoholism, sociopathy, drug 
abuse, or homosexuality was not different for the two 
groups. 

Four patients, two in each group, received no somat- 
ic treatment. The remainder received lithium or neuro- 
leptics alone, a combination of the two, or ECT. The 
type of treatment received did not differentiate the two 
groups. 

. Complete family history data were available for 41 
patients. Responders had a significantly greater pro- 
portion of ill relatives with either affective illness or al- 
coholism than nonresponders (p<.05). Schizophrenia 
was not diagnosed in any relative. 


DISCUSSION 


A favorable treatment response in catatonia was re- 
lated.to the presence of clinical variables often asso- 
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TaBLE 1 
Research Diagnosis, Phenomenology, and Treatment Response 








Nonresponders Responders 
(N=18) (N=37) 
Variable N % ` N % 
Research diagnosis 
Schizophrenia 4 22 0* 0 
Affective disorder 
Mania 8 44 26 70 
Endogenous depression l 6 4 11 
Total 9 50 30** 8l 
Organic brain syndrome 3 28 4 ai 
Reactive psychosis 0 0 3 8 
First-rank symptoms 3 17 8 22 
Good prognostic signs 9 50 33*** - 9 
Hyperactivity 13 72 31 84 
Rapid or pressured speech 7 39 26** 70 
Euphoric 5 28 14 38 
Expansive 2 11 12 32 
Irritable II 61 18 49 
Labile 12 67 20 54 
Flight of ideas 6 33 18 49 
2ersecutory delusions 10 56 14 38 
Srandiose delusions 3 17 16 43 
Zormal thought disorder 3 28 9 24 
Nudity 5 28 14 38 
~ecal smearing 4 22 6 16 
Head decoration 5 28 9 24 
Violent 9 50 13 35 
Jisoriented 10 56 ges 24 
Auditory hallucinations 10 56 19 $1 
ther hallucinations 8 44 8 22 
*p«.02. 
**9«. 05. 
SE Tcl. 


ciated with affective disorder (good prognostic signs, 
rapid or pressured speech), a research diagnosis of af- 
fective disorder or reactive psychosis, and a positive 
history of affective disorder or alcoholism in first-de- 
grae relatives. 

A research diagnosis of schizophrenia invariably 
predicted a poor outcome, which is consistent with the 
earlier age at onset of the nonresponders. Only dis- 
onentation, a sign of organic brain disease, was more 
frequent in the nonresponder group. 

Individual catatonic features were equally distrib- 
ut»d among responders and nonresponders and there- 
fo-e had no predictive value. This finding is consistent 
with a previous observation on the failure of catatonic 
features to predict outcome in a sample of patients 
with acute mania (11). 

Because we selected consecutive catatonic patients 
without regard to primary diagnosis, one might ask 
whether our sample is truly representative of cata- 
tonia. We required the presence of at least one cataton- 
ic motor feature for inclusion in the study, but only 9 
pacients had just one feature. Seventy percent of our 
sample had three or more catatonic features, which is 
surely adequate for a diagnosis of catatonia regardless 
of the presence of other symptoms. Also, of the 39 
pacients who satisfied our research criteria for affec- 
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tive disorder, 72% exhibited three or more catatonic 
features, with a mean of 3.7. This is less than the mean 
of 4.75 catatonic features we found in the schizophren- 
ic group, but not significantly so. 

Thus the response of catatonic patients to somatic 
treatments is related to the primary diagnosis (usually 
affective disorder) and its associated clinical, demo- 
graphic, and family illness variables. This primary 


- diagnosis is preeminent even if other symptoms are 


present that are generally considered of poor prognos- 
tic import (e.g., first-rank symptoms, fecal smearing). 
These findings reflect the clinical nonspecificity of the 
catatonic syndrome as well as its frequent occurrence 
in patients with affective disorders and provide no sup- 
port for the classification of catatonia as a specific dis- 
ease entity. 
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Criminality and Mental Illness: A Study of Arrest Rates in a Rural 


State 


BY JEFFREY R. DURBIN, M.S., RICHARD A. PASEWARK, PH.D., AND DALE ALBERS, 


The authors examined cumulative arrests for the 
period of 1964—1973 for psychiatric patients admitted 
to a state hospital in 1969 (286 men and 175 women) 
and for the general population in Wyoming. Male 
patients were arrested as often as or more often than 
individuals in the general population. No men 
diagnosed as schizophrenic were arrested for crimes 
against persons; one-fourth of arrests among 
individuals diagnosed as alcoholics were for such 
crimes. Arrest rates among women patients seemed to 
parallel those of women in the general population, 
although the sample was too small for definite 
conclusions. Male patients were arrested significantly 
less often following discharge than before 
hospitalization. 


RESULTS of previous studies concerned with the crimi- 
nal behavior of hospitalized mental patients have been 
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equivocal. In general, earlier studies reported either 
no difference or a lower arrest rate among mental 
patients than in the general population (1—4). In con- 
trast, later studies reported either no differerce or a 
higher arrest rate among patients (5-7). All such stud- 
les, except that of Zitrin and associates (8), were con- 
ducted before the adoption of a ''revolving-door'' con- 
cept concerning hospital discharge and alterations in 
criteria for discharge and the full impact .of the bur- 
geoning community mental health center mcvement 
on hospital admissions. In addition, previous investiga- 
tions were concerned primarily with easterr. indus- 
trialized states. 


Mr. Durbin is Captain, Biomedical Sciences Corps, U.S.A.F., anda 
doctoral candidate, Department of Psychology, Universit” of Wyo- 
ming, Laramie, Wyo. 82071, where Dr. Pasewark is Professor of 
Psychology and Director of Clinical Psychology Training. Dr. Al- 
bers is Associate Professor of Sociology, University of South Dako- 
ta, Vermillion, S.D. Address reprint requests to Dr. Pasewatk. e 


METHOD 


'" Our subjects were 286 men and 175 women, aged 
.18—64, admitted to the only state hospital in Wyoming 
during calendar year 1969. This hospital serves an area 
of 98,000 square miles and a population of approxi- 
mately 350,000 people. 

Excluded from the study were admissions in the fol- 
lowing categories: 1) those charged with crimes and 
committed by courts for psychiatric evaluation; 2) 
those transferred to other institutions during the time 
period of the study; and 3) individuals who died while 
hospitalized or on leave from the hospital before the 
conclusion of the study period. 

Arrest rates of the patient sample were compared 
with those of the general Wyoming population for the 
10-year period 1964-1973. Arrest data were secured 
from the Wyoming Bureau of Criminal Identification 
and based on fingerprints routinely forwarded to the 
bureau after arrest. The following offense categories 
were excluded: public intoxication, driving while in- 
toxicated, gambling, vagrancy, disorderly conduct, 
traffic violations, and suspicion. 

Since it is logical to assume that hospitalized 
patients do not have the opportunity to be arrested, we 
used a correction factor in computing patient arrest 
rates based on the average number of days patients ac- 
tually spent in the hospital (274 for men, 305 for wom- 
en) during the study period. Estimated general popu- 
lation arrest rates were based on average general Wyo- 
ming populations of 93,818 men and 93,374 women 
aged 18-64. All arrest rates are based on units per 
10,000 population. 


RESULTS 
Arrest Frequencies and Rates 


Although it is apparent from table 1 that the overall 
estimated annual arrest rate of the male patient group 
(331.08) was higher than that of the general population 
(287.27), the difference was not significant (p=.10, 
Poisson test) (9). However, patient arrest rates were 
markedly higher for two arrest categories—possession 
of concealed weapons (11.29 versus 2.82) and narcotic 
and drug offenses (37.62 versus 12.74), but the small 
numbers involved make the significance of these differ- 
ences questionable. What can be stated with little 
equivocation ts that the findings clearly challenge any 
generalization that hospitalized male patients are any 
less prone to arrest than persons in the general popu- 
latior. These results lend support to the findings of 
Rappeport and Lassen (5), Giovannoni and Gurel (7), 
and Zitrin and associates (8), suggesting a gener- 
alization of their findings from an urban to a rural popu- 
lation. x 

Table | indicates that women in both groups had low 
arrest rates. There were only 5 arrests of women 
patients and only 3,697 total arrests of women during 
the 10-year period, and the overall rates of the two 
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groups were comparable (30.99 and 39.59). Although it 
is clear that female patients were no miore involved in 
a-rest behavior than the general population, it cannot 
bz definitely stated that they were any less involved. 

Arrests tended to be concentrated among a small 
segment of the male patient population. Thus, 49 
(7.1%) of the patient sample accounted for the 88 ar- 
rests in that group; 21 patients (7.3%) were responsible 
fcr 68.296 of these arrests. (Since there were only 5 ar- 
rests of female patients, a comparable analysis would 
b= relatively meaningless.) 


Arrests and Diagnosis 


As table 2 shows, men diagnosed as having either 
personality disorders or drug dependence contributed 
a disproportionate share of arrests. Personality dis- 
o-ders comprise only 10.1% of the patient group but 
azcounted for 25.0% of total arrests, and drug depen- 
dency cases represented 3.5% of the patient sample 
and 7.9% of arrests. Except for 1 case of rape and 2 
cases of assault with a deadly weapon, arrests of per- 
sons diagnosed as having a personality disorder were 
dstributed among drug offenses (N=4) and such 
c3imes against property as grand larceny (N —2), bur- 
gary (N=2), bad checks (N=2), auto theft (N— 1), 
fergery (N=1), and illegal conversion (N=1).! Of the 7 
p2rsons diagnosed as drug-dependent, 3 were appre- 
hended for drug violations and 1 each for simple as- 
sault, auto theft, concealed weapon, and parole viola- 
tron. 

A limitation of this study is that the majority of male 
patients (62.9%) had primary diagnoses associated 
with alcoholism and in addition 6.3% had secondary al- 
coholic diagnoses. Somewhat surprisingly, in view of 
the association generally found between crime and al- 
cohol (10, 11), men with alcoholic diagnoses were not 
overrepresented in arrest statistics. Thus the com- 
bened grouping of patients with primary and secondary 
a.coholic diagnoses accounted for 69.296 of the total 
male patient population but only 64.8% of the total 
male arrests. Of the 44 arrests involving alcoholics, 11 
vere crimes against persons (3 cases each of robbery, 
s. mple assault, and contributing to the delinquency of a 
minor; 1 case each of aggravated assault and child mo- 
lestation). The remaining 33 arrests were distributed 
among such crimes as passing bad checks (N=7), lar- 
ceny (N=7), parole violation (N —3) auto theft (N=1), 
and forgery (N- 1). 

Schizophrenic male patients, like the alcoholic 
g-oup, were not overly represented in the arrest rec- 
ords. The 40 schizophrenics comprised 14.046 of the 
patient sample, and their 10 arrests accounted for 
11.4% of the total patient arrests. The 10 arrests were 3 
drug violations, 2 shoplifting, 2 nonsupport, | theft, | 


1* Illegal conversion’’ refers to situations in which an individual 
t-kes something given to him for use and converts it to his own gain 
(z.g., a teacher who is given a tape recorder for class use sells it and 
keeps the money). 


Am J Psychiatry 134:1, January 1977 8l 


*BRIEF COMMUNICATIONS 


TABLE 1 


Frequency and Rate of Arrests for Patlents and the General Population, 1964—1973 


Men Women 
Frequency Rate* Frequency Rate* 
General Patient General Patient General Patient General Fatient 
Charge (N=93,818) (N=286) (N=93,818) (N=286) (N=93,374) (N=175) (N=93,374) (N-175) 
Murder, nonnegligent manslaughter 111 1 3.76 16 0 17 .00 
Negligent manslaughter 42 0 .00 5 0 .05 .00 
Robbery 346 3 : 11.29 22 0 24 .00 
Assault, aggravated 370 3 . 11.29 35 0 37 .00 
Assault, other 986 4 10.5] 15.05 64 0 .69 .00 
Rape, forcible 151 ] ; 3.76 1 0 .05 .00 
Prostitution, vice 16 0 .00 113 1 1.21 5.20 
Sex offenses, other 330 l ; 3.76 50 0 54 .00 
Larceny, theft 3,052 13 32.53 48.91 613 I 6.56 e .20 
Theft, auto 1,196 4 12:75 15.05 63 0 .67 .00 
Burglary, breaking and entering 1,618 8 17.25 30.10 45 0 .48 .00 
Stolen property 160 2 ; 1.92 22 0 .24 .00 
Forgery, counterfeiting 1,001 2 10.67 1.52 125 0 1.34 .00 
Embezzlement, fraud 1,683 2 17.94 7.52 224 0 2.40 .00 
Weapons, possession 261 3 2.82 11.29 4 0 04 .00 
Drug laws 1,195 10 12.74 37.62 124 0 1.33 .00 
All other 14,433 3] 153.84 116.63 2,171 3 23.25 18.59 
Total 26,951 88 287.27 331.08 3,697 5 39.59 3C.99 





* Arrests per 10,000 population. 


TABLE 2 
Diagnosis, Age, and Marital Status of Male Patients and Male Patients 
Arrested 


Male Patients Male Patients Arrested 


(N=286) (N=88) 
Variable Number Percent Number Percent 
Diagnosis 
Alcoholism 180 62.9 44 50.0 
Schizophrenia 40 14.0 10 11.4 
Personality disorder 29 10.1 22 25.0 
Drug dependence 10 - 3.5 7 7.9 
Other 27 9.5 > §:7 
Age (years) 
18-24 40 14.0 26 29.5 
25-34 60 21.0 26 29.5 
35-44 73 25.5 19 21.6 
45-54 63 22.0 11 12.5 
55-64 > 50 17.5 6 6.9 
Marital status 
Married 140 49.0 29 33.0 
Single 54 18.9 27 30.7 
Divorced 67 23.4 20 22.7 
Separated 11 3.8 9 10.2 
Widowed 14 4.9 3 3.4 


auto theft, and 1 possession of stolen property. There 
were no arrests involving crimes against people. 


Arrests by Age, Marital Status, Hospitalization Type, 
Occupation, and Sex 


Patient arrests are related to the variables of age, 
marital status, and type of hospitalization. Single men 
aged 18-24 years contributed proportionately more ar- 
rests than their representation in the patient popu- 
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lation (see table 2). Similarly, while involuntary hospi- 
talizations comprised 40.9% of the male patient group, 
they accounted for 55.7% of total male arrests. 

The broad occupation categories employec in this 
study did not appear to be related to arrests Of the 
male patients, 29.4% were classified as semiskilled and 
unskilled and 70.6% as skilled or professional workers; 
the former group contributed 31.8% and the latter 
68.2% of the arrests. 

Because of the small number of arrests of women 
(N=5), comparable conclusions cannot be drawn re- 
garding the female group. However, a strong associa- 
tion between sex and arrest is apparent—the female 
patient group comprised 38% of the total patiemt group 
but was responsible for only 5% of total arrests. 


Arrests Before and After Hospitalization 


The overall arrest rate among males in the general 
Wyoming population increased during the ‘‘post- 
hospitalization” period (from 272.7 to 304.7), but the 
arrest rate among the patient group decreased mark- 
edly (from 401.3 to 180.6). There were 54 pre- 
hospitalization arrests (10.67 per year) and 24 post- 
hospitalization arrests (4.8 per year) among the male 
patients. Of the 49 men involved in arrests, 6 had no 
arrests before hospitalization and 35 had no arrests af- 
ter hospitalization. To determine whether dec-ease in 
arrests could be attributed to the patient group's being 
older in the posthospitalization period, arrests before 
and after hospitalization were cafegorized as to age of 
the patient at time of arrest and the two age cistribu- 
tions were compared by means of chi-squar2 tests. 
The groups were not significantly’ different Q°=.25, 
p>.0S5), suggesting that factors associated with Hosp 


takzation rather than a general aging of the patient pop- 
ulation may have influenced the reduction in arrest 
* rates after hospitalization. 

- It is also interesting to note that 32 of the 64 pre- 
hospitalization arrests occurred during 1968 and 1969, 
which suggests that contemporaneous arrests might 
very well be involved in the decision to hospitalize; 
thus, hospitalization may often serve as a diversionary 
adjunct to the criminal justice system. 


COMMENT 


This type of empirical research is influenced by a 
multitude of factors. Definite conclusions are difficult 
and generalizations are risky. Hospital policies and 
procedures, local community practices, and a host of 
demographic and background variables all undoubt- 
edly affect the incidence of arrest behaviors observed 
among psychiatric patients and may explain the dis- 
crepant findings reported in the literature. Patients 
may involve themselves in criminal behaviors in spite 
of their psychiatric disorder, not because of it. Factors 
other than mental illness that also operate in the gener- 
al population may be paramount in criminal activity ob- 
served in psychiatric populations. There is an urgent 
need for research with mental patients that isolates 
and controls for specific variables thought to be asso- 
ciated with general criminal behavior in order to help 
clarify the relationship between criminality and psychi- 
atric disorder. 

In any event, our findings suggest that persons hospi- 
talized for mental disorders are not less frequently ar- 
rested for violations of the law than are persons in the 
general population, which contrasts with findings in 
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previous studies (1-4). Our findings are concordant 
with later investigations (5-7), which indicate com- 
parable criminal behavior in psychiatric and non- 
psychiatric populations and extend such findings to a 
rural setting. 
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: Tardive Dyskinesia: Are First Signs Reversible? r 


BY FREDERIC QUITKIN, M.D., ARTHUR RIFKIN, M.D., LINDA GOCHFELD, M.D., 


AND DONALD F. KLEIN, M.D. 


5 


Although tardive dyskinesia, a serious and sometimes 


irreversible side effect of antipsychotic drug use, is 
becoming increasingly common, there is still 
considerable confusion concerning the course of the 
syndrome. The authors observed 12 psychiatric 
patients with tardive dyskinesia from the inception of 
the syndrome. They found that first symptoms rarely 
persisted if antipsychotics were discontinued and 
conclude that the length of time symptoms have 
persisted prior to drug discontinuation, not age at 
onset, may be the major variable determining 
reversibility of the syndrome. 


EVIDENCE COMPILED in the past 20 years indicates 
that antipsychotics, including phenothiazines, butyro- 
phenones, and thioxanthenes, favorably alter the 
course of most schizophrenic illness. With the excep- 
tion of agranulocytosis, the side effects produced by 
short-term use of antipsychotic agents are either re- 
versible or impose only minor limitations in function. 
However, tardive dyskinesia, a syndrome associated 
with long-term antipsychotic drug use, is frequently ir- 
reversible. Prior to 1970 tardive dyskinesia was consid- 
éred a rara avis; we now recognize that it may be the 
most frequent serious adverse effect of antipsychotic 
drug use. Unlike agranulocytosis, which occurs rarely, 
tardive dyskinesia has become common, with reported 
prevalences among chronically hospitalized psychiat- 
ric patients varying from 2% to 56% (1). 

A special report (2) issued by the FDA-ACNP (a 
study group formed by the Food and Drug Administra- 
tion Bureau of Drugs and the American College of 
Neuropsychopharmacology) contains an excellent de- 
scription of tardive dyskinesia, which we have con- 
densed as follows. 

Tardive dyskinesia can occur after several weeks or 
months of neuroleptic treatment; usually it is observed 
after several years of treatment. Paradoxically, it may 
first appear after discontinuation of antipsychotic 
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waite Clinica! Research Services, and Dr. Klein is Director of Re- 
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drugs. In an unknown percentage of cases, -he syn- 
drome is apparently irreversible and can be called 
"permanent dyskinesia.” ‘‘In older chronic patients 
tardive dyskinesia is usually characterized by stereo- 
typed, repetitive, involuntary movements of the 
mouth, lips, and tongue and is sometimes accompa- 
nied by choreiform movements of the limbs cr trunk. 
The most widely described and frequently seen symp- 
toms make up the bucco-lingual-masticatory (BLM) 
triad: this consists of sucking and smacking move- 
ments of the lips, lateral jaw movements, and tongue 
thrusting or fly-catching movements” (2, p. 454). The 
BLM triad is by no means the only mode of onset; oth- 
ers include movements involving the lips and eyes, as 
well as axial hyperkinesis. Oral movements usually 
worsen under emotional tension; they disappear dur- 
ing sleep (2). 

The literature on the natural course of this sendrome 
is confusing. Some investigators consider ii a per- 
sistent and probably irreversible neurologice! condi- 
tion (1, 3, 4), whereas others suggest that in most cas- 
es the syndrome disappears 1 to 2 months after cessa- 
tion of treatment but may occasionally continue 
chronically (5). The persistence of the neu-ological 
signs implies irreversible central nervous system dam- 
age, and the tics and choreoathetoid movements can 
sufficiently mar the patient's appearance to impair so- 
cial readjustment. 

Several factors contribute to the current confusion 
about the course of tardive dyskinesia. Few patients 
have been observed at the inception of the symptoms 
and followed throughout their course. Most studies 
have taken place on wards for the chronically ill, 
where patients have had tardive dyskinesia for vari- 
able time periods. In addition, elderly chronic patients 
with BLM-triad symptoms have heterogeneous etiolo- 
gies, which adds to the variability of course and treat- 
ment response. Our experience, which differs from 
that generally reported in the literature, is that the first 
manifestations of tardive dyskinesia rarely persist if an- 
tipsychotic drugs are discontinued. 


METHOD I 


The policies of the Long Island Jewish-Hills de Med- 
ical Center psychiatric aftercare clinic afford a pro- 
longed view of the course and response to treatment of 
a large number of patients. Once réferred to the clinic, 
patients are rarely discharged, although many drep 


ui Patients requiring rehospitalization return to after- 
care when their clinical state permits. Those no longer 
needing intensive treatment are seen every 3—6 months 
and reenter active treatment if their condition deterio- 
rates. 

Three psychiatrists reviewed the courses of 9 after- 
care patients with tardive dyskinesia. Three other 
patients were seen by the authors privately. In all but 
one case the psychiatrist reviewing the patient's 
course observed the tardive dyskinesia from its in- 
ception. 


TABLE 1 


- 
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The histories of antipsychotic drug treatment and 
otker characteristics of the 12 patients studied are sum- 
merized in tables | and 2. For 8 patients, symptoms in- 
cluded only the BLM syndrome. The others had, et- 
ther singly or in combination, axial hyperkinesis, cho- 
reoathetoid shoulder movements, or choreoathetoid 
movements of the arm, shoulder, and hands, with or 
wizhout the BLM syndrome. In 9 patients the symp- 
toms remitted completely, usually within 6-12 weeks 


Characteristics and Antipsychotic Treatment Histories of 12 Patients Who Developed Tardive Dyskinesia 


Antipsychotic Treatment 








Patient Age Sex Diagnosis Drug Highest Dose (mg) Total Time Used 
l 31 Male Acute onset schizophrenia Chlorpromazine 800 ] year 
2 30 Female Schizo-affective psychosis Calorpromazine 400 16 months 
3 62 ' Female Schizo-affective psychosis F uphenazine 20 10 years* 
4 2 Male Chronic schizophrenia Crlorpromazine 1200 2 years 
5 2 Female Paranoid schizophrenia Haloperidol 25 1-2 months 
6 30 Female Manic-depressive illness F uphenazine 20 l year 
7 55 Male Unipolar depression Perphenazine 24 2.5 years 
8 30 Female Chronic schizophrenia F uphenazine 50 5 years 
9 46 Female Paranoid schizophrenia F uphenazine 20 21 months 
10 55 Female Paranoid schizophrenia F uphenazine 20 3 years 
11 28 Male Chronic schizophrenia Calorpromazine 2000 4 years 
12 2 Male Schizo-affective psychosis F uphenazine 600 5 years 
*Used intermittently. 
TABLE 2 
Use of Antipsychotic (AP) Medication and Course of Tardive Dyskinesia (TD) in 12 Patients 
AP Change or AP Change or 
Prior Continuous TD Onset to AP Discontinuation tc TD Discontinuation to 
AP Treatment Dosage Change Improvement Absence of TD Course of Illness After AP 
Patient (months) (weeks) (weeks) (weeks) Change or Discontinuation 
1 12 4 2 3 No relapse in 12 months 
2 16 4 4 12 Mania after 12 months 
3 17 16 12-16 24* Mild hypomanic and 
depressive episodes every 2-3 
months 
4 18 8 — 8 Relapse after 4 months 
5 1-2 13 8** o** Relapse after 3.5 months 
6 9 1-2 mm 2 Manic relapse after 3 months 
J 4 10 12 24 months*** No relapse; continued on 
antidepressants 
8 60 1-2 — 4 Relapse after 2 months 
9 a 2 1-2 1 8 No relapse in 2 years 
10 36 1-2 — 26 (approximately) No relapse in 12 months 
11 10 1-2 4 6 Severe agitation after 2.5 
a months 
12 - 60 2 — 6 Frequent psychotic episodes 


despite trials on other 
medications 





*Fluphenazine continued but dosage lowered to 4 mg/day. 
** Dosage lowered to .5 mg of haloperidol three times a dav. 
v Symptoms reduced by 50%. 
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after antipsychotic dosages were reduced or the drugs 
were discontinued. One patient's symptoms did not 
disappear for 24 weeks (she continued to receive flu- 
phenazine decanoate in low doses). One patient was 
not observed untjl the 26th week after medication was 
discontinued because she missed several appoint- 
ments, but it appears that her symptoms lasted 14—16 
weeks. The patient with the most complex syndrome, 
which included the BLM triad and complex choreo- 
athetoid movements, has continued to exhibit symp- 
toms for 24 months. 


DISCUSSION 


The hallmarks of tardive dyskinesia are late onset 
and persistence following drug discontinuation. We 
maintain that tardive dyskinesia is the correct diag- 
nosis in the cases presented here because the dyskinet- 
ic symptoms we observed, with one exception, first ap- 
peared after several months of antipsychotic drug 
treatment and persisted for several weeks after drug 
decrease or discontinuation. 

In 11 patients symptoms remitted after antipsychot- 
ic drugs were decreased or discontinued. However, in 
several cases psychotic exacerbation required the 
reinstitution of drug treatment. When this occurred, 
tardive dyskinesia was prevented or minimized by the 
use of antipsychotics in lower doses or in combination 
with lithium. In 3 patients the psychotic exacerbation 
was unresponsive to low doses of antipsychotic drugs, 
and higher doses caused the tardive dyskinesia to reap- 
pear. (Using lower antipsychotic drug doses alone or 
in combination with lithium is based on anecdotal evi- 
dence that needs to be substantiated in more formal 
studies.) 

There have been several single case reports (6—8) of 
tardive dyskinesia in young adults that remitted within 
4 months of drug discontinuation. Remission upon 


drug discontinuation has also occurred with persistent . 


dyskinesia related to chronic antihistamine in- 
gestion (9). These independent case reports suggest 
that our experience is not atypical. The FDA-ACNP 
group (2) suggested that younger patients and *'those 
whose symptom complex is less well developed may 
clear in relatively short periods” if drugs are discontin- 
ued. At the time tardive dyskinesia was first noted, 3 
of our patients were over age 50, | over 40, and 4 over 
30. In 7 of these 8 the tardive dyskinesia remitted after 
the antipsychotics were lowered or discontinued. 
Thus, we think the important variable for determining 
reversibility is not age at onset but length of time the 


symptoms persist prior to discontinuation of the drugs. : 


Other reports contradict this conclusion. Turek and 
associates' study (10) of 56 chronic hospitalized tar- 
dive dyskinesia patients concluded that discontinuing 
antipsychotic drugs did not improve symptoms and 
may have made them worse; Delay and Deniker (11) 
suggested that neuroleptics are the niost beneficial 
treatment for tardive dyskinesia. We suspect that 
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these observations involved chronically treat 
patients with long-standing tardive dyskinesia. It is 
possible that there is a point beyond which the syn- 
drome becomes irreversible. 

Another source of variability is the heterogenequs 
etiology of tardive dyskinesia. The BLM syndrome oc- 
curs in some elderly people who have had no exposure 
to antipsychotics (12-14); it has also been noted in 
patients receiving L-dopa and in others with Hunt- 
ington's chorea (12). 

Preliminary observations of the use of anticholiner- 
gic agents in tardive dyskinesia also suggest z hetero- 
geneous etiology. L-Dopa and acetylcholine seem to 


. have opposing effects on the extrapyramidal system. 


Dopamine is believed to facilitate neuronal discharge 
in one set of extrapyramidal receptors, whereas it 
causes inhibition in the second set of receptors. Ace- 
tylcholine appears to have an opposing effect at these 
two receptors. This evidence points to two hypothe- 
ses—that chronic exposure to antipsychotics induces 
chemical denervation resulting in receptor super- 


‘sensitivity (15) and that tardive dyskinesia results 


from a relative excess of dopamine at those super- 
sensitive striatal receptors that are facilitated by dopa- 
mine and inhibited by acetylcholine (12). 

In keeping with these hypotheses, most studies have 
found dopamine-depleting agents (2, 16) and choliner- 
gic agents (17, 18) beneficial and anticholinergic 
agents deleterious (19) in tardive dyskinesia. How- 
ever, Cole (20) recently reported that 3 of 10 patients 
with persistent tardive dyskinesia responded favorably 
to anticholinergic agents. One of our patients first man- 
ifested transient evidence of BLM symptoms when 
taken off anticholinergics. These preliminary uncon- 
trolled observations suggest that the syndrome may in- 
volve diverse pathophysiological elements that may ac- 
count for some of the variability in prognosis. 

Our data merely suggest that the first signs of tardive 
dyskinesia may be reversible. Patients requiring per- 
sistent treatment with antipsychotics may develop an 
irreversible syndrome. Therefore these drugs should 
not be used in any condition, such as anxiety or in- 
somnia, that is treatable with other drugs. Although 
some patients with agitated depression respond rapid- 
ly to phenothiazines, tricyclic antidepressants or MAO 
inhibitors should be substituted as soon as possible. 
The use of drug combinations that include phenothia- 
zines is ill advised for this condition. 

Further research is needed to determine the mini- 
mum antipsychotic dosage that will diminish the likeli- 
hood of psychotic exacerbation and to examine the 
possible role of lithium in the prophylaxis of 5chizo- 
phrenia. : 
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First-Degree Atrioventricular Block During Lithium Carbonate Treatment 


BY CHARLES M. JAFFE, M.D. 


In recent years there have been increasing numbers 
of reports of the effects of lithium carbonate on the 
heart. Four types of effects have been noted: flat or in- 
verted T-waves (1), ventricular irritability (2, 3), myo- 
carditis (2, 4), and sinoatrial block (5-7). This paper 
reports the case of a patient with first-degree atrioven- 
tricular (AV) block that was probably induced by lith- 
ium carbonate. The block returned toward normal 
when the drug was withdrawn. This adds to the list of 
probable cardiovascular effects of lithium and under- 
scores the importance of frequent ECG monitoring of 
patients being treated with this drug. 


Case Report 


A 21-year-old woman was admitted to the hospital 
during an acute manic episode manifested primarily by 
pressured speech, flight of ideas, grandiose and para- 
noid ideation, and marked increase in energy. This 
was the patient's first such episode while under a phy- 
sician's care but she reported having had other such 
episodes. She had never taken lithium in the past. She 
had no present complaints or history of cardiorespira- 
tory problems and she denied having had diphtheria or 
rheumatic fever. Her admission physical examination 
was unremarkable. An ECG was also normal, with a 
P-R interval of .22 seconds.' Sodium, potassium, 
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ical Center, 2959 South Cottage Grove Ave., Chicago, Ill. 60616. 
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'[nterested readers are invited to request from the author copies of 
ECG tracings done before lithium treatment, on the 66th day of hos- 
pitalization (serum lithium 1.4 mEg/liter), and 5 weeks after lith- 
ium was discontinued. 
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creatinine, SGOT, SGPT, BUN, and LDH were with- 
in normal limits and remained normal throughout her 
hospitalization. Admission alkaline phosphatase was 
2.5 Bodansky units. 

Because the grandiose and paranoid aspects of the 
patient's mania interfered with her ability to cooperate 
in her care, she was started on 5 mg of haloperidol 
q.i.d. by mouth and 2 mg/day of oral benztropine mes- 
ylate on the 3rd day of hospitalization. She was started 
on 900 mg/day of lithium carbonate on the 10th day. 
The dose was increased to 2400 mg/day (serum level= 
1.4-1.6 mEg/liter) by the 24th day, with a concomitant 
decrease of haloperidol! to 5 mg/day. About the 26th 
hospital day, her paranoid and delusional symptoms 
became more marked and, with haloperidol increased 
to 5 mg q.i.d., she developed terrifying visual halluci- 


. nations. She was switched from haloperidol to oral tri- 


fluoperazine at a dosage of 5 mg q.i.d. on the 28th hos- 
pital day, and her visual hallucinations and paranoid 
delusions quickly abated. 

An ECG on the 31st day revealed a P-R interval of 
.22 seconds with inverted T-waves in precordial leads 
V,~3. Three days later, a repeat ECG showed a P-R in- 


terval of .32 seconds with no change in the T-wave in- 


versions. Because of the persistence of the patient's 
manic state and in the absence of cardiac symptoms, 
lithium was continued at 2400 mg/day (serum lev- 
els=1.3-1.7 mEg/liter) until the 66th day. During this 
time, her P-R interval ranged from .28 to .36 seconds, 
with persistence of the T-wave inversions. Her alka- 
line phosphatase was 6.3 Bodansky units; SGOT, 
SGPT, LDH, direct and indirect bilirubiny and urine 
urobilinogen remained within normal limits. Tri- 
fluoperazine and benztropine mesylate were discontin- 
ued on the 69th day, at which time ule patient was no 
longer manic. 

Lithium was decreased to 1800 minis (serum lev, 


Ma = 1.3—1.7 mEg/liter) on the 66th day. Three days lat- 
er the T-waves had returned to the upright position in 
All leads, but the P-R interval remained at .24—.32 sec- 
onds. Lithium was discontinued on the 104th day. The 
P-R interval stabilized at .24 seconds 10 days later and 
remained at .24 seconds in a follow-up tracing 5 weeks 
after withdrawal of the drug. By the 109th day of her 
hospitalization, alkaline phosphatase had returned to 
3.9 Bodansky units. Further follow-up was not pos- 
sible because the patient withdrew from treatment. 


Discussion 


The most commonly noted cardiovascular effect of 
lithium has been reversible T-wave flattening or in- 
version (1). This is thought to be caused by an intra- 
cellular hypokalemia that occurs because lithium read- 
ily enters cardiac cells but is removed slowly, thus re- 
placing some intracellular potassium. Intracellular 
hypokalemia can occur even with a normal serum po- 
tassium level because of renal compensatory mecha- 
nisms (8). This mechanism may also explain the few re- 
ported cases of ventricular irritability in patients being 
treated with lithium (2, 3). ' 

Three cases of sinoatrial block in patients receiving 
lithium have recently been reported (5—7). Two of the 
patients were symptomatic (6, 7), two had preexisting 
cardiac disease (5, 7), and all were older than the 
patient whose case I have reported. The mechanism 
for the block is unknown. 

Myocarditis has been reported in two patients 
treated with lithium (2, 4). One patient had no ECG 
changes (4) and one had right bundle-branch block, 
AV dissociation with an idioventricular rhythm, and 
premature ventricular contractions (2). Only the right 
bundle-branch block persisted after withdrawal of lith- 
ium. In these cases, a direct toxic effect on cardiac tis- 
sue was postulated and evidence of myocarditis was 
found at autopsy. 

There also have been reports of ECG changes with 
trifluoperazine, includmg prolongation of the P-Q inter- 
val, T-wave flattening and other deformities, and ST 
segment depression. These changes are similar to but 
much less frequent and severe than those seen with 
thioridazine. 

The case I have reported is interesting for a number 
of reasons. The patient was younger than others re- 
ported to have had arrhythmias in association with lith- 
ium treatment, and she was free of any history or phys- 
ical evidence of cardiac disease. Furthermore, she had 
been on lithium for less than 1 month, whereas other 
reports (2, 3, 5-7) have described patients who had 
been on lithium therapy for 1—7 years. 
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Although T-wave inversions have been noted in 
pétients treated with lithium and trifluoperazine, the re- 
turn to normal following reduction of the lithium dos- 
age and before discontinuation of the trifluoperazine 
pcints to lithium as the cause of the T-wave inversions 
in this case. Fluctuations of the P-R interval were pres- 
ert throughout lithium treatment, but there was a defi- 
nize trend toward an increased P-R interval on higher 
deses of lithium and a reversal toward normal on with- 
drawal of the drug. The P-R interval remained in- 
creased after trifluoperazine was discontinued but not 
ater lithium was withdrawn. 

First-degree AV block can be caused by a variety of 
inflammatory, toxic, degenerative, or vascular proc- 
esses. It may even exist to a slight degree in a normal, 
healthy patient with increased vagal tone. In the pres- 
ert case, it is not possible to determine the mechanism 
of the arrhythmia or to state definitely that it was in- 
duced primarily by lithium carbonate or trifluopera- 
zine. However, the course of events seems to favor 
lithium as the probable cause. 

This case reemphasizes the need for frequent ECG 
rconitoring of patients treated with lithium. In addition 
tc the fairly predictable T-wave changes, which are de- 
scribed as benign and reversible (1), it seems that 
tFere also can be potentially serious changes in cardiac 
function, even in normal patients, and that these 
changes can occur in the absence of symptoms. There- 
fcre, close observation of patients receiving lithium is 
necessary. 
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Tricyclic-Induced Myoclonus 


BY STEVEN LIPPMANN, M.D., RICHARD MOSKOVITZ, M.D., AND LORCAN O'TUAMA, M.D. 


e 


Myoclonus is an involuntary, repetitive, instanta- 
neous contraction of a muscle or muscle group that has 
been reported as an unusual side effect of tricyclic anti- 
depressants. Because it is relatively rare, myoclonus 
may present a diagnostic puzzle to the physician who 
is inexperienced in neurologic diagnosis, and there 
may be a consequent delay in starting appropriate 
treatment. The phenomenon might easily be misinter- 
preted as a conversion symptom, especially since it is 
frequently evoked by voluntary movement. It also 
may be confused with seizure activity. 

The following case illustrates some typical features 
of this syndrome. This case is distinguished by the ab- 
sence of evidence of predisposing neurologic illness, 
by an extensive investigation that ruled out a structur- 
al brain lesion, and by the presence of myoclonus at 
what is usually a nontoxic dosage range of tricyclic 
antidepressants. 


Case Report 


A 25-year-old woman presented with a chief com- 
plaint of depression. Her symptoms began 3 years pre- 
viously with the dissolution of her marriage and had 
been gradually worsening for 1 year before the first vis- 
it. She complained of apathy, lack of energy, social iso- 
lation, initial insomnia, and difficulty concentrating or 
sustaining activity. She was drinking moderately, fre- 
quently having 2 or 3 beers at night to help her sleep. 
She used marijuana occasionally, sometimes in place 
of beer at bedtime. She was on no medication. System- 
ic review revealed a weight gain of 4.6-7.5 kg over 7 
months, a long history of ‘‘tension’’ headaches, and a 
history since age 10 of occasional dizzy spells that 
sounded orthostatic. Family history was positive for al- 
coholism in second-degree relatives on her father's 
side, negative for other psychiatric disorders, and neg- 
ative for seizures. Mental status examination was re- 
markable only for her subdued manner and depressed 
affect. 

On the basis of a clinical diagnosis of depression, the 
patient was started on 75 mg/day of amitriptyline. By 
the end of the 2nd week, she was taking 150 mg q.h.s. 
On the 3rd to 5th days at this dosage, the patient com- 
plained of intermittent single twitching movements, 
sometimes of one hand and apparently intention-re- 
lated, and sometimes of her whole body, ‘‘like a shiv- 
er." A single night's dose was omitted and the symp- 
tom was gone by the next morning. Amitriptyline was 
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resumed that night at 100 mg q.h.s. and maintained at 
that dose for 10 days without recurrence of the move- 
ment disorder. A second attempt to raise the dose to 
150 mg brought back the symptom within 72 hours, 
and a second reduction abolished it. An attempt to 
raise the dose to 125 mg again brought back the symp- 
tom. She described the symptom this time as a violent 
jerking movement that threw her to the ground once 
and another time caused her to spill a cup of coffee. 
Symptoms were again abolished by omitting one dose 
and reducing the dose to 100 mg. The medication was 
changed to doxepin, 100 mg q.h.s. She was asympto- 
matic on doxepin except for a single instance of myo- 
clonus on the 7th day of treatment, which caused her 
to drop a jar. 

On the 8th day of doxepin treatment, she was seen 
in neurologic consultation. The physical examination 
was normal. A diagnosis of myoclonus was made on 
the basis of her description, imitation of her symp- 
toms, and one observed jerk of her right hand while 
she was writing with a pencil. An EEG two davs later 
was markedly abnormal, with synchronous bursts of 
sharp waves, spikes, and spike and slow wave activi- 
ty, lasting 1-2 seconds and occurring in paroxysms 
throughout the record. Doxepin was discontinued. An- 
other EEG, including a sleep tracing and nasopharyn- 
geal leads, was done 11 days later and found to be with- 
in normal limits. A CAT scan showed no evidence of 
any structural abnormality. 


Discussion 


It is generally accepted that there is an asscciation 
between tricyclic antidepressants and the onset, wors- 
ening, or reactivation of epilepsy in seizure-prone 
patients or patients whose history shows factcrs pre- 
disposing to seizures. The role of these drugs in pro- 
ducing seizures in patients lacking EEG abnormalities 
or a history of seizures or of other neurologic disease 
is less clear. 

Reports of myoclonus as. a consequence of treat- 
ment with tricyclics are very rare. Schulze (1) réport- 
ed a single case with amitriptyline, but the onset of 
myoclonus followed treatment with ECT and was asso- 
ciated with hypomanic behavior as well as spike and 
wave activity on the EEG. The myoclonus later re- 
curred when the patient was off medication, again in 
association with hypomania and an abnormal EEG. 
Darcourt and associates (2) reviewed 3 cases of tri- 
cyclic-induced myoclonus. In all 3 cases, the mvoclon- 
ic jerks were precipitated by purposive movement, 
and the disorder resolved with discontinuation of medi- 
cation. In 1 case, sharp waves were noted on the EEG. 
Our case resembles these in that the-disorder is specifi- 
cally intention myoclonus and it is clearly related to on; 


"SQing treatment with a tricyclic antidepressant. More- 

over, the clinical appearance of myoclonus seems to 
-be reliably and sensitively dose-related. In the pre- 
viously reported cases, the attribution of myoclonus to 
the tricyclic antidepressant as the sole causal agent is 
questionable, since any of these patients might have 
had a clinically ''silent" preexisting neurologic dis- 
ease. This possibility can probably be discounted in 
our patient, who had a negative CAT scan and normal 
baseline EEG. 

Noble and Matthew (3), in a review of 100 cases of 
tricyclic antidepressant overdose, observed twitching 
and/or jerky movements in 43 of the 100 patients. 
These movements involved the distal extremities and 
were precipitated by auditory or tactile stimuli. Burks 
and associates (4) reported 2 cases of tricyclic over- 
dose with both choreiform movements and myoclonic 
jerks. These were abolished when treated with the 
cholinesterase inhibitor physostigmine. Burks and as- 
sociates (4) cited the importance of distinguishing 
these movement disorders from seizures and treating 
them specifically with physostigmine rather than addi- 
tional CNS depressants. Furthermore, these signs are 
particularly suggestive of tricyclic neurotoxicity and 
should bring this entity prominently to mind in the dif- 
ferential diagnosis of coma. 

The pharmacologic properties of the tricyclic antide- 
pressants include both anticholinergic activity and the 
potentiation of biogenic amines by blocking reuptake 
at the presynaptic nerve ending. Shopsin and asso- 
ciates (5) recently postulated an important role for se- 
rotonergic activity in the therapeutic action of these 
drugs on the basis of the specific reversal of the antide- 
pressant effects by parachlorophenylalanine, an inhib- 
itor of serotonin synthesis. There is also substantial 
evidence for the role of serotonin in myoclonus. Kla- 
wans and associates (6) induced myoclonus in guinea 
pigs by administration of high doses of 5-hydroxytryp- 
tophan (5-HTP), a serotonin precursor. The myo- 
clonus was specifically. abolished by methysergide, a 
serotonin antagonist, but not by antagonists of norepi- 
nephrine (propranolol, phentolamine), acetylcholine 
(scopolamine), or dopamine (chlorpromazine). A later 
study by Westheimer and Klawans (7) demonstrated a 
synergistic effect in the production of myoclonus by 
imipramine and 5-HTP. 

Since myoclonus has been produced by serotonergic 
agents and abolished by either a serotonin antagonist 
(methysergide) or a cholinergic agonist (physostig- 
mine), we might postulate that myoclonus occurs 
when there is imbalance, with a relative excess of se- 
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rotonin with respect to acetylcholine in the basal gan- 
gia. This would be analogous to the dopamine/acetyl- 
caoline imbalance postulated by .Klawans and Rubo- 
vits (8) in the etiology of Huntington's chorea. It 
siggests that myoclonus is produced by tricyclic drugs 
via two mechanisms: cholinergic antagonism and se- 
rotonergic stimulation. 

Tricyclics and 5-HTP both produce elevated effec- 
trve levels of available serotonin at the neuronal syn- 
apse, albeit by different mechanisms. Additional sup- 
port for increased serotonin activity as a possible 
cause of myoclonus comes from reports of increased 
serum serotonin levels in children with the syndrome 
o£ infantile spasm (7). In the case we have reported, 
the more severe myoclonus occurred while the patient 
vas on amitriptyline, a drug that is accepted as one of 
tne more potent serotonin reuptake blocking agents. 
Clinically, this might suggest a possible role for methy- 
s2rgide, in addition to physostigmine, in the treatment 
of tricyclic-induced myoclonic movement disorders 
and would at least provide further information about 
the physiology of myoclonus, tricyclic activity, and af- 
fective illnesses. The outcome in the case we have re- 
ported supports a neurotransmitter imbalance with rel- 
acive excess of serotonin over acetylcholine in the bas- 
a ganglia as the physiologic basis for myoclonus. 
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Elimination of the Reverse Heisenberg (Ho) Effect by Closed-Circuit Television 


BY DAVID V. FORREST, M.D., JAMES H. RYAN, M.D., AND PHILLIP ZEIDENBERG, M.D., PH.D. 


One of Werner Heisenberg's celebrated contribu- 
tions to physics was his “‘uncertainty principle” (1), 
the principle of indeterminacy of observations in the 
microscopic domain of quantum mechanics. One impli- 
cation of this work, loosely and metaphorically extend- 
ed to the realm of macroscopic observations, is that 
the intrusion of the method of observation interferes 
with the phenomena under study. The implications of 
the intrusion of observation by videotaping interviews 
in psychiatry have been recognized (2). 

The ''reverse Heisenberg effect" is herein defined 
as the intrusive effect of the phenomena being ob- 
served on the observers. Individuals engaged in a 
study of the effects of marijuana smoking at the New 
York State Psychiatric Institute's Drug Abuse Re- 
search Unit had become increasingly distracted, irri- 
table and nauseated as a result of their continued expo- 
sure to cannabis fumes, to a degree that imperiled their 
continued participation. Passive marijuana in- 
toxication was suspected. 

Subsequently Zeidenberg and associates (3) found 
metabolites of A-9-tetrahydrocannabinol and other 
cannabinoids in the urine of a placebo smoker included 
in the study. This demonstrated that a genuine passive 
intoxication (‘‘contact high") had developed in one 
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person who was in close contact with the marijuana 
smokers. Clearly, staff members who supervise 
smokers in such close quarters could easily develop a 
similar **contact high.” The subjective and objective 
symptoms reported by staff members indicated that 
this was indeed the case. 

Only when the television research technician, David 
Ho, installed a closed-circuit television on the ward 
was this reverse Heisenberg effect, which we have 
termed the Ho effect, isolated and eliminated from the 
experiment. Two cameras were installed in the day- 
room smoking area of the unit, with cable connections 
to dual monitors in a remote nursing station. 

The experimental subjects noted and made passing 
reference to the installation of the closed-circuit equip- 
ment, but it is interesting in regard to the possibility 
of a direct Heisenberg effect to note that they did not 
develop explicit suspiciousness or referentiality in 
regard to the monitoring, although they did develop 
much referentiality with other content, as has been 
verified in ongoing group sessions by Georgotas and 
Zeidenberg (4). 
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Hydroxyzine in the Treatment of Alcohol Withdrawal 


BY STEPHEN L. DILTS, M.D., DENIS L. KELEHER, M.D., GEORGE HOGE, M.D., AND BONITA HAGLUND, R.N. 


There have been numerous studies of the efficacy of 
various medications in reducing the symptoms and 
complications of the alcohol withdrawal syndrome. Al- 
though any sedative-hypnotic or antianxiety agent 
may be effective, the use of paraldehyde or the ben- 
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zodiazepine chlordiazepoxide has received the most 
support. The use of hydroxyzine pamoate, ansanti- 
emetic and antianxiety agent not under Schedule IV of 
the Controlled Substances Act, has been advocated by 
Knott and associates (1, 2), who cited its safety and ef- 
ficacy. In the past, our Alcohol Detoxification Unit has 
had good results with chlordiazepoxide, but after this 
drug was placed under Schedule IV we began a clinical 
trial of hydroxyzine because of its relative safety. Our 
results may be of interest to other clinicians. i 


~, The ward is a 23-bed medical unit providinz medical 
and psychological treatment for persons suffering from 

‘alcohol withdrawal and its complications. The beds 
are divided between two teams, each of which consists 
of a physician, nurse, alcoholism counselor, and hospi- 
tal attendant (team 2 has one more bed than team 1). 
At admission, patients are assigned to the seam that 
has a bed available. From October through December, 
1975, there were 265 admissions, 121 of which (team 1) 
were treated with hydroxyzine pamoate and 44 (team 
2) with the benzodiazepine clorazepate dipotassium. 
The regimen for patients treated by team I was as fol- 
lows: first day, 100 mg of hydroxyzine q.1.d ; second 
day, 50 mg of hydroxyzine q.i.d.; third day, 25 mg of 
hydroxyzine q.i.d. For team 2, the regimen was 15 mg 
of clorazepate every 4 hours p.r.n. for agita-ion; first 
night, 45 mg of clorazepate (sustained duration form); 
second night, 22.5 mg of clorazepate (sustaimed dura- 
tion form). Clorazepate was used instead of cElordiaze- 
poxide because both staff and patients were highly fa- 
miliar with chlordiazepoxide and equally umfamiliar 
with clorazepate and hydroxyzine. All patients re- 
ceived 100 mg of thiamine I.M. at admission and on 
the second and third days, then 100 mg orally each 
day. Medications for gastrointestinal upsets and for 
sleeplessness were used as needed, and convulsions or 
delirium tremens were treated appropriately i^ they oc- 
curred. 

There were no significant complications in the group 
of patients treated with clorazepate. Complications 
were seen in 6 patients in the hydroxyzine g-oup. All 
of them went into delirium tremens, exhibitiag symp- 
toms of agitation, delirium, and autonomic dysfunc- 
tion beginning on the third or fourth day of vithdraw- 
al. They were treated with antipsychotic med:cation in 
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eddition to the antianxiety medication. In comparison 
to our previous experience of treating delirium trem- 
ens with benzodiazepines combined with antipsychot- 
Iz medication, treatment with hydroxyzine required 
higher doses of antipsychotic medication. Three of 
these patients also had withdrawal seizures during the 
second or third day of withdrawal. 

The occurrence of seizures during the second and 
third day of withdrawal is unusual; our experience has 
been that they occur within the first 24 hours of with- 
drawal both in the untreated patient and in the patient 
treated with benzodiazepines. During this 3-month tri- 
cl, there were no complications in the clorazepate 
group. However, our past experience suggests that 
both seizures and delirium tremens can occur in 
patients treated with benzodiazepines. 

These results suggest that hydroxyzine is less effec- 
tive than clorazepate in reducing the complications of 
the alcohol] withdrawal syndrome. Kaim and asso- 
ciates (3) reported similar findings of a higher in- 
cidence of convulsions and delirium tremens with hy- 
croxyzine than with chlordiazepoxide treatment. 
Thus, although hydroxyzine may be effective for mi- 
ror symptoms of withdrawal, the present study and 
taat of Kaim and associates have shown that it does 
rot offer the full range of symptom control provided by 
tae benzodiazepines. 
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Family Involvement on a Psychiatric Inpatient Service 


BY DAVID J. WITHERSTY, M.D. 


Many therapists believe that family involvement in 
psychotherapy enhances the likelihood of ben»ficial re- 
sults. However, there is little quantitative ev.dence in 
the literature to substantiate this assumption This re- 
port addresses the issue by comparing psychiatric in- 
patients who had family members involved vith them 
during their treatment with patients who dr not. It 
was hypothesized that patients who had family mem- 

«bers with them would have lower recidivism -ates and 
higher rates of return to home and job responsibilities. 

The Behavioral Mfedicine and Psychiatry Inpatient 
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Unit uses an educational approach to therapy with 
strong emphasis on group therapy with family partici- 
ration. (The program has been described in detail else- 
where [1—6].) Two one-year follow-up studies (5, 6) re- 
vealed low recidivism rates and high rates of return to 
home and job responsibilities. According to these cri- 
teria, the unit seems to be an effective treatment mo- 
dality. This study was designed to determine whether 
family participation contributes to the unit's success. 

One hundred and fifty-three patients (57 males, 96 fe- 
males) were admitted to the unit between February 21, 
1974, and April 22, 1974. The age range was 14—78 
years (mean=42 years). At the time of discharge 
19.9% were diagnosed either primarily or secondarily 
as having a psychotic disorder. Other primary diag- 
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noses included neuroses (39.1%), drug dependence 
(3.8%), psychophysiological disorders (0.6%), mental 
retardation (1.3%), transient situational disturbances 
(17.9%), and nonpsychotic organic brain syndrome 
(5.8%). The average length of stay was approximately 
2 weeks. 


All patients were observed as to whether family 


members were present with them at each of five times: 
1) initial contact with psychiatry department (usually 
in the emergency room), 2) admission to the inpatient 
unit, 3) group therapy sessions, 4) staffings, when the 
treatment contract was negotiated, and 5) visiting 
hours (both family visits in the hospital and the 
patient’s leaves of absences were recorded). 

In addition, attempts were made to determine and 
quantify the degree of family involvement in the treat- 
ment program. At the end of each group therapy ses- 
sion, treatment team members were asked to report 
how verbal family members had been (O=no participa- 
tion, 1—1—3 sentences, and 2=4 or more sentences). If 
several family members were present, they were 
treated as a unit for the purpose of rating their verbal 
participation. 

In order to account for the numerous unscheduled 
contacts that treatment team members had with family 
members, a daily list was kept for each patient. Any 
‘‘conference’’ (defined as a conversation with family 
lasting 5 minutes or longer) that a treatment team mem- 
ber engaged in was reported to me at the beginning of 
the next day. The number of conferences could equal 
the number of days of hospitalization; thus, the per- 
centage of conferences held with the treatment team 
was felt to be another indication of the amount of fam- 
ily involvement. 

One year after discharge the patients were contacted 
by phone or mail and asked about recidivism and re- 
turn to home and job responsibilities by a work-study 
student not involved in the original data collection. Of 
the 153 individuals involved in the initial study, 123 
were contacted. 

After the follow-up data were collected, the original 
data of patients who had had family involvement were 
compared with those patients who had not had family 
involvement in terms of recidivism and return to home 
and job responsibilities. Chi-square analyses were per- 
formed, with the .05 level required for significance. 

The only statistically significant difference (p=.01) 
was between patients who had family members with 
them in the emergency room and those who did not; 
the former were less likely to have been hospitalized 
during the year following discharge. There was no sta- 
tistically significant relationship between family mem- 
bers' presence in the emergency room and the even- 
tual return to home and job responsibilities. Further, 
there were no significant relationships between family 
presence and any of the four other stages of treatment 
or between degree of participation and outcome mea- 
sures. 
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Although many would agree that the change in focus" 
from individual to relationships has served to expand 
our understanding of human behavior, it is difficult to’ 
quantify the benefits of family therapy. The numerous 
difficulties one encounters in doing research on family 
therapy have been clearly outlined in an excellent re- 
view article by Riskin and Faunce (7). Wells and asso- 
ciates (8) reviewed family therapy research studies 
published between 1950 and 1970 and located only two 
studies that they considered to have adequate research 
designs. 

The present study was an attempt to isolate factors 
that might be contributing to the success of our in- 
patient unit. Family involvement does not appear to be 
related to the two outcome measures at any stage oth- 
er than the presence or absence of the patient's family 
in the emergency room prior to admission. 

The reasons for the relationship between family 
presence in the emergency room and a low recidivism’ 
rate are not known. It is tempting to accept the expla- 


nation that families who come to the emergency room 


with a family member at the time of crisis are con- 
cerned families and that a patient returning to an envi- 
ronment of concerned family members will do well and 
not have to be readmitted. However, it would be diffi- 
cult to.design research to test this hypothesis. 

Perhaps the issue is not whether an attitude of con- 
cern is conveyed to the patient by the family but the 
time in the course of treatment at which such concern 
(or lack thereof) occurs. Is the initial contact in the 
emergency room the crucial time factor? There may be - 
unknown positive therapeutic factors that take place 
among the patient, family, and the treatment team 
member who sees them in the emergency room. What 
these factors might be in terms of behaviors is present- 
ly unknown, but studies to probe this interesting find- 
ing are currently being planned. 
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On Unsealing the Records in Adoption 


SIR: The article on '"The Effects of the Sealed Record in 
Adoption" by Arthur D. Sorosky, M.D., and associates (Au- 
gust 1976 issue) presents a point of view that is counter to 
our experience in working with adopted adolescent patients. Per- 
haps the authors’ conclusion resulted from biased sampling, 
since Dr. Sorosky's group admittedly interviewec volun- 
teers and did not attempt to control for psychopatho»logy or 
the lack thereof. 

Our work in this area (1) showed that a significantly higher 
incidence of running away was correlated positively with in- 
formation that the child had been informed of his/her biologi- 
cal origins. We concluded that it might well be pradent to 
withhold facts of biological parentage. We believed that chil- 
dren should generally be told of adoption—although they are 
regrettably often ‘‘overtold.’’ There has been agreement in 
many studies that the overrepresentation of behavio-al prob- 
lems in adoptees reflected weakened family cohesicn, prob- 
lems in discipline and guidance, and the adopted »atient's 
perception that he/she was less accountable for acttons be- 
cause of the altered family status. How then could adoptive 
parents retain the primacy of their role in childreariag if this 
extended notion of recognition for both sets of parents were 
to prevail? How can we regress to this parens patrise model 
for newly created watchful agencies? 
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JEROME D. GOODMAN. M.D. 
Saddle River, N.J. 


Dr. Sorosky Replies 
Y 


SiR: Dr. Goodman's letter reminds us of the old zrgument 
that providing children with sex education and krowledge 
ábout contraceptives will lead to sexual acting-out. Sex 
educators put this argument to rest several years ago. The 
analogy is a good one, however, because we have learned 
that sex education begins the day a child is born and contin- 
ues throughout his/her lifetime. The child is thus given infor- 
mation as he/she is ready to absorb it. No one womld make 
an argument for withholding such information. The same ap- 


proach should be used with adoption-related issues, i.e., the 
revelation, nature of the conception, reasons for the adop- 
tion, and biological background information on the parents. 

Lr. Goodman might be interested in knowing that the 
Chi d Welfare League of America, which originally shared 
sorre of his views, issued an interim policy statement on the 
sealed record in May 1976 that instructed member agencies 
to 'give their biological parents and ancestry (short of 
names) and to develop some method of informing adoptive 
parents who have adopted in the past that the agency is pre- 
pared to review and share non-identifying background infor- 
mation, and to assist adoptive parents dealing with this infor- 
mation." 

The real issue is not whether a child is told about his/her 
bio ogical heritage, but how he/she ts told. If the adoptive 
parents have not been able to work through their feelings of 
inadequacy secondary to infertility or their discomfort with 
the child's illegitimate birth, they will undoubtedly have diffi- 
cul-y conveying this information to the child in a manner that 
wil be conducive to the development of healthy self-esteem. 
Ac'ing-out results from faulty identifications and confused 
messages from the parents, not from honest communication 
of vital information. 

"We would agree that adopted children should not be 
"overtold'"' about their adoptive status. On the other hand, 
the parents must not wait for the child to come to them with 
questions because some children will be reluctant to discuss 
matters relating to their birth or to their biological parents for 
fear of hurting their adoptive parents. Above all, adopted 
yoangsters must be helped to understand and accept their 
dual identity, inherited from both their psychological (adop- 
tiv2) parents and their genetic (natural) parents. 


ARTHUR D. Sorosky, M.D. 
Encino, Calif. 


Another Way of Thinking About Dreams 


Sir: In “Do Dreams Have Meaning? An Empirical In- 
quiry" (July 1976 issue), Milton Kramer, M.D., and asso- 
Ciates stated that the fact that the dreams of one person can 
be distinguished from those of another "'suggests that 
dreams have a meaning at the level of the individual” and 
that they "'reflect enduring traits of the personality.” It 
would also seem reasonable to conclude that the dreamer, 
like the writer or painter, has a style that almost always is 
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different than that of the next person and occasionally-is dis- 
tinctive. i 

I wonder if the authors, based on their studies, would 
agree that dreams can be regarded simply and usefully as the 
sleeper's mode of thinking, with the assumption that his/her 
mental processes function in one manner during waking 
hours and in another during sleep (1, 2). 

If this simple description is accepted, several conclusions 
follow. Whatever problems or conflicts are on the person's 
mind before he/she falls asleep will find expression in 
dreams. The manner in which one tries to cope in dreams 
with these problems or conflicts will be determined to an ap- 
preciable extent by previous life experiences, including 
those in early life or infancy. Current circumstances, includ- 
ing illnesses like schizophrenia, naturally influence the man- 
ner in which a person thinks while asleep, just as it shapes 
waking thought processes. — 

The view of dreams I am proposing is consonant with the 
three assumptions Dr. Kramer and associates noted that all 
theorists make: 1) dreams have meaning, 2) dream content is 
overtly or covertly related to the waking, subjective life of 
the dreamer, and 3) dreams serve some important psycholog- 
ical function and contribute to the adaptive capacity of the 
individual. 
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Marc H. HOLLENDER, M.D. 
Nashville, Tenn. 


Dr. Kramer Replies 


Sır: We were very pleased by and interested in the obser- 
vations and extensions Dr. Hollender suggested from our 
work on the meaning of dreams. He asks a number of per- 
tinent questions that we will try to answer. 

Clearly, dreams do reflect differences among people that 
we thought were possibly reflective of the traits of the dream- 
er. The analogy to artistic style suggested by Dr. Hollender 
Is certainly an intriguing idea. It is quite possible that the abil- 
ity to discriminate among the dreams of individuals simply 
reflects differences in verbal style, of which the dream report 
is simply one expression. However, it is more difficult to ex- 
plain the success in distinguishing among one individual's 
dreams from different nights on the basis of stylistic consid- 
erations. 

Dr. Hollender's suggestion that dreams can be simply and 
usefully regarded as the sleeper's mode of thinking and as 
different from waking mental processes is one position that 
Freud (1) took about dreaming. Our article did not compare 
dreams and waking mental content and therefore cannot be 
used as evidence for or against the difference between dream- 
ing and waking mental content. It is true that most system- 
atic research has pointed to the continuity of waking fantasy 
and dreaming rather than to their having inherent content dif- 
ferences (2). Our own work has shown that there is a con- 
sistent relationship among waking and sleeping contents, but 


specific contents may be expressed with differential intensity | 


in the two states (3). Generally, the difference between wak- 
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ing fantasy and dreaming has been based on structural (form) 
differences rather than content differences. From the stfuc- 
tural point of view, there is much to suggest a di Terence be- 
tween waking fantasy and dreaming (4). 

Dr. Hollender's inference that current problems will find 
expression in the dreams of that night and that modes of cóp- 
ing with these conflicts will be significantly determined by 
previous life experiences is one of the major psycho- 
therapeutic views on the function of the dream (5;. This posi- 
tion on the problem-solving function of the drearr is not con- 
tradicted by our research reported in the Journal , but neither 
is it demonstrated therein. We have shown in other work 
that knowing the current concerns of the dreamer permits 
the correct selection of the dreams of that night (5). Also, in 
our theory of the mood-regulatory function of slzep (7), we 
have given evidence that one's affective state (an :ndicator of 
current concern or conflict) is related to the cortent of the 
dream that night. We certainly would agree that the evidence 
from systematic research on dreams does point in the direc- 
tion that Dr. Hollender suggests. 

Dr. Hollender's views on dreaming are certainly in keep- 
ing with the basic assumptions we think all depth psychology 
schools make about the dream. The major research.task for 
those interested in the dream is to demonstrate tnat dreams 
subserve some important psychological function that contrib- 
utes to the adaptive capacity of the individual. 
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MILTON KRAMER, M.D. 
Cincinnati, Ohio 


More Adult Brain Dysfunction 


Sır: We read with great interest '"The Treatmert of Adult 
Brain Dysfunction" by Henry B. Mann, M.D., and Stanley 
I. Greenspan, M.D. (September 1976 issue). Fo- the past 
two years, the members of our crisis behavior team have 
been evaluating the effect of imipramine and other drugs on 
various aspects of behavior in retarded adult clients. Mafty 
of our clients have demonstrable brain damage; bu: as adults 
they do not always manifest the expected concomitants of 
minimal brain dysfunction found in children; however, they 
are often aggressive, destructive, or unmanageable in other 
ways. In addition, the clients with higher functioning display 
symptoms of anxiety, depression, and confusion that haye 


". 


'been postulated to signify ABD. In general, they are in many 

ways like the patients described by Drs. Mann and Green- 
span. 

On the basis of research by Huessy and Wright (1), Wins- 
berg and associates (2), and Waizer and associates (3), we 
fcrmulated a similar speculative hypothesis that imipramine 
might benefit our clients while reducing undesired side ef- 
fects brought on, at times, by stimulants. Within two to three 
weeks, those responsive to this approach were less aggres- 
sive, more attentive, and seemingly more responsive to new 
learning situations. We have been searching for a drug-ori- 
ented approach that would handle disruptive behavior while 
allowing the clients to become more alert and cooperative in 
programs necessary for their treatment. Our initial results 
with imipramine have been very satisfactory and seem to 
confirm the findings of the studies mentioned above. 
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W. S. RyBak, M.D. 
Dixon, Ill. 


A. Methodological Critique 


SIR: There are several important omissions in the report 
on ‘‘Psychosis, Thought Disorder, and Regression'' by Nan- 
cy C. Andreasen, M.D., and Pauline S. Powers, M.D. (May 
1976 issue) that make the results difficult to evaluate. 

First, there are five dependent variables, but the correla- 
tions among these variables are not reported. If these vari- 
ables are correlated they cannot be treated as independent, 
as is required in the analysis of variance (ANOVA). Given 
the nature of the variables and the fact that four out of five 
are raters' judgments, it is quite possible that strong relation- 
ships exist among these variables. Such relationships would 
dramatically influence the interpretation of the results, and 
their presence or absence should be specified. 

Second, since four out of five dependent variables are rat- 
Ings, some empirical estimate of agreement between the two 
judges is required. The authors’ assertion that "ratings were 
usually quite close” is not satisfactory. Arriving at a con- 
sensus score does not preclude the necessity of reporting the 
independent interrater agreement. À particularly significant 
question, for example, is whether the judges' ratings are 
equally reliable for all variables. 

Third, details of the ANOV A design are missing. No inter- 
action Yerms are reported, and no correction for unequal cell 
sizes is mentioned. Finally, the selective use of post hoc 
multiple t tests compounds sampling error and is in- 
appropriate., 

There are several other difficulties that lead me to question 
the authors' conclusions. Since three out of five dependent 
variables fail to discriminate children from adults, any argu- 
ment claiming differential similarity of schizophrenics and 
manics to children and adults is not very persuasive. Even if 
, asstrofig similarity existed between schizophrenics and chil- 
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dren on more than one variable, the assumption that such 
sim larity implies cognitive regression is unfounded. The au- 
thors do not present compelling argaments for the accept- 
ance of this assumption. Without a precise definition of cog- 
nitive regression and the integration of such a definition with 
the existing research literature on cognitive development, a 
conclusion that schizophrenics show more regression is un- 
warranted. Pooling the results of cognitive performance of 
first graders and fourth graders is also very questionable be- 
cause of the differences in cognitive development for these 
twc age groups as assessed by Piagetian tasks. 

A. further difficulty underlying the group comparisons is 
thelack of matching for either sorting performance on anoth- 
er task or for intelligence. Matching for drug history is also 
lacking. This lack of matching may account for the exaggerat- 
ed variance of the behavioral overinclusion variable within 
the manic group as well as for group mean differences. 

In summary, the omissions of detailed data analysis, the 
unjastified assumption equating regression with similarity to 
chi dren's performance, and the failure to match groups on 
important variables severely limit the interpretation of re- 
sults. The authors’ conclusions must therefore be viewed 
wita caution until more details of their study are available. 


RICHARD HAIER, PH.D. 
Bethesda, Md. 


Dr. Andreasen Replies 


&iR: I concur with Dr. Haier that the results of our study 
shculd be viewed with caution. The work was not intended 
to be definitive; it was an initial, tentative attempt to evalu- 
ate a psychoanalytic concept using a quantitative approach. 
Such studies are difficult to design, and if one waited for the 
perfect design one would probably never begin. However, 
sorae of Dr. Haier's concerns are based on misconceptions 
or misunderstandings that I would like to address. 

First, it is of course likely that the five dependent variables 
are correlated. We did not intend to imply that five separate 
things are going on; overinclusiveness and under- 
inclusiveness are probably inversely related to one another, 
and richness and bizarreness may be. The ANOVA does not 
recuire that these five variables be independent. It is simply 
used to compare the means of four different experimental 
grcups on five variables in order to test the hypothesis that 
the means are the same. I have discussed the relationship 
among the five variables in another study (1). 

The method of scoring the object sorting test has been 
evaluated by other investigators and found to have good re- 
liability, with product-moment correlations ranging from .79 
to .93 (2-4). Our experience has confirmed these findings. 

No interaction terms for the ANOVA were reported be- 
camse none were examined; this was not part of the design of 
the study. The ANOVA program did include corrections for 
unequal cell sizes. 

"Ne concur that there are some problems with post hoc t 
tests, They are used to examine sources of variance with the 
knowledge that chance findings may be a factor because of 
the large number of variables. We presumed that most read- 
ers would be aware of this risk, but perhaps we should have 
mentioned it in the article. 

"Ne certainly concur that defining regression is a problem. 
We selected a method that is operational and objective and 
therefore lends itself to experimental testing. Perhaps a bet- 
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ter method for defining regression under experimental condi- 
tions will eventually be developed and tested; we look for- 
ward to this. ; 79 

We have also considered the differences between first and 
fourth graders in another study designed to examine Piaget's 
theories (5). Although these data indicate some difference be- 
tween the two age groups, the data were pooled here be- 
cause of the difficulty in deciding which age group would 
best measure regression. Had we chosen the younger chil- 
dren as our standard, the differences between. children and 
adults would have been much greater. Matching for drug his- 
tory would have been impossible because different medica- 
tions are used to treat mania and schizophrenia. Matching 
for intelligence is also difficult, because intelligence testing in 
individuals with schizophrenia tends to be quite con- 
taminated by the effects of illness. It is probably better to 
match for education, and the adult subiecis were rather 
closely matched on this variable. 

Perhaps we erred by giving a psychoanalytic concept the 
benefit of the doubt in our interpretation of the data. Wheth- 
er or not this is the case, we hope that other investigators 
will also examine these issues quantitatively and with statis- 
tically sophisticated approaches. 
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NANCY C. ANDREASEN, M.D. 
Iowa City, Towa 


Restraints in Delirium Tremens 


SiR: Many readers who agree in principle with the sub- 
stance of '*Putting Ethics Into Practice” by George A. Rog- 
ers, M.D. (letter to the editor, August 1976 issue) may be sur- 
prised that the author advocated restraints in the treatment 
of delirium tremens. There seems to be general agreement 
that restraint should never be used in the treatment of this 
condition because of the danger of exhaustion and death, as- 
ide from any other considerations (1, 2). 

If pharmacological treatment is of no avail in such cases, I 
would suggest that the correct procedure is to terminate the 
delirium with one or two administrations of ECT (3, 4). The 
patient Dr. Rogers described had a cardiac arrythmia, and 
ECT would surely be less of a strain on the cardiovascular 


_system than two weeks in restraint. 
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FRANK WINSTON, M.B., B.S. 
Madison, Wis. 


A Reminder of Earlier Work - 


Sir: I read with great interest '"The Treatment of Anorexia 
Nervosa” by Alexander R. Lucas, M.D., and associates 
(September 1976 issue). I would like to remund readers that I 
have previously published two reports on the treatment of 
this syndrome in the Journal, the first on the use of nandro- 
lone phenopropionate (Durabolin) in two cases and the sec- 
ond a follow-up of that report (1, 2). I also published another 
follow-up report in the Journal of the American Medical As- 
sociation (3). 
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LEON Tec, M.D. 
Norwalk, Conn. 


Alternative Drug Treatments in Gilles de la Tourette's 
Syndrome 


Sin: The excellent article ‘‘A Follow-Up of 78 Patients 
with Gilles de la Tourette's Syndrome” (August 1976 issue) 
by Ruth D. Bruun, M.D., and associates stated that haloperidol 
"still appears to be the most effective medication available" 
but that its use is often severely hampered by disabling side 
effects. Treatment of this syndrome with numerous other 
medications was reported to be ineffective. 

I would like to report the case of a 9-year-old boy with se- 
vere Tourette's syndrome who showed marked symptom im- : 
provement within days after treatment with 100 mg of carba- 
mazepine t.i.d. was begun. This improvement has been main- 
tained for the past 5 months. Carbamazepine was my 
alternate therapeutic choice after the boy's father, a chemist, 
resisted the suggestion of haloperidol treatment in view of 
his knowledge of the side effects and unknown long-term ef- 
fects. 

This patient had suffered from simple facial tics, hyper- 
activity, episodic mood changes with explosiveness, marked 
distractibility, and intermittent bifrontal headaches since 
age 5. His early motor development had been sļew. Violent 
head shaking and head throwing developed 10 months ago 
and led to severe cephalgia. These movements were accom- 
panied by involuntary vocalizations, including grunting, 
meaningless noises, and coprolalic utterances. Signs of or- 
ganicity were present. Neurological eXamination disclosed 
decreased nonequilibratory coordination in both lower ex | 


tremities. Psychological testing demonstrated visus per- 
ceptual dysfunction and chromaphilia on the organic iategri- 
. ty test. The EEG showed multifocal negative spiking. A 
skull X-ray and brain scan were normal. There was no "amily 
history of tics. 

I chose to use carbamazepine because of neurophys ologi- 
cal considerations, including the EEG abnormalities. Inter- 
ruption of polysynaptic reflex activity appears to ke the 
mode of therapeutic action of carbamazepine. It interrupts 
disordered states of sensory and motor reflex activity 5n the 
brain stem and spinal cord level. Carbamazepine, which is 
related to imipramine, has a psychotropic effect that is espe- 
cia.ly marked in the irritable patient with psychoafEctive 
lability. This combined anticonvulsant and psychotropic ac- 
tion is used to particular advantage in the treatment cf psy- 
chomotor epilepsy and (in my experience) in severe ictz] neu- 
rotic states. 

While Gilles de la Tourette's syndrome traditionaEy has 
not been considered an epileptic condition, the motor auto- 
matisms and seizure-like jerks suggest some similarites in- 
sofar as there is increased episodic involuntary motor e xcita- 
bility. It is conceivable that there may be multiple eticlogies 
for this syndrome. 

It would be interesting to see the results of more wide- 
spread use of carbamazepine in the treatment of this d fficult 
condition. I have found in my 12 years of experience with 
carbamazepine that the frequently mentioned hemato ogical 
complications can be readily prevented by adequate nutri- 
tion, use of vitamin B complex and vitamin C supplements, 
and periodic injections of hydroxocobalamin. 


ELMAR G. Lurtz, M.D. 
Wayne, wl, 


Str: I was interested in the article by Ruth D. Bruun, 
M.D., and associates on “A Follow-Up of 78 Patients with 
Gilles de la Tourette’s Syndrome” (August 1976 issue) and 
was impressed by the large number of cases reviewed. n par- 
ticular, their description of ‘‘fog states” occurring witk halo- 
perido! therapy was something I had observed but nexer be- 
fore had come across in the literature. 

In 1973 I treated a 14-year-old boy with Gilles de la Tou- 
rette's syndrome. When he was started on increasing: doses 
of haloperidol, his tics improved. At a dose of 10 myday, 
however, he began to have episodes of paranoid ideation and 
depersonalization when he was on the street or in caowds. 
As his haloperidol dose was increased (to 20 mg/day) Lis tics 
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contmued to improve, and the fog states worsened. I feit at 
the tme for reasons evident in his psychotherapy that the fog 
states were a resistance to improvement, so I continued the 
haloperidol. These states became so troublesome to him that 
he reproduced his entire Tourette symptom complex on a 
hysterical basis (slightly altered in quality and quite respon- 
sive o suggestion). When I switched him to chlorpromazine 
(500-700 mg/day), he had good control of his tics and copro- 
lalia and no significant paranoid episodes. 

Al hough this is only a single case, it suggests the possi- 
bility of trying other phenothiazines when the side effects of 
haloperidol become unbearable. I would also like to highlight 
the chenomenon of fog states (which I attributed to patient 
resis ance!) and raise the question of whether these are pecu- 
liar to Gilles de la Tourette’s syndrome or occur in other 
patieats who take haloperidol. 


JUDITH FELDMAN, M.D. 
Boston, Mass. 


Kudes for a Review 


Sia: I was pleased to see the review by Robert C. Drye, 
M.D. (September 1976 issue) of Cathexis Reader: Transac- 
tioncl Analysis Treatment of Psychosis by Jacqui Lee Schiff. 
Dr. Drye wrote a nice review of a book that contains some 
extremely valuable material, e.g., passivity and discounting 
and the treatment thereof. 

Transactional analysis (TA) is a lively and growing body of 
theo-y and treatment that has had little impact as yet on the 
larger body of psychiatry and psychiatrists. One TA advocate 
receatly wrote that ‘‘a potential threat to the usefulness of TA 
is the development of an in-group feeling among TA enthusi- 
asts. . . strengthened by the use of a special language [and] 
increasing complexity of theory” (1). Surely, this review 
will -esult in some psychiatrists reading the book and spread- 
ing tae knowledge and use of transactional analysis. 

My thanks to the editor and to Dr. Drye for his review. 
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Understanding Piaget, by R. Droz and M. Rahmy; translated 
by Joyce Diamanti. New York, N.Y., International Universi- 
ties Press, 1976, 212 pp., $10.00. 


As most psychiatrists know, the work of Jean Piaget and 
his collaborators at the International School for Genetic 
Epistemology at the University of Geneva, Switzerland, has 
been so prolific, complex, and important that it presents seri- 
ous difficulties for the average professional. Because of its 
importance, most of us want and need to know Piaget’s work 
better; because of its complexity and prolixity, however, few 
feel they understand it as well as they would like. I have duti- 
fully struggled through half a dozen of Piaget's books with a 
frustrating sense of the discrepancy between what could be 
readily understood and the glimpses of a far broader and rich- 
er perspective. | 

Because of this difficulty, a variety of books (some 20-odd) 
have been published that attempt to help interpret Piaget. 
The present volume, however, is in a class by itself. Rather 
than explain or comment on Piaget, the authors have created 
a guidebook by means of which the reader can become famil- 
iar with Piaget by reading his work itself. Conceived in the 
tradition of Baedeker and the Guide Michelin, the book is 
successful as a highly practical guide to the entire body of 
Piagetian thought. The authors must be complimented for 
both the degree and quality of no-nonsense scholarship they 
have put into this book. It is brief, succinct, and informed 
throughout by a deep and comprehensive understanding. 

Droz and Rahmy have organized Piaget's writings into the 
areas of philosophy, psychology, biology, sociology, and 
education. They have provided an introduction to all the ma- 
jor themes, concepts, and terminology, together with cross- 
references to where the reader may find these in the original 
French or in English translation. They also provide an anno- 
tated bibliography of both Piaget and his commentators. 

Not only do the authors suggest itineraries for reading and 
grade Piaget according to content, area, and level of diffi- 
culty, but they also advise on how to read Piaget: 


It is not at all necessary to read each book painstaking- 
ly from end to end. Nor is it necessary to understand 
each paragraph, each sentence at first reading. In order 
to read Piaget, one must realize that quite often he ap- 
proaches a subject by way of concentric circles which 
only gradually close in on the thesis he really wants to 
develop. 


The reader is advised to skim, search for the key ideas, 
skip sections, and accept ambiguity and unclarity; by means 
of this unorthodox style of concentric circling the reader will 
achieve a far richer yield of information and understanding. 

I came away from this book with a greatly enhanced sense 
of mastery and anticipation for rereading Piaget and an 
enormous gratitude to Droz and Rahmy for making this pos- 
sible. For psychiatrists in particular, it is especially reward- 
ing to see Piaget's underlying preoccupation with ''the study 


100 Am J Psychiatry 134:1, January 1977 


pn 
*. 


of adaptive mechanisms in the broader sense, ranging from 
the most elementary rhythms and regulations in the plant 
and animal kingdoms to the development of the most com- 
plex cognitive functions in man.” In this search for linking 
hypotheses and the unification of knowledge between the 
many levels of reality from cell to organ to organism to so- 
ciety, Piaget joins other great scientist-philosopher-theo- 
reticians—Einstein, Freud, Russell, and von Bertalanffy. 


WILLIAM M. BoLMAN, M.D. 
Honolulu, Hawati 


Psychoanalysis: Observation, Theory, Application. Selected 
Papers of Robert Waelder, edited by Samuel A. Guttman, 
M.D., Ph.D. New York, N.Y., International Universities 
Press, 1976, 689 pp., no price listed. 


Dr. Guttman is to be congratulated for having assembled 
an excellent collection of Robert Waelder's papers into this 
almost monumental volume. It is a very important book psy- 
choanalytically, not because of its great originality but be- 
cause Waelder, who was trained in physics and was one of 
the few early analysts to come into the field from the pre- 
cision sciences, brought to psychoanalysis one of the clear- 
est minds supported by one of the sanest personalities of the 
early pioneers. 

Just after World War II psychoanalytic societies all over 
the world were splitting into factions as a result of the rebel- 
lion of the liberal and indigenous against the immigrant and 
authoritarian. Passions ran so high that some analysts would 
not speak to others socially because of differences in psycho- 
analytic theory (e.g., whether all neurosis originated in sex- 
ual conflict) or practice (e.g., whether a patient sitting up in- 
stead of lying on a couch was in true psychoanalysis). 

Robert Waelder was au dessus de la mélée. It was always 
a pleasure to chat with him. *'Is it best in the long run,” he 
would ask, “to go ahead and make a clean break or to 
muddle through somehow and see what time brings?" His 
own reaction was, ''My head is of course with the new and 
the free, but you can understand that my heart is still with 
Vienna.'' Of course it was, after all his years of closeness to 
Freud. l 
` The combination of these emotional attitudes with an out- 
look of tolerance, friendliness, and realism, which were not 
too common among analysts, together with his eye for funda- 
mental issues and a gift for simplicity and clarity of pre- 
sentation made Waelder an-outstanding teacher and inter- 
preter of psychoanalysis both as lecturer and 3s writer. The 
reader who wants the main point pf some difficult psycho- 
analytic theory will probably find it stated simply and clearly 
by Waelder, e.g., his review of Freud on the problem of anx- 
jety, which is included in this volume. The same holds true 
for a subject like ‘‘The Function and the Pitfalls of Psycho- 
analytic Societies," which is also included. The operátioneof, 
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structural theory is presented in Waelder’s most famoas orig- 
inal article, ‘The Principles of Multiple Function.” 

. Just about every article included in the 40 of this co tection 
is hard to put down after one begins to read it. This beok is a 
fine presentation of much of the best of classical psycho- 
arialytic theory, practice, and thinking. 


LEON J. SAUL. A.D. 
Philadelphia Pa. 


The Life of the Self: Toward a New Psychology, by Robert Jay 
Lifton. New York, N.Y., Simon and Schuster, 1976, »81 pp., 
$7.95. 


History mirrors social trends. There are individuzls who 
set the social trends, and there are others who functicn with- 
in these trends. Dr. Lifton reflects both sides of this coin. 

The basic premise of The Life of the Self is that men is un- 
derstood by means of paradigms or models. Paradigms ''de- 
fine the legitimate problems and methods of a research field 
for succeeding generations of practitioners" (accomding to 
the view of Thomas S. Kuhn). Fundamental to —ifton’s 
move toward a new psychology is the concept of **5sychic 
numbing,” an idea emanating out of his work in Hir- 
oshima (1), which he defines as a cessation of the formative 
process, an ongoing impairment of the mental function of 
svmbolization, a form of desensitization. To me, »sychic 
numbing is the defense of isolation of affect. 

The core of Lifton's presentation has to do with Fow one 
copes with one’s own death imagery. He postulates taree po- 
larities: connection versus separation, integrity versus dis- 
integration, and movement versus stasis. The first polarity 
can be defined as life-giving nurturance versus separation (a 
precursor of death), the second as a positive versus a nega- 
tive self-image, and the third as a sense of progress or change 
versus stasis, a death-like experience akin to psychiz numb- 
ing. 

With this cornerstone Lifton builds his theory to explain 
the various clinical entities. His stated principle is zhat im- 
paired imagery of death and of the continuity of Ife is in- 
volved in the etiology of mental illness. The relevan“ and es- 
sential factors are death anxiety, psychic numbing, and a 
“suspicion of counterfeit nurturance"' (‘‘If death exi.ts, then 
life is counterfeit’). Death anxiety signals not only tne three 
polarities but also guilt as well if one feels ‘‘responsible.”’ 

Depression is thus seen as an expression of psychi numb- 
ing, a ‘‘constriction of the self." In character and psycho- 
somatic disorders the numbing may predispose the individ- 
ual to lessened moral sensitivity and shallow inter»ersonal 
relationships. Hysteria may involve stasis or may exaggerate 
its opposite, movement. Obsession blocks spontan :ous ex- 
pression, which may be experienced as death-like. Plaobia re- 
flects death anxiety manifested as castration anxiery rather 
than the reverse, the psychoanalytic understanding. Psycho- 
sis (i.e, schizophrenia) suggests a preoccupation wth death 
imagery as a technique for defending against death aaxiety. 

Lifton freely admits his admiration for the contributions of 
Freud and Erikson as well as his deviation from th2ir theo- 
ries. As EriKson built on Freud, so Lifton extends =rikson. 
He turns from the instinctual to the biological bas s: ‘*The 
paradigm of death and continuity of life . . . can help keep 
psychiatry and psychoanalysis close to their biological ori- 
gins without imposing on them an instinctual determin- 
ism’’(p. 47). 
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Lifton’s tipping the scales toward the biological is whim- 
sica. Freud did not impose instinctual determinism on the 
biolegical; rather, he did the reverse. ‘‘Beyond the Pleasure 
Principle” (2) is a most cogent example of this. Here Freud 
invcked the cortical layer to defend the basis for a death in- 
stinct. Another example, admittedly outvof context, occurs 
in Freud’s discussion of ‘‘repudiation of femininity: "For 
the »sychological field, the biological field does in fact play 
the dart of the underlying bedrock’’ (3, p. 252). 

T» buttress his theory, Lifton explores six categories of 
comparison of his paradigm with those of Freud and Erik- 
son The first category is the nature of the psychological 
mocel or controlling image of human nature: for Freud it was 
the mind, in that everything was grist for its mill; for Erikson 
it was identity and the life cycle; for Lifton it is death and the 
con inuity of life. 

Tae second category is the basic psychological process: 
Fread was concerned with instinctual drives and the de- 
fenses; Erikson concentrated on the threat of identity con- 
fusion; Lifton focuses on the psychoformative process, re- 
jectng Freud's dichotomy between primary and secondary 
prozess. 

Tae third category is historical source: Freud was im- 
messed in nineteenth-century culture; Erikson was grounded 
in a multifaceted early life; Lifton recounts his cultural back- 
ground, which includes the Depression, growing up on New 
York City's lower East Side, and his study of the Holocaust. 

The fourth comparative category is method and inter- 
preive mode: Freud used free association; Erikson used a 
loo:.er, configurational approach; Lifton uses give-and-take 
excaanges with both structure and spontaneity. The last two 
categories Lifton cites are ideas about dreams, symbols, and 
imazination and the approach to history. The remaining 
chaoters deal with the survivor as creator; forms of revitali- 
zaton, i.e., symbolic immortality; and advocacy, or the per- 
sor in the paradigm (being involved with issues). 

Lifton makes history in a trend-setting sense in this book. 
At he same time he is caught up in the web of current social 
history. There is a great deal of preoccupation today with 
death and the dying process. Lifton has been a major, force- 
ful zontributor to the literature on this topic (4—6); psychia- 
try 1s indebted to him. Much of what The Life of the Self has 
to zay is old wine in new bottles. 

I would respectfully suggest that this essay is an in- 
tellectualized effort subsumed under a denial of the author's 
own mortality. Lifton's concept of survivor as creator is well 
taken; he has provided deserved symbolic immortality 
through his many written works. Although he concedes that 
hismotivation stems in large part from his work in Hiroshi- 
ma. and similar experiences, there must be more. Could his 
repeated and thorough research and his advocating of vari- 
ou: causes be related to an attempt to remove the mystery 
surrounding his own death and thus in a sense an effort to 
defeat or at least master death? 

Having said all this, I recommend the book. It is erudite 
and thought-provoking. Disagreement does not imply dis- 
approval; rather, it begs for clarification and consolidation of 
ideas. Dr. Lifton's contribution is welcome. 
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NATHAN SCHNAPER, M.D. 
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Psychological Deprivation in Childhood, by J. Langmeier and 
Z. Matéjéek; edited by G.L. Mangan. New York, N.Y., Hal- 
sted Press (John Wiley & Sons), 1975, 481 pp., $19.75. 


Dr. Langmeier and Dr. Matějček are members of the 
teaching staff at the Postgraduate Medical Institute in 
Prague, Czechoslovakia. Both are clinical psychologists, 
and, in addition to their academic positions, they have 
worked for many years in children's psychiatric services. 

This is the third edition of the book but the first English 
translation. The first edition was published in Czech- 
oslovakia in 1963; it grew out of the authors' concern about 
the effect of that country's postwar social changes on child 
development. 

The early chapters are devoled to a historical overview of 
both the concept and the consequences of deprivation. Wo- 
ven into this narrative are descriptions of a variety of depri- 
vation syndromes. Langmeier and Matéjcek describe sever- 
al eras in the development of the concept of deprivation and 
provide a particularly outstanding review of what they term 
the ‘‘alarm period” of the 1930s and 1940s, when the classi- 
cal studies of Bühler, Hetzler, Spitz, Goldfarb, and others 
began to present the world with dramatic documentation of 
the effects of human deprivation. They also describe the 
"critical period” of the 1950s, when Bowlby, Beres, and oth- 
ers presented somewhat more optimistic data regarding the 
reversibility of the conditions and when the first large-scale 
efforts at preventing the syndromes began-to be made by so- 
cial agencies. 

In the middle portion of the book the authors bring to the 
reader a very unique kind of insight regarding the many so- 
cial causes of the deprivation syndrome. They review the 
plight of children at various points in time and space. They 
call attention both to the neglect caused by the demands of 
capitalism early in the industrial revolution and to the hard- 
ships endured by collectivized children in eastern Europe im- 
mediately following World War II. They also look at the ef- 
fects of war on children as well as other diverse types and 
causes of deprivation. 

- As they note the tremendous social changes that have oc- 
curred throughout the world in this century, the authors 
point out the grave problems still facing many societies in as- 
sisting and dealing with the second or third generation of chil- 
dren of deprivation. Instead of having to cope with the off- 
spring of isolated social cripples, many societies are now fac- 
ing situations in which substantial percentages of young 
adults combine serious characterologic problems with a lack 
of family experience and a lack of adequate support systems. 
It is this group of disadvantaged and often single parents who 


appear, transculturally, to be the current major source of a 


continuing and potentially expanding cycle of deprivation. 
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Since the early 1960s, when the first edition of this work 
was written, Czechoslovakia has initiated several sweeping 
government programs to improve the quality of family lifez—- 
and to prevent deprivation in other ways. Legislation now 
requires that new mothers spend a full year off work after 
delivery to promote the mother-child bond. It also provides 
for a policy of part-time work for mothers of preschool chil- 
dren and a variety of homemaker services that give single 
mothers, in particular, time to simply enjoy their children. 
Another important innovation is the use of a graded system 
of day care that does not force two- or three-year-old chil- 
dren into large, overstimulating groups. 

In addition to making excellent recommendations for pre- 
vention, the authors deal comprehensively with the status of 
children who have developed special needs in spite of the 
state's efforts to maintain families and prevent deprivation. 
As a general rule, the authors favor programs using foster 
and adoptive models of care. However, they also recognize a 
place for institutional models of care, especially for the seri- 
ously disturbed, for older children who are detached, or for 
those who need only temporary. placement. They point out 
that although institutions have tended to fall into disfavor, 
they have many strong points and their weaknesses can be 
eliminated to a large extent. 

In summary, this book would be very useful to a variety of 
people in the helping professions simply for its scholarly re- 
view of the world literature concerning the various depriva- 
tion syndromes and their individual treatment. It is my opin- 
ion, however, that the work's greatest contribution is its se- 
ries of excellent recommendations for social programs 
designed to prevent deprivation. Like most industrial so- 
cieties the United States has a growing problem with the chil- 
dren of deprivation. One of the greatest challenges facing our 
free society involves finding ways to implement many of 
these very sound recommendations for prevention in a man- 
ner that preserves individual rights and initiative. 


JoHN Y. DONALDSON, M.D. 
Omaha, Neb. 


Psychopathology: A Cognitive View, by Zvi Giora, Ph.D. 
New York, N.Y., Gardner Press (Halsted Press, John Wiley 
& Sons, distributor), 1975, 175 pp., $12.95. 


This *'little book," as the author describes it, is difficult to 
read and therefore difficult to review. This is not the fault of 
the author but of the subject because the book covers a great 
deal of material in an attempt to present ‘‘an invitation to 
join in the task of integrating the theory of psychopathology 
and the practice of psychotherapy with the disciplines of 
processing information.’ 

Giora states that his first chapters are polemical. Perhaps 
they are, but gently so; they are used only to argue that in- 
stinctual motives do not necessarily lie at the root of, behav- 
ior. Rather, Giora feels, ‘‘in many cases we must assign to 
cognition and its vicissitudes the central role in pathogen- 
esis.” 

It is through information processing, he states, that behav- 
ior is efficiently modified and decision making is accom- 
plished. He cites the well-known ‘experiments of Masser- 
man, including those in which neuroses were produced by 
"facing the animal with difficult choices among mutually ex- 
clusive satsfactions.’’ Giora points out that the ‘‘blurring of 
their [the animals'] cognitive map” resulted in all sorte of ab- 
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errations. '"The point," he says, ''is cognition.” 
"After some interesting speculations about the meaning of 


. symptoms and the formation and meaning of dreams, the au- 


thor turns to schizophrenia and psychopathy specifizally. In 
schizophrenia, he points out, the patient is aware of such as- 
pects as cognitive differences, intensified sensory inputs, 
and changes in motility and body awareness. The zore pa- 
thology in the illness, then, may be in ‘‘slowed-down audi- 
tory-verbal processing.'' Giora points to the well-known phe- 
nomenon of echolalia as evidence for this because the phe- 
nomenon can be produced experientially by delayed 
auditory feedback. He even feels that the ‘‘as yet uadiscov- 
ered antipsychotic pharmaceutical agent'' that will be opti- 
mally effective in schizophrenia will ‘‘restore the aucitory re- 
action time of schizophrenics to its premorbid posrEion."' 

As to psychopaths, Giora feels that the impulse-ricden per- 
sonalities of these puzzling people give them a sense-of hope- 
lessness that makes them feel justified in "shruggirz off ev- 
ery responsibility for the outcome” of what they do. How- 
ever, the conclusion he draws, that biofeedback corcrol over 
their bodies may help psychopathic patients ‘‘chaage their 
usual attribution of causation,” seems possibly far-fetched. 

It may be useful to have a new formulation of psycho- 
pathology based on a different system; perhaps this »ook is a 
start in that direction. 


C.H. HARDIN BRANCH. M.D. 
Santa Barbara, Calif. 


Emotions: Their Parameters and Measurement, edited by 
Lennart Levi, M.D. New York, N.Y., Raven Press, .975, 791 
pp., $25.00. 


The editor of this book says in his preface that ke hopes 
Emotions will not only stimulate further research and dis- 
cussion but also lead to increased applications of tuese and 
related findings to all relevant aspects of total mars inter- 
action with his total environment. I think his hope zs a valid 
one. The wealth of information in this book mékes it a 
must” reference book for every clinician with any interest 
in the total human being. 

A substantial contribution to the understanding of emo- 
tions is brought together under one cover in an up-dated man- 
ner in this volume. The effectiveness of the sympcsium on 
which this book is based is effectively extended a wide 
range of pertinent topics is presented, extending rom the 
psychophysiology laboratory to the clinic and from eutonom- 
ic measurements to the myth of the objective doctcr. Physi- 
ology is reexamined in the light of the latest electroric devel- 
opments. 

Inhibitory systems, self-regulation, and psycholozical and 
pharmacological manipulations are a few of the intriguing 
topics presented with satisfying thoroughness. The dis- 
id ds of the various topics after each group add cohesive- 
ness and enhance the meaning of the issues preserted. 

For psychiatrists this book provides a sound course to a 
closer union with preclinical and clinical medicine. I” the psy- 
thiatrist is looking for sound supportive evidence cf the im- 
portant physiological aspects of the specialty he or she will 
find it in this book. Psychiatrists who do not want to know 
more about this phase of their work may, unhappils , be pre- 
cluded from adequate therapeutic management of their 
patients in the near future. 

, There is both a preventive and a therapeutic message in 
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this fine collection of papers. Emotions will be read and re- 
read with new meaning by many. The names of the partici- 
pamats in the symposium are imprgss]ve, the manner of pre- 
sertation of their subject matter is instructive, and the man- 
ner in which it is all put together is commendable and 
guarantees accumulative extended benefits to every clinician 
and researcher who studies it. 

I would congratulate Dr. Levi and his staff for bringing this 
material together in such a satisfactory manner. 


PHILIP C. ROND, M.D. 
Tallahassee, Fla. 


Clinical Hypnosis: Principles and Applications, by Harold B. 
Crasilneck, Ph.D., and James A. Hall, M.D. New York, 
N.Y., Grune & Stratton (Harcourt Brace Jovanovich), 1975, 
32« pp., $19.50. 


The intention of the authors was to produce a volume for 
the serious student or practitioner of medicine, clinical psy- 
chology, or dentistry who desires a fundamental knowledge 
of the principles and applications of hypnosis. In making 
available what they have learned from their 20 years of expe- 
rience with clinical hypnosis, they have been eminently suc- 
cessful in achieving this goal. 

in a book that is rich in clinical content and technique, the 
au-hors, who are trained in clinical psychology and psychia- 
try, demonstrate the potential value of hypnosis as an adjunc- 
tive treatment method in a wide range of clinical areas. 
These include the control of pain and methods of anesthesia; 
surgery; treatment of cancer patients; psychosomatic illness; 
obesity and dietary problems; smoking control; pediatric 
problems; neurological problems and rehabilitation; emotion- 
al problems; obstetrics and gynecology; dermatology; sexual 
dysfunction; dentistry; and self-hypnosis. 

The volume as a whole is informative and interesting, but I 
feel that the authors excel in the sections dealing with pain 
coatrol, anesthesia, and surgery, illuminating that which is 
frequently forgotten, namely, that the technique of hypnosis 
is especially effective in the alleviation of pain and dis- 
comfort caused by organic pathology. The detailed descrip- 
tiens of induction procedures and hypnotic techniques dis- 
triouted throughout the text are clear and helpful. 

The section on the use of hypnosis in the treatment of emo- 
ticnal problems, brief by comparison with the remainder of 
the book (which is devoted to general medical and surgical 
problems), demonstrates the value of hypnosis in furthering 
the explorative needs of psychotherapy and in symptom re- 
moval. The authors are careful to stress the need for an un- 
derstanding of psychodynamics before attempting the alle- 
viation of symptoms, even though these may be "empty hab- 
its’ by the time they are presented for treatment. It is clear 
from the case histories cited that when the appropriate care 
is exercised, symptom substitution is rare. 

The case reports throughout the book are generally fasci- 
nating, but it is not always clear as to how much of the thera- 
peutic effect is attributable to hypnosis and how much to a 
placebo effect or the result of a calm and relaxed state 
stemming from the warm and trusting relationship between 
therapist and patient. This lies close to the heart of a major 
problem in the field, namely, how tight should the definition 
of hypnosis be? The majority of laboratory investigators fa- 
vcr requiring the presence of altered or distorted perception 
before concluding that hypnosis is present. Most clinicians, 
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however, emphasize the importance of the emotional in- 
volvement of the patient in the relationship with the hypno- 
therapist, paying little attention to disentangling the relative 
importance of the placebo response, the reassurance, the 
sense of well-being usually associated with an intensely posi- 
tive transference, and distorted perception. Despite the diff- 
culties inherent in trying to separate these various aspects, in 
my opinion it is of crucial importance to the recognition ac- 
corded hypnosis as a clinical method that it be differentiated 
from the usual effects of a positive transference. Without 
that differentiation we have little need for a separate concept 
of hypnosis. 

A useful way to begin that differentiation might be the con- 
sistent measurement of hypnotizability on standardized 
scales in as many patients as possible. This would at least 
indicate the instances in which hypnosis could not occur. 
Patients might even be requested to attend sessions for hyp- 
notizability ratings after their clinical problems have been re- 
solved. Hypnotizability ratings for some of the patients re- 
ported in this book would have clarified and accentuated the 
probable role of hypnosis and helped narrow the gap be- 
tween laboratory research and clinical investigation. In 
saying this, I do not mean to criticize the authors so much as 
express my own preference for a way in which the useful 
teaching instrument they have assembled might have been 
made even better. 

The field of hypnosis has not lacked for theories, and the 
authors have been rather generous in their account of numer- 
ous and not always important contributors. Despite that and 
one further criticism relating to the large number of printing 
errors that should have been eliminated by careful proofread- 
ing, this volume has already won a well-deserved award 
from the Society for Clinical and Experimental Hypnosis for 
its contribution to the literature on hypnosis. 

I recommend Clinical Hypnosis highly, especially to physi- 
cians and to those in psychiatry and clinical psychology 
whose work overlaps other branches of medicine. 


FRED H. FRANKEL, M.B.Cu.B., D.P.M. 
Boston, Mass. 


Salish Indian Mental Health and Culture Change: Psycho- 
hygienic and Therapeutic Aspects of the Guardian Spirit Cere- 
monial, by Wolfgang G. Jilek. Toronto, Ont., Canada, Holt, 
Rinehart and Winston of Canada, 1974, 131 pp., $4.95 (pa- 


per). 


This lively monograph is part of the publisher's inter- 
disciplinary series on the contemporary Canadian Indian, 
the Métis, and the Eskimo. The author is a psychiatrist with 
some anthropological training. His book, which covers the 
years 1966—1972, contains data about the Salish Indians ob- 
tained by analysis of ethnographic literature, by personal ob- 
servations of spirit dance and healing ceremonials, and by 
conversations with Indian leaders and participants in cere- 
monials. 

The Coast Salish Indians, among whom the author served 
as psychiatrist and physician for six years, inhabit the west- 
ern portion of the state of Washington and the southwestern 
portion of the province of British Columbia. The ethnograph- 
ic literature on the Coast Salish is quite large; sources date 
back to the eighteenth century. 

The winter spirit or guardian spirit dance has long been the 
major religious ritual of the various Salish groups. Under the 
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influence of Christian missionaries and the threat of fine and 
imprisonment by Canadian and American authonties, spirit 


dancing was outlawed before the twentieth century. In 1914 4 


an Indian agent from the United States, supposing the 
dances to be obsolete, encouraged their stage performance 
on Treaty Day. This action was interpreted by some Indidns 
as proof that the spirit powers had forced the U.S. govern- 
ment to free the dances. The effect was that of ‘‘rekindling a 
dying fire," although it was not until 1967 that a full resur- 
gence of the dancing took place. 

The author's central thesis is that modern spirit dancing is 
not simply a sacred ceremony; rather, it has evolved into a 
therapeutic ritual in which the initiate overcomes sickness 
and faulty behavior contracted by exposure to an alien cul- 
ture. Through the dance one is reborn as a true Indian. The 
ceremony itself is a radical brainwashing. During the depat- 
terning phase initiates alternately experience seclusion and 
sensory overload. They may be kept in a dark cubicle for 
days and then suddenly be seized and hit by groups of men. 
Temporary loss of consciousness is often achieved as they 
are ritualistically “‘clubbed to death." During th2 phase of 
physical training initiates are driven to exhaustion by being 
forced to swim in ice-cold water. During the phase of in- 
doctrination the initiate 1s taught the rules and regulations 
necessary for a new life. When they have discovered their 
"song ' the initiates are encouraged to keep on singing until 
the season is over. They then participate in a disrobing cere- 
mony and are referred to as ‘‘newborn children." 

Men and women may be accepted as participznts in the 
ceremony. Among those accepted are individuals with such 
disorders as depression, antisocial acting-out behavior, ado- 
lescent adjustment problems, and a history of maltreating 
one's spouse. The author clearly describes the many modali- 
ties of treatment that are employed in the ceremany. These - 
range from direct ego support to group psychotherapy and 
psychodrama. He provides evidence that the ritual, a truly 
communal event, is helpful in treating individuals with neu- 
rotic and psychophysiological disorders as well zs individ- 
uals with antisocial and aggressive behavior (usually asso- 
ciated with alcohol or drug abuse). He states, ‘‘The fact that 
the spirit ceremonial for at least five months every year pro- 
vides most active dancers with sobriety and reduces the risk 
of alcohol abuse in many other participants ranks t with the 
major therapies of alcoholism.” 

The book is clearly written, and the author successfully in- 
tegrates anthropological, neurophysiological, and clinical 
psychiatric theory and data. He is sympathetic with the Sal- 
ish, and his comments are grounded in direct observation. 
The volume can be read easily in an evening. Remarkably 
free of stereotypes and culture-bound psychological theo- 
ries, this book is recommended as an example of the ‘‘new’”’ 
cultural psychiatry. 


ARMANDO R. FAvAZZA, M.D., M.P.H. 
. Columbia, Mo. 


l 


The Great Universe of Kota: Stress, Change and Mental Dis- 
order in an Indian Village, by G.M. Carstairs and R.L. Kæ 
pur. Berkeley, Calif., University of California Press, 1976, 
174 pp., $12.50. : í 


This book addresses itself to two audiences: those who 
share a research interest in [Indian culture and those who are 
concerned with the quality of life in the developing -ountries 


7” 


in general. The authors attempt to gain psychiatric insight 
about people who live in a different culture from our own to 


, see whether some conclusions about modern therapies could 


be drawn. They show that mental disorders are prevalent in 
developing countries even though they are seldom recog- 
nized. 

Despite the fact that the people who live in the srrall com- 
munity of Kota in southwest India have lived together for 
centuries, share the same environment, and speak the same 
language, they are far from being a monolithic culture. When 
studied closely, the three dominant groups—B-ahmins, 
Bants, and Mogers—show many differences. For instance, 
in the patrilineal society of the Brahmins, property passes 
not to the oldest son but to all sons, and they all live together 
in the same house with their wives and children. In tte matri- 
lineal societies of the Bants and Mogers, the maternal uncle 
is the one who inherits. The men continue to live in their an- 
cestral homes, but the wives alternately spend si» months 
with their husbands and six months in their fathers’ homes. 
The amount of time spent with a spouse varies; it is not al- 
ways exactly six months. The mother's brother makes most 
of the decisions about the children. 

Forms of worship among the three groups also vary. Ex- 
cept for Brahmins, who worship the major gods, the villagers 
worship the lesser spirits, or bhutas. The Bants and Mogers 
are demon worshipers; Brahmins are not because their tradi- 
tion forbids animistic practices. The Brahmins are vegetari- 
ans; coconut is their main source of protein. Milk is available 
in nutritionally adequate amounts only to the rich. Bants and 
Mogers are meat eaters, but they do not eat beef because 
they are Hindu. Brahmins go through a series of complicated 
rituals during a lifetime, including the birth ceremcny, nam- 
ing ceremony, first haircut, thread ceremony, marr age cere- 
mony, and death ceremony. Even after death the Brahmin is 
not left alone; his spirit must take part in the ancestor wor- 
ship conducted by his son. 

Moger women enjoy more freedom than Braamin and 
Bant women; the former are permitted to go ou- on their 
own, drink in public places, and keep their owa money. 
Brahmins hold the highest ritual rank in the village; Bants 
are lower than Brahmins but are considered higher than Mo- 
gers. 

Traditionally the people of Kota do not discrininate be- 
tween physical illness and mental illness. They sometimes 
take their troubles to the temple priests or holy men, but usu- 
ally they call on one of three kinds of professional healers: 
vaids, mantarwadis, and patris. There are 23 such -raditional 
healers in the village (as well as some Western-trained doc- 
tors). The mantarwadi is master of the zodiac and of the po- 
tent mystical verse (mantras). It 1s through the zodiac that 
the mantarwadi discovers the cause of problems, and it is 
through the mantras that he relieves them. The petri has the 
ability to act as a medium for the spirit of bhutas; he goes 
into a trance and becomes possessed by his master bhuta. 

The material in this volume was collected through the In- 
dian Psychiatric Services System. The inquiry was con- 
ducted in various stages. All members of the »opulation 
were given the preliminary interview schedule, designed for 
«use by nonpsychiatrists who have had a short period of train- 
ing. The fifst section of the interview makes it possible to 
elicit the presence or absence of 26 somatic symptoms and 
36 psychological symptoms. The second section has 15 ques- 
tions about possibly embarrassing or distressing i-ems of be- 
havior. If the respondent indicated that he or she experi- 
enced fits, suicidal attempts, delusions, hallucinations, or 
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possession, a more detailed interview was conducted by a 
psychiatrist. , 

Fhysical examination was necessary for 30% of the re- 
spendents, and a detailed inquiry from a respondent or a rela- 
tiv2 was indicated for 5% of the population. Women showed 
a Bgher incidence of somatic symptoms than men, but psy- 
chotic symptoms were much more common in men than 
women. The feeling of being possessed was most frequent in 
these who were between the ages of 20 and 40. Among the 
literate people there was a higher proportion of somatic 
symptoms; this was true of both men and women. This find- 
ing is in opposition to the hypothesis that because of a lack of 
larguage sophistication poorly educated people find it easier 
to express their disorders through body language. The au- 
thors' findings reveal a surprisingly high incidence of psychi- 
atric symptoms in a rural area; this in turn leads to their dis- 
cussion of the psychological needs of the people of Kota. 

The aim of this monograph is summed up well by the au- 
thors: 


If as yet this concept of the sharing of psychological 
insight and of modern therapies with people who still 
maintain a very different world view and system of ideas 
seems somewhat Utopian and unlikely of realization, 
we take comfort in the fact that we have seen radical 
changes in health care come about during our own life- 
times. This encourages us to hope that we may yet see 
the relief of mental disorders which are so frequent, al- 
though seldom recognized, in the peoples of the devel- 
oping countries, incorporated in a new blend of tradi- 
tional and modern approaches to the preservation of 
physical and mental health in the Third World. 


For the clinician the accounts of practice of local Kota 
healers will be of great interest. ] found the narrative of how 
a mantarwadi treats his patients fascinating. | recommend 
this volume and think the reader will be tempted to go to In- 
d.a to see the Kota village in person. 


LEON Tec, M.D. 
Norwalk, Conn. 


The IQ Controversy: Critical Readings, edited by N.J. Block 
and Gerald Dworkin. New York, N.Y., Pantheon Books 
(Random House), 1976, 542 pp., $15.95 (paper). 


This book is aptly titled because it represents the thinking 
end writings of a large number of individuals in various 
tranches of science concerning that mysterious ''thing'" we 
call IQ. The book is divided into several sections, the first 
ütled The Lippmann-Terman Debate. The second section, 
Genetic Component of IQ Differences, contains 11 articles, 
cach of which addresses itself to an aspect of the role of ge- 
metic contributions to intelligence versus cultural and envi- 
ronmental contributions. The third section is titled Social 
and Political Consequences and also presents various views 
:oncerning the importance of heredity in intelligence. The 
“urth section concerns IQ, Heritability, and Inequality. The 
authors of the various articles range from psychologists to 
dhilosophers, professors of linguistics, economists, zoolo- 
zists, sociologists, educators, biologists, and geneticists. 

This is a rather lengthy volume and is therefore difficult to 
summarize in any brief form. In general, some writers state 
zhat genetics is up to 80% responsible for the intelligence of 
an individual, whereas others feel that genetic factors are 
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much less important than cultural and environmental ones. 
Perhaps some-of this argument arose from findings that 
American black men, averaged some 15 points below their 
white counterparts on intelligence tests administered for mili- 
tary service. The question arises as to whether this was due 
primarily to a genetic difference or to a cultural one. Most 


authors would agree that there is a great overlap between 


white and black in the United States, but no one seems to 
agree on exactly why the 15-point spread occurred. 


This book should prove interesting and useful for the aver- - 


age psychiatrist. It may have more statistical material than 
most of us are used to, but it contains the thinking of people 
who have studied the IQ controversy at considerable length. 
Most of us in psychiatry recognize that some children pick 
up information more rapidly than others and that some come 
from homes that stimulate information gathering while oth- 


ers do not. We have experience in the Head Start program, 


showing that IQs were raised during the time the child was in 
the program but that at least a portion of this increase was 
lost later. 

This book makes an interesting comparison of the views 
held by those oriented toward genetic importance and those 
who believe cultural and environmental factors to be para- 
mount. 


STUART M. FINCH, M.D. 
Tucson, Ariz. 


Human Experimentation and the Law, by Nathan Hershey, 
LL.B., and Robert D. Miller, J.D. Germantown, Md., Aspen 
Systems Corp., 1976, 164 pp., $15.00. 


Human experimentation, by definition, involves unknown 
and unanticipated risks for those who agree to participate as 
subjects. Federal funds now support biomedical research in- 
vestigating a myriad of problems. A basic question under- 
lying the complex individual and institutional ties that evolve 
in a research setting involves the relationship of personal sac- 
rifice to public order. Hans Jonas (1) suggested that sacrifice 
can be mandated by the state only if the state's existence is 
at stake, e.g., during wars, epidemics, or famine. Although 


medical progress is a goal worthy of noble sacrifice, such sac- . 


rifice should not be mandatory or coerced. Most of us would 
agree that the use of unwilling and uninformed human sub- 
jects in medical research betrays an exploitative and demean- 
ing use of human beings and nudges society closer to tyran- 
ny. | 

Karl Brandt and other investigators of Nazi Germany 
were prosecuted before the Nuremberg Military Tribunals 
(1946-1949) for atrocities committed against individuals in 
concentration camps during World War II in the name of re- 
search. A set of basic principles embodying moral, ethical, 
and legal concepts for the conduct of acceptable human ex- 
periments was introduced before the tribunals to serve asa 
standard. These principles received widespread support 
from both the medical profession and the general community 
and became identified as the Nuremberg Code. This first ma- 
jor legal effort to grapple with modern biomedical research 
has since been amplified and refined by national and inter- 
national organizations. 

Biomedical research in the-United States has grown and 
thrived with increasing federal monies since World War H. 
During the 1950s and early 1960s there were few federal regu- 
lations concerning the relationships between the granting 
agency and the investigator on the one hand and between the 
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investigator and human subjects on the other. The first feder- 
al regulations involving human research programs probábly 


began with a 1953 requirement by the National Institutes of ee 


Health that research involving humans at its clinical center 
in Bethesda, Md., must first be approved by a review com- 
mittee. A plethora of federal guidelines evolved during the 
mid-1960s and early 1970s after several large research proj- 
ects received widespread publicity and extensive official 
scrutiny (the implication was that they had been zonducted 
in an unacceptable manner). 

Both of the authors of Human Experimentation and the 
Law are lawyers with considerable experience involving the 
creation and application of health law. This book is written 
in a very careful way that highlights legal technicalities. The 
stated intention of the book is to describe institutional proc- 
ess and procedures by which proposals for research with hu- 
man subjects are presented for review and evaluated and the 
means by which a sponsoring institution's decision should be 
made. Examples of forms, guidelines, and specific recom- 
mendations are included. The authors convincingly make the 
case that existing statutes, case law, and federal government 
regulations already substantially limit the discretion that can 
be exercised by an institution in establishing procedures 
without risking unfavorable legal repercussions. 

This book does not make for interesting reading, but it is 
informative for those who need to know. The topics dealt 
with are important and complicated; they include fetal re- 
search, psychosurgery, drug study protocols, confidentiality 
of information, and informed consent. 

In July of 1974 the National Commission for the Protection 
of Human Subjects of Biomedical and Behavioral Research 
was created by Congress. Guidelines for fetal research have 
already been submitted to the Department of Health, Educa- 
tion, and Welfare. The existence of this commission demon- 
strates that people with a wide variety of points of view and 
areas of expertise are now in the process of formulating lim- 
its that will govern future research with human subjects in 
this country. Medical research is no longer the sovereign pur- 
view of investigators and agencies. The issues of individual 
accountability, informed choice, and society's just and prop- 
er expectations of investigators are receiving special scruti- 
ny. 

This book is recommended for all those who participate in 
research with human subjects as a reference for clarification 
and guidance. It should be on every human investigator's 
bookshelf. 
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WILLIAM D. WEITZEL, M.D. 
Lexington, Ky. 
] 
The Sexual Experience, edited by Benjamin J. Sadock, M.D., 
Harold I. Kaplan, M.D., and Alfred M. Freedman. M.D. 
Baltimore, Md., Williams & Wilkins Co., 1976, 654 ppJj 
$23.50. ` 

This collection of articles on sexuality covers the entire 
range of man's sexual function. It deals not only with the his- 
tory of sexuality, anatomy and physiology, stages of devel- 
opment, and the role of sexuality in human behavior in and 


^ 


out of marriage but also with the relationship of sexuality to 
the arts, medicine, and the law. The section on the t-eatment 
of sexual disorders is extensive, covering individua, group, 
family, and marital therapy as well as behavior therzpy. This 
section is balanced and instructive. 

The contributors are generally experts in the ameas they 
cover, conveying the spectrum of points of view beyond the 
confines of the libido theory that now exists in our growing 
awareness of the sexual function. In this connectton, some 
chapters are outstanding for their clarity and freecom from 
preconceptions. On the whole this volume takes us well into 
the future of psychodynamic thinking with regard to the sex- 
ual function. 

The book need not be read from the beginning; it zan be an 
admirable source book for enhancing the understanding of 
the issues that relate to sex, not only for the psych.atrist but 
for all behavioral scientists. Although many of the chapters 
in this volume are derived from the editors' Comprehensive 
Textbook of Psychiatry (1), it has enough new material to 
merit its publication as a separate text. 
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LEON SALZMAN, M.D. 
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Group Therapy 1975: An Overview, edited by Levis R. Wol- 
berg and Marvin L. Aronson. New York, N.Y., Stratton In- 
tercontinental Medical Book Corp., 1975, 254 pr~, $15.00. 


This is one of a series of annual volumes from the Post- 
graduate Center for Mental Health in New York City. Like 
the previous volumes it contains a series of independent arti- 
cles that have been sought out by the editors from group psy- 
chotherapists here and abroad. The result is com»arable to a 
journal with good quality control and the advantzge of an in- 
dex and a hard cover. 

This volume is dedicated to Emanuel K. Schwartz, who 
has been an effective and talented teacher and friend to many 
group psychotherapists throughout America and Europe. 
The authors included in this book reflect this renge of con- 
tacts in a reasonable fashion. 

The material is divided into four categories bezinning with 
theory and ending with methods. The opening peper, by Hel- 
en Durkin, is a sound presentation of the use of s~stems theo- 
ry. Other theoretical efforts do a good job of exploring myth 
as a paradigm for human group behavior (Usancivaras’ con- 
tribution) and applying current theory to bordeuline patients 
(by Rey and Pines). 

on papers are identified as efforts to resolre resistance 
to vérbal techniques. These seem to reflect th« increase in 
group work with sicker patients and less verbal people. The 
book as a whole reflects this extension beyonc the middle- 

*class, neurotic outpatient to a full range of social and diag- 
nostic catégories. 

This book is good for the group therapist and for the pro- 
fessional beginning in group therapy. The pract cal hints and 
the more abstract theoretical presentations are in good bal- 
‘ance. The index makes it useful as a reference. The quality 

of papers is consistently good. The inclusion of authors from 


*. 
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South America and Europe adds a refreshing depth of per- 
spective. . 
eum, 
Jay W. FIDLER, M.D. 
Elizabeth, N.J. 


Cocaine Papers, by Sigmund Freud; edited by Robert Byck, 
MD. New York, N.Y., Stonehill Publishing Co., 1974, 402 
pp., $14.95. 


In 1884 Sigmund Freud undertook a study of the proper- 
ties and effects of cocaine, a substance only haphazardly in- 
troduced into American and European use and knowledge at 
that time. His experimental approach, with himself as sub- 
ject, led to his becoming an enthusiast and a user of cocaine 
ard to the publication of three or four pioneering papers on 
the subject. The basic paper, “Uber Coca,” contains an ex- 
hzustive review of the literature and a discussion of the thera- 
peutic uses of cocaine. The latter reflects Freud's eagerness 
tc find an aid in the treatment of the morphine addiction of a 
friend and colleague as well as the inevitable search for a psy- 
chic stimulant that might be of help in the treatment of ner- 
vous and emotional illness, for which no effective instrument 
had at that point yet been devised. 

These papers were essentially unavailable in English until 
1363. Dr. Byck, Professor of Pharmacology in Psychiatry at 
Yale University, considers them to establish Freud as one of 
tre founders of psychopharmacology. Freud’s astute investi- 
gative approach led him to classify cocaine as both a central 
rervous system stimulant and a euphoriant. He also demon- 
strated the technique that has stood the test of many sub- 
sequent experimental studies—the use of a trained observer 
capable of detecting and objectively describing the symp- 
toms and effects of a drug to ensure the complete delineation 
of the psychological reactions characteristic of the drug un- 
der study. 

Dr. Byck is particularly impressed with the need for de- 
nystification and for a scientifically thorough study of co- 
zaine and its properties. He sees some signs that this may 
now be taken up, some 90 years after Freud's work. A great 
deal of this collection of diverse papers, which include let- 
ters to his fiancée in which Freud mentions cocaine, a de- 
scription of dreams in which cocaine is alluded to, and patent 
medicine advertisements of the period, serves to indicate the 
climate and the developments that led to the elaboration of 
myth and secrecy instead of the steady unfolding of scientific 
knowledge about cocaine. 

Two side issues are also explicated at some length. One 
has to do with the controversy over priority for the discov- 
ery of the use of cocaine for local anesthesia, which was the 
last of Freud's observations on the possible therapeutic uses 
of cocaine in his original paper. The second touches upon the 
importance of the failure of Freud's prepsychoanalytic 
search for a potent psychotherapeutic tool as a determinant 
of his subsequent discoveries. The inclusion of the contribu- 
tions of several different authors on these topics leads to a 
certain fascinating Rashomon-like effect and tends to make 
this slight collection of notes and essays fascinating to read. 
There is one caveat. The cover advertises ‘‘Notes by Anna 
Freud,” but these turn out to be only a few prefatory lines 
abstracting each of Freud's four papers; they might just as 
easily have been written by an editorial assistant. 


HERBERT F. WALDHORN, M.D. 
Great Neck, N.Y. 
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Psychiatry and the Humanities, Vol. 1, edited by Joseph H. 
Smith, M.D. Mew Haven, Conn., Yale University Press, 
1976, 240 pp., $12.50. 


This volume, which initiates a series of annual publica- 
tions under the aegis of the Forum on Psychiatry and the Hu- 
manities of the Washington School of Psychiatry, is a 
Festschrift honoring the 80th birthday of Edith Weigert, a 
leader in the development of the school and a major force in 
the formation of the forum. Although the forum participants 
are chiefly psychoanalysts, its name and the title of this se- 
nies feature the word ‘“‘psychiatry’’ because what is envi- 
sioned is a psychiatry “‘renovated’’ by psychoanalytic under- 
standing. Psychiatry, in this sense, seeks the fullest possible 
self-knowledge of one's past, present, and future, a clinical 
goal that presupposes a humanistic examination of ‘‘what 
man has thought and done about the problems and rewards 
of his existence."' It is this consideration, among others, that 
justifies the forum and its publications. 

This inaugural volume is a disparate collection of 10 es- 
says by 5 psychoanalysts and 6 humanists, the latter being 
professors of philosophy, religion, and the humanities. The 
papers span a wide range of topics, including art, literature, 
philosophy, language, ethics, mysticism, healing, and crea- 
tivity, and are arranged in three groups, relating psychiatry 
to art and literature, to philosophy and the development of 
thought, and to human affairs. 

A rich intellectual fare is offered by these papers for those 
who define psychoanalysis in terms of interpretation or her- 


. meneutic activity and therefore as a discipline with more af- 


finity for the humanities than for the natural sciences. In this 
spirit it is altogether appropriate that the opening essayist 
should be Paul Ricoeur, an outstanding authority on the phi- 
losophy of language, an astute critic of Freud, and the author 
of the brilliant study Freud and Philosophy (1). 
Psychoanalysis has been assailed for reducing art and es- 
thetic creativity to sublimation. Actually, Freud stressed re- 
peatedly the limitations of applying psychoanalysis to art, in- 
sisting that the esthetic evaluation of a work of art or the elu- 
cidation of artistic talent were not within the purview of 


- analysis. In ‘Psychoanalysis and the Work of Art'' in this 


volume Ricoeur develops the thesis that these disclaimers by 
Freud were not seductive tactics to lower the reader's resis- 
tance; rather, they sprang from Freud's metapsychology and 
its limitations. To the very end sublimation continued to be a 
great enigma to the master; it was ‘‘as much the heading of a 
problem as the name of a solution.” As Freud wrote in his 
study of Leonardo da Vinci, ''Since artistic talent and capac- 
ity are intimately connected with sublimation we must admit 
that the nature of the artistic function ts also inaccessible to 
us along psycho-analytic lines’” (2, p. 136). However, as Ri- 
coeur reassuringly points out, to recognize limits is to be on 
the path toward transcending them. 

Erich Heller expounds on Freud's profound influence on 
modern literature in establishing the qualities of the sphere 
of the psyche it traverses. He employs selections from the 
writings of Thomas Mann to illustrate how Freudian teach- 
ings affect the treatment of the moral problem of the roles of 
fate and accident in human existence. This erudite essay and 
that of Ricoeur illustrate, in the editor's words, ‘‘that there is 
no easy access to psychoanalysis and likewise, no easy ac- 
cess to the central problems in the humanities simply by vir- 
tue of psychoanalytic training and experience.” 

In a brief review it is obviously impossible to comment on 
all of the articles in this book. However, I cannot forego at 


108 Am J Psychiatry 134:1, January 1977 


least one more extended comment. Recent years have wit- 
nessed great interdisciplinary ferment in the feld of fan- 
guage. The provocative chapter by Joseph H. Smith, chair- ø 
man of the forum and editor of this book, on ‘‘Language and - 
the Genealogy of the Absent Object," is basically a com- 
mentary on psychoanalytic genetic epistemology and theóry 
of language development. Smith quotes approvingly Paul Ri- 
coeur's statement that ''the psychoanalyst is a leading partic- 
ipant in any general discussion about language . . . an area 
today where all philosophical investigations cut across one 
another." Smith stresses the idea that early mentation or 
ideation represents an absent object of need, and he argues 
that **even language competence as an innate species-specif- 
ic capacity would undergo formation over time and involve 
primitive phases.” 

The other articles in the collection include Helm Stierlin's 
discussion of psychological liberation and self-des-ruction in 
the creative process. Stierlin contributes an insightful consid- 
eration of the alienation and existential despair >f writers 
such as Franz Kafka. This paper is followed by onz by Don- 
ald L. Burnhan and Sven Arne Bergmann in which the 
Swedish playwright August Strindberg’s ''need-fear di- 
lemma” is revealed in his relationship with his sweetheart 
Harriet Bosse. 

The section of the book devoted to the relationship of psy- 
chiatry to philosophy and the development of thought opens 
with a searching religiophilosophical essay by the theologian 
Louis Dupre, who expounds on the nature of the self, the 
concept of the soul, and characteristics of “‘the mystical ex- 
perience of the self.” This section also includes an excellent 
historicophilosophical review by Erwin W. Straus of “The 
Existential Approach to Psychiatry." The last 3 papers on 
psychiatry and human affairs are by Theodore Lidz, Maurice 
Friedmann (both of whom write on the family), and Walter 
Kaufmann (who writes on death). 

I can definitely recommend this volume as a stimulating ad- 
venture in ideas in the very important area of the relationship 
between the humanities and psychiatry. 
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SIMON H. NAGLER, M.D. 
New York, N.Y. 


Behavior Modification Approaches to Parenting, edited by Er- 
ic J. Mash, Ph.D., Lee C. Handy, Ph.D., and Leo A. Ham- 
erlynck, Ed.D. New York, N.Y., Brunner/Mazel, 12 AA 
pp., $13.50. 


More direct techniques are needed for helping parents 
cope with day-to-day childrearing problems. The cliniciafi 
cannot avoid the parent’s question, ‘‘But what can I do 
now?" As one answer, behaviorists offer parent training. 
The state of that field is reflected in this collection of papers. 

With few exceptions the contributors are preoccupied 
with scientific formats, reporting successes, and avoiding 
psychodynamic language. The papers cover a wide range of 






techniques based on the best and the worst educational con- 
(pts. The variety includes reading books, practicing prob- 
dem solving, coaching, modeling, and videotape feedback. 
Some of the authors have discovered that training proce- 
dures in an office or classroom have little carry-over in the 
home. Reading between the lines also discloses that most of 
the authors practice a form of family therapy in which the 
professionals assume responsibility for teaching parents, 
. drawing on the forces of group dynamics. 
-- Several contributors recognize that their efforts increase 
... the maturity and objectivity of parents through learning con- 
^. flict resolution methods, developing communication skills. 
nd alleviating parental depression. Rather than exhorting 
parents, these workers recognize the plight of parents and re- 
ate to them more as clients than as students. 
. In this book one can see the beneficial influence of clinical 
e experience creeping into helping techniques that have 
i sprung from educational settings. On the negative e side there 
remains a strong need to minimize the art in alleviating the 
human condition through a pseudoscientific preoccupation. 
Perhaps the most important hazard is the general emphasis 
on acting on the child, ignoring the fact that children become 
contributing members of the family because of their desire to 
please and emulate other family members, not simply be- 
cause of material rewards or fear of punishment. 

In balance this book signals the availability of more profes- 
sionals to aid in supporting beleaguered parents. Many will 
be grateful to those who possess the humanistic qualities that 
mark good parents. However, this book is not illuminating 
for the psychiatrist. 














Jack C. WESTMAN, M.D. 
Madison, Wis. 


Human Resources for Troubled Children, by Werner I. Hal- 
pern, M.D., and Stanley Kissel, Ph.D. New York, N.Y., 
. Wiley-Interscience (John Wiley & Sons), 1976, 247 pp., 


| This volume is 1 of 30 volumes addressed to behavioral sci- 
-— entists interested in the nature of human personality. Dr. 
— Halpern is Director and Dr. Kissel is Chief Psychologist, 
.. Children and Youth Division. Rochester Mental Health Cen- 
ter. 
After discussing some of the historical background of child 
psychiatry, the authors devote chapters to various aspects of 
therapy. These include environmental change. programs for 
learning problems, parent education. parent counseling. fam- 
ily therapy, group and individual treatment, behavior modifi- 
cation, and pharmacotherapy. 
. The authors provide a very extensive bibliography of sev- 
eral hundred references. They present their material in a 
clear. coherent fashion, reporting observations of others as 
to the pros and cons of the various treatment procedures un- 
der Maion 
‘It?s my opinion that Halpern and Kissel meet their objec- 
of pr esenting material for the sophisticate as well as for 
iovice in the field of psychotherapy. This book can be 




















































men undi Hes H. Kae Y 
Press (Halsted Press, John Wiley &. 
188 pp., $15.95. 


This book contains eight essays: 
that there is no continuity of tools 1 
common wlan iLe., , Suicide, the a ct i 


pr ail ind To state, as he m that, $ 
physicians. who have most to do with human 
dying . . .. are for the most part uninformed abou 
tions under which most people live and die," s 
be an exceedingly broad and unwarranted ind 
use of the term "dasein"" without: explanation. 
help in following his dissertation. e Lm 
Krauss offers very little in his essay that h 
before. His most valuable contribution is the ite 
statement that "no unified theory of suicidal. beh 
isis 
L ifton' s basic contribution is the. idea that the i 
times in which we live modify our attitudes toward dea 
its satellite, suicide. | 
Wolman philosophizes on the fact that the world 
basically a jungle, limited only by the fact that hi 
tercedes to modify somewhat the total concept of LH 
al of the fittest. His flat statement that "a psycho 
will never commit suicide" can be argued. ~ 
Bernstein's essay is the clearest and be 
makes no bones about the fact that he is 
ly subjective point of view, giving us. the pros 
own possible suicide. n 
The essay by Iga is greatly limited. in it 
usefulness by the fact that it is centered i ina 
ferent from ours and the bulk of it concern: tw 
lic Japanese figures. | 
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Szasz. whether writing on this subjecto or rany ot 
atric subject. is Szasz. s 

1 do not feel that this collection of es ys 
stantially new insights on the very. vexii 
destruction. It does not even suggest any n 
the management of those who want to or a * 
to destroy themselves. unless we accept Szas 
that if one is so disposed we should simply ^ 
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The Rape Victim 
by Elaine Hilberman, M.D. 


= Mythologies about rape are legion. However, in recent years behavioral scientists hav 
- mulated a body of information about rape and about an unfolding series of reactions 
> enced by the victim after rape. The aim ef this concise. tightly reasoned book is to summat 
. what is now known about the needs anc experiences ef the victim and her family, and to pro | 
vide a framework in which the clinician ean more knowledgeably supply assistance at - 
port. This document, published by the American Psychiatric Association, is the resul 
project of the Association's Committee on Women. ae 


Pointing out that the profound impact of rape stress is best understood in the contex 
as "a crime against the person and not ‘he hymen,” Dr. Hilberman sees rape as the 
violation of the self short of homicide, as.an act of violence and humiliation in which n 
the victim's very existence threatened, and her inner and most private space invade but he 
autonomy and control are totally demolished. Dr. Hilberman shows that if and when the victir 
reports the crime, she is confronted with a complex series of yet additional stresses grow 
out of her contact with the hospital, police, courts, med:ia.and community opinion. Addit 
her crisis differs from other crises in thet her usual social support system is likel ly to be 
rupted. Her immediate needs are for empathy and safety, and a sense of control over wha 
happening in her dealings with the several agencies. Dr. Hilberman shows that in the abse r 
of sensitivity to these needs, the experience of reporting becomes another assault. 


This book presents a professional, sobering, and balanced picture of the problems of 
victim and details what the clinician must know—about local hospital policy, crimin; 
procedure, rape statutes, and community attitudes and services—in order to be abl 
victims with an understanding of the larger context in which rape occurs. l 


ELAINE HILBERMAN, M.D., is in the Department of Psychiatry at the University o or vO 
Carolina School of Medicine. 


Paperback edition—$5.00 each, may be ordered from the AMERICAN PSYCHIATRI Ic 
SOCIATION, Publication Sales, 1700 18th St., N.W., Washington, D.C. 20009. | | 


Hardback edition—$7.95 may be ordered from Basic Books, Inc., 10 East 53rd Str 
York, New York 10022. 
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Norpramin® 
(desipramine hydrochloride tablets NF) 


Brief Summary 

Indications: Norpramin (desipramine hydrochloride 
tablets NF) is indicated for the relief of depressive 
symptoms. Endogenous depressions are more likely 
to be alleviated than others. 

Contraindications: Desipramine hydrochloride shauld 
not be given within two weeks of treatment with a 
monoamine oxidase inhibitor. Contraindications in- 
clude the acute recovery period following myocardial 
infarction and hypersensitivity to the drug. Cross 
sensitivity with other dibenzazepines is a possibility. 
Warnings: 1. Extreme caution should be used in pa- 
tients: (a) with cardiovascular disease. (b) with a his- 
tory of urinary retention or glaucoma. (c) with thyroid 


nce-a-day 
antidepressant 
dosage with 
an a.m. or h.s. 
option 





disease or those on thyroid medication. (d) with a 
history of seizure disorder. 2. This drug is capable of 
blocking the antihypertensive effect of guanethidine 


and similarly acting compounds. 3. Use in Pregnancy: 


Safe use during pregnancy and lactation has not been 
established. 4. Use in Children: Norpramin is not 
recommended for use in children. 5. This drug may 
impair the mental and/or physical abilities required 
for the performance of potentially hazardous tasks 
such as driving a car or operating machinery. There- 
fore, the patient should be cautioned accordingly. 
Precautions: This drug should be dispensed in the 
least possible quantities to depressed outpatients, 
since suicide has been accomplished with drugs of 
this class. If possible, dispense in child-resistant 
containers. It should be kept out of reach of children. 
Reduce dosage, or alter treatment, if serious adverse 














effects occur. Norpramin therapy in patients with 
manic-depressive illness may induce a hypomanic 
state after the depressive phase terminates and may 
cause exacerbation of psychosis in schizophrenic 
patients. Use cautiously with anticholinergic or sym- 
pathomimetic drugs. Response to alcoholic*beverage: 
may be exaggerated. In the eencurrent administratio! 
of ECT and antidepressant drugs one should conside 
the possibility of increased risk relative to benefits. 
Discontinue as soon as possible prior to elective 
surgery because of possible cardiovascular effects. 
Hypertensive episodes have been observed during ~ 
surgery in patients on desipramine hydrochloride. ? 
Leukocyte and differential counts should be per- 
formed in any patient who develops fever and sore 
throat during therapy: the drug should be discen- 


tinued if there is neutropenia. Q.. . 
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: night fürdbllity-enhancs patient compliance EE 

tudies show that a single daily administration of Norpramin is as effective p 

| tolerated as the same quantity given as a divided dosage. This meansthat ~*~ — 

ramin may be given once daily, morning or bedtime, whichever is most a 

Opriate to the patient's therapeutic need, drug response and activity patterns. 

sage of Norpramin can be especially useful when your depressed Mack Ris 

eels more depressed in the early morning. Morning administration may also — = == 

p reduce the potential for confusion when cther agents are prescribed Pee TR ae 

somitantly at bedtime. 

O hose pati tents who experience a sedative response to Norpramin, a a) 
atime dose is most appropriate. Evening administration of Norpramin rarely pro- I 
ces moming hangover. : 


daytime drowsiness—permits an active schedule oo. 
vith Norpramin, problems of daytime drowsiness and moming hangover are Perce 
irgely avoided. Minimal daytime drowsiness can be especially important for 
atients who must perform daytime activities at home or at work. 


Early therapeutic response— builds hope - 
sand provides encouragement 
"While full therapeutic effect may require two to three 
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*weeks, onset of action has often been observed in two 
to five days. Although results have been variable, the 
"weight of scientific reports suggests a faster onset of 
action with desipramine than with either imipramine or 
amitriptyline. 


tablets NF) 25 mg.,50 mg. tablets 

lic htens and brightens the days 

of your depressed patients- 
ore conveniently 














Bétctitns: Cardiovascular: hypotension, tricyclic drugs. Hematologic: bone marrow depres- 100 mq, to 200 mg. per day. Désanés bos 
; tachycardia, palpitation, arrhythmias, sions including agranulocytosis, eosinophilia, pur- per day are not recommended: initia 
nyocardial infarction. stroke. Psychiatric: pura, thrombocytopenia. Gastrointestinal: anorexia, be administered at a low level ani 
tes faspecially in the elderly), hallu- nausea and vomiting, epigastric distress, peculiar ing to tolerance and response, It may be adr 
ientation, delusions; anxiety, restless- taste, abdominal cramps, diarrhea, stomatitis, black tered in divided doses: Org: single daily dose 
mnia. and nightmares; hypomania; tongue. Endocrine: gynecomastia, breast enlargement 
ychi sis. Neurological: numbness, and galactorrhea inthe female; increased or decreased 
sias f extremities: incoordination, libido, impotence, testicular swelling: eievation or 
































periph ral neuropathy: extrapyramidal depression of blood sugar levels. Other: jaundice 

teration ii atterns; tinni- (simulating obstructi elg altered liver function: weight a. 
th. and rarely associated gain or loss, perspiration, flushing; urinary frequency, EM oc soe 
ision, disturbance of nocturia: parotid swell ling; drowsiness, dizziness, u Zi 
ónstipation, paralytic weakness and fatigue, headache: alopecia, With- 
ed micturition, hypotonic drawal Symptoms: Though not indicative of addiction, 





skin rash, petechi&e; urticaria, iteh- abrupt cessation after prolonged therapy. ray pro- MERRELL-N ATIO BOF 
t ation, edema (of face and tongue duce nausea, headache and malaise. Division of Richards Tell 
E fever, Cross sensitivi ty. with other nee and Administration: Usual aduk dose: Cincinnati, Ohio 45215 ie 
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The United Way is reaching out. It goes into 

every neighborhood. To every age group. Across 

every income level. 

To help. In a thousand ways. Thanks to you 

A neighbor. A relative. Maybe someone down the it works 
street who's out of work. Or sick. Or in trouble. z^ 


Chances are the United Way helps someone you know. 
Maybe someday it'll be helping you. FOR ALL OF US 





Unite 





® United Way 
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A Timely New Book from 


The Joint Information Service 


. This latest Joint Information Service field study provides a concise, comprehensive overview of the 
complex matter of the very young American child and his mental health, and then describes in inti- 
mate detail seven unique programs for pre-school children with problems—from North Hollywood's 
Dubnoff Center, emphasizing education as iis primary therapeutic modality, to Baltimore's Martin 
Luther King, Jr. Parent-Child Center, serving two housing projects, served by Johns Hopkins, and 
largely governed by its own people. All different in treatment approach and philosophy, the pro- 
grams described are uniform in their dedication to innovation in improving service to the emotional- 
ly disturbed very young child, and, equally, to the emotional well being of all young children. 


£ 


.- 


This thoughtful and perceptive description of what has been created by some of the best informed, 
most experienced and thoughtful specialists m mental health services for very young children should 
be welcome to all involved in the mental health of children and a casebook for those dealing with 
child and family mental health. 





An articulate exposition of the immense problems and encouraging accomplishments 
in a particularly difficult area of endeavor . . . . Beyond their concern with the mani- 
festly ill child, the authors intriguingly explore what may be needed to enhance the 
mental good health of all young children .... A significant contribution. 

James N. Sussex, M.D. 

President, American Association of 

Psychiatric Services for Children 


2. Please send me. |. . . — copies of Mental Health Programs for Preschool 
children, at $7 each (4 or more copies, $5.75 each). 


Send coupon to: 


Publications Services Division ae e C) rerieigoce ence 
» American Psychiatric Association Name 
1700 18th St., N.W., 
Washington, D.C. 20009 Address 
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The vulnerable - 





ages 


The first epileptic seizure 
is most likely to occur 
during early childhood and 
at the onset of puberty 


About 9 out of 10 epileptics experience their first seizure before the 
age of 20—with the highest incidence between 5 and 7, when chil- 
dren start school, and at the onset of puberty, a time of physiological 
and psychic turmoil.! The most common type, grand mal, occurs 
in approximately 75% of epileptic children,! and more than 50% 
of patients who suffer initially from petit mal develop grand mal 
seizures before they reach the age of 16.7 


Mysoline (primidone) for 
control of grand mal,psycho- 
motor and focal epilepsy 


At the onset and afterwards — used alone or as concomitant 
therapy, MYSOLINE may reduce the frequency and severity of 
major motor seizures—or even eliminate them. Exce//ent for con- 
trol of grand mal. Valuable for control of psychomotor!^ and 
focal epilepsy as well.? 


Add Mysoline when control with other anticonvul- 
sants is inadequate — As concomitant therapy, MYSOLINE can 

improve seizure control in grand mal and psychomotor epilepsy. 
The combined use of phenobarbital, diphenylhydantoin, and 

MYSOLINE may have additive anticonvulsant effects without addi- 
tive side effects.° 


Change to Mysoline when other anticonvulsants fail— 
A changeover to MYSOLINE is frequently warranted when other 
anticonvulsants must be discontinued because of important side 
effects, or when grand mal seizures are refractory to phenobarbital, 


with or without diphenylhydantoin.’ 
Ayerst. 


soline 
Tablets 250 mg. 


(primidone) ... 


May be the start of a 
better life for the epileptic 


See following page of advertisement for prescribing information. 7538 
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Mysoline (primidone) 


may be the start of a better life for the epileptic 


initial and maintfiance therapy for 
grand mal, psychomotor and focal epilepsy 


BRIEF SUMMARY 
(For full prescribing information, 
see package circular) . 


Ayerst. 


AYERST LABORATORIES 
New York, N.Y. 10017 
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MYSOLINE” Brand of PRIMIDONE 


Anticonvulsant 


ACTIONS: MYSOLINE acts on the central nervous system 
to raise seizure threshold or alter seizure pattern. The mecha- 
nism(s) of action of anticonvulsant drugs is not known. 


Primidone has anticonvulsant activity per se. In addition, its 
two metabolites possess anticonvulsant qualities. The major 
metabolite is phenylethylmalonamide (PEMA): the other is 
phenobarbital. In addition to its own anticonvulsant potential, 
PEMA potentiates phenobarbital. 


INDICATIONS: MYSOLINE, either alone or used con- 
comitantly with other anticonvulsants, is indicated in the con- 
trol of grand mal, psychomotor, and focal epileptic seizures. It 
may control grand mal seizures refractory to other anticonvul- 
sant therapy. 


CONTRAINDICATIONS: Primidone is contraindicated 
in: 1) patients with porphyria and 2) patients who are hyper- 
sensitive to phenobarbital (see ACTIONS). 


WARNINGS: The abrupt withdrawal of antiepileptic 


medication may precipitate status epilepticus. 


The therapeutic efficacy of a dosage regimen takes several days 
before it can be assessed. 


Use in pregnancy: Recent reports strongly suggest an asso- 
ciation between the use of anticonvulsant drugs by women with 
epilepsy and an elevated incidence of birth defects in children 
born to these women. Reference has been made to primidone in 
several cases in which it was used in combination with other 
anticonvulsants; but its teratogenicity has not been conclusively 
demonstrated. The possibility exists that other factors, e.g., 
genetic factors or the epileptic condition, may contribute to the 
higher incidence of birth defects. The data also indicate that the 
great majority of mothers receiving anticonvulsant medication 
deliver normal infants. 


Anticonvulsant drugs should not be discontinued in patients in 
whom the drug is administered to prevent major seizures be- 
cause of the strong possibility of precipitating status epilepticus 
with attendant hypoxia and risk to both mother and the unborn 
child. 


When the nature, frequency, and severity of the seizures do not 
pose a clear threat to the patient, good medical practice requires 
that the physician weigh the expected therapeutic benefit of 
anticonvulsant therapy against possible risk on an individual 
basis. 

Neonatal hemorrhage, with a coagulation defect resembling 
vitamin K deficiency, has been described in newborns whose 
mothers were taking primidone and other anticonvulsants. 
Pregnant women under anticonvulsant therapy should receive 
prophylactic vitamin K ; therapy for one month prior to, and 
during, delivery. 


The physician should weigh all of the foregoing considerations 
when treating and counseling epileptic women of childbearing 
potential. 


PRECAUTIONS: The total daily dosage should not exceed 
2 Gm. Since MYSOLINE therapy generally extends over pro- 
longed periods, a complete blood count and a sequential mul- 
tiple analysis-12 (SMA-12) test should be made every six 
months. 


In nursing mothers: There is evidence that in mothers 
treated with primidone, the drug appears in the milk in sub- 
stantial quantities. Since tests for the presence of primidone in 
biological fluids are too complex to be carried out in the average 
clinical laboratory, it is suggested that the presence of undue 
somnolence and drowsiness in nursing newborns of 
MYSOLINE-treated mothers be taken as an indication that 
nursing should be discontinued. 


ADVERSE REACTIONS: The most frequently occur- 
ring early side effects are ataxia and vertigo. These tend to dis- 
appear with continued therapy, or with reduction of initial 
dosage. Occasionally, the following have been reported: nausea, 
anorexia, vomiting, fatigue, hyperirritability, emotional dis- 
turbances, sexual impotency, diplopia, nystagmus, drowsiness, 
and morbilliform skin eruptions. Occasionally, persistent or 
severe side effects may necessitate withdrawal of the drug. 
Megaloblastic anemia may occur as a rare idiosyncrasy to 
MYSOLINEand toother anticonvulsants. The anemia responds 


to folic acid, 15 mg. daily, without necessity of discontinuing 
medication. 


DOSAGE AND ADMINISTRATION: T he averagi 
adult dose is 0.75 to 1.5 Gm. per day. The initial dose is 250 mg 
Increments of 250 mg. are added, usually at weekly interval: 
to tolerance, or therapeutic effectiveness. up to daily doses noi 
exceeding 2.0 Gm. A typical dosage schedule for the introduc 
tion of MYSOLINE (primidone) is as follows: 


Adults and Children Over 8 Years of Age 






1st Week 
250 mg. daily at bedtime 


2nd Week 
250 mg. b.i.d. 














3rd Week 
250 mg. t.i.d. 


átb Week 
250 mg. q.i.d. 





In children under 8 years of age. maintenance levels are es- 
tablished by à similar schedule, but at one-half the adult dosage 
It is best to begin with 125 mg., with gradual weekly increases 
of 125 mg. a day, to a daily total usually between 500 mg. and 
750 mg. 


In patients already receiving other anticonvulsants: 
MYSOLINE should be gradually increased as dosage of the 
other drug(s) is maintained or gradually decreased. This regi 
men should be continued until satisfactory dosage level is 
achieved for combination, or the other medication is completely 
withdrawn. When therapy with this product alone is 
the objective, the transition should not be completed in less 
than two weeks. 


MYSOLINE 50 mg. Tablet can be used to practical advantage 
when small fractional adjustments (upward or downward) 
may be required, as in the following circumstances: 
* for initiation of combination therapy 
* during "transfer" therapy 
* for added protection in periods of stress or stressful situa- 
tions that are likely to precipitate seizures (menstruation 
allergic episodes, holidays, etc.) 


HOW SUPPLIED: MYSOLINE Tablets — No. 430 —Each 
tablet contains 250 mg. of primidone (scored), in bottles of 
100 and 1,000. Alsoin unit dose packageof 100. No. 431— Each 
tablet contains 50 mg. of primidone ( scored), in bottles of 100 
and 500. MYSOLINE Suspension —No. 3850 —Each 5 cc. ( tea- 
spoonful) contains 250 mg. of primidone, in bottles of 8 fluid- 
ounces. 


* 


References: 1. Livingston, S.: Comprehensive Management 
of Epilepsy in Infancy, Childhood and Adolescence. Springfield, 
III., Charles C Thomas, 1972, pp. 6, 7, 584. 2. Grossman, H.J.: 
Ill. Med. J. 135:260 (Mar.) 1969. 3. Scholl, M.L., in Conn, 
H.F.: Current Therapy 1973, Philadelphia, Saunders, 1973, 
pp. 675-7. 4. Metrick, S.: C.M.D. 37:49 Jan.) 1970. 5. Forster. 
F.M.: Med. Clin. North Am. 47:1579 (Nov.) 1970. 6. White, 
P.T.: Wis. Med. J. 68:178 (Apr.) 1969. 7. Millichap, J.G.: 
Drug Ther. 1:15(Oct.) 1971. 
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Where The Action Is— " 


For more than a decade the general hospital psychiatric unit has been thé prin- 
cipal locus of inpatient treatment. This latest Joint Information Service national 
survey brings up to date its earlier—and the original—study of this important 
component of the psychiatric scene. It reveals that the remarkable rate of 
growth held up, showing an increase of 50 percent in the number of units be- 
tween 1963 and 1971, and an increase of 46 percent in the number of admis- 
sions. And it verifies that general hospital psychiatry has become increasingly 
comprehensive, with an impressively high level of outpatient service, emergency 
service, and even consultation to community agencies. Indeed, the general 
hospital accounts for several times as much service and activity as the widely 
heralded federally supported community mental health center. 


This study also involves the private psychiatric hospitals, which have not 
changed much in number but are admitting about 10,000 more patients than 
in 1964—and they, too, are providing a remarkably comprehensive program. 


It's your responsibility to be well-informed about these extraordinarily signifi- 
cant and vital pieces of American psychiatric service. You can do so by sending 
the order form below. 


of 


a national any 
general hospital psychiatry 
and private psychiatric hospitals 





with a foreword by ZIGMOND LEBENSOWN 


Please send me copies of Psychiatric Treatment in the Community. 
(Single copy, $3.50. Four or more copies, $2.75 each) 





Send coupon to: O bill me [] remittance enclosed 
Publications Service Division 
« American Psychiatric Association Mare 
1700 2h St. N.W., Washington, 
„D.C. 20009 
Address 
P ° Cy 5 Se 
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For youranxious psychoneurotic patient... 


There sponse you 


You've come to expect a certain kind of 
response with Valium (diazenam)—and 
that's the kind you generally get. A pro- 
nounced response. A response thàt starts 
to benefit the anxious patient almost im- 
mediately. Within hours, vour patient 
notices a definite easing of tension. And 
within days, he usually finds him." sig- 
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know, want and trust 


longer quite as immobilized by anxiety 
and tension- ready to begin working 
more productively in therapy. Moreover, 
he's rarely bothered by side effects more 
us than drowsiness, fatigue or ataxia. 
hould, however, be cautioned against 
ng, operating dangerous mag hinery 
r tko amultaneous ingestion of alcohol 
while on Valium [diazepam] therapy.) 


alium 
diazepam) “ 


2-119, 3-119, 10-119. sc red tablets 


"am 


Please turn page for summary of product information. 





E Patient response : 
| you can dep end on. 


Val tum: diazepam 


2-mg, 5-mg, 10-mg scored tablets 


Initial calming in hours. 


Your anxious psychoneurotic patient 
will find the prompt action of Valium 
highly reassuring. It’s immediate, 
tangible proof that his medica- 

tion is working. 


Before prescribing, please 
consult complete product 
information, a summary 
of which follows: 
Indications: Tension and —_ 
anxiety states; somatic 
complaints which are con- 
comitants of emotional factors; psychoneurotic states man- 
ifested by tension, anxiety, apprehension, DW depres- 
sive symptoms or agitation; symptomatic relief of acute 
agitation, tremor, delirium tremens and hallucinosis due to 
acute alcohol withdrawal; adjunctively in skeletal muscle 
spasm due to reflex spasm to local pathology; spasticity 
caused by upper motor neuron disorders; athetosis; stiff- 
man syndrome; convulsive disorders (not for sole therapy). 
Contraindicated: Known hypersensitivity to the drug. 
Children under 6 months of age. Acute narrow angle 
glaucoma; may be used in patients with po angle 
glaucoma who are receiving appropriate therapy. 
Warnings: Not of value in psychotic patients. Caution 
against hazardous occupations requiring complete mental 
alertness. When used adjunctively in convulsive disorders, 
possibility of increase in frequency and/or severity of grand 
mal seizures may require increased dosage of standard 
anticonvulsant medication; abrupt withdrawal may be as- 
sociated with temporary increase in frequency and/or se- 
verity of seizures. Advise against simultaneous ingestion of 
alcohol and other CNS depressants. Withdrawal symptoms 
(similar to those with barbiturates and alcohol) have oc- 
curred following abrupt discontinuance (convulsions, 
tremor, abdominal and muscle cramps, vomiting and sweat- 
ing). Keep addiction-prone individuals under careful sur- 
veillance because of their predisposition to habituation 
and dependence. 

Usage in Pregnancy: Use of minor tranquilizers dur- 

ing first trimester should almost always be avoided 

because of increased risk of congenital malforma- 

tions as suggested in several studies. Consider pos- 

sibility of pregnancy when instituting therapy; ad- 

vise patients to discuss therapy if they intend to or 

do become pregnant. 
Precautions: If combined with other psychotropics or anti- 
convulsants, consider carefully pharmacology of agents 
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Significant improvement in days. 


As Valium reduces overwhelming 
symptoms of anxiety and 
psychic tension, vour pa- 
tient begins to feel better 
often within a few days. 


employed; drugs such as 
phenothiazines, narcotics, 
barbiturates, MAO in- 
e REO pes ae hibitors and other an- 
wee tidepressants may 
"WU potentiate its action. 

| Usual precautions indi- 
cated in patients severely depressed, or with latent depres- 
sion, or with suicidal tendencies. Observe usual precau- 
tions in impaired renal or hepatic function. Limit dosage to 
smallest effective amount in elderly and debilitated to pre- 
clude ataxia or oversedation. 
Side Effects: Drowsiness, confusion, diplopia, hypoten- 
sion, changes in libido, nausea, fatigue, depression, ae 
thria, jaundice, skin rash, ataxia, constipation, headache, 
incontinence, changes in salivation, slurred speech, tremor, 
vertigo, urinary retention, blurred vision. Paradoxical reac- 
tions such as acute hyperexcited states, anxiety, hallucina- 
tions, increased muscle spasticity, insomnia, rage, slee 
disturbances, stimulation have been reported; should these 
occur, discontinue drug. Isolated reports of neutropenia, 
jaundice; periodic blood counts and liver function tests ad- 
visable during long-term therapy. 
Dosage: Individualize for maximum beneficial effect. 
Adults: Tension, anxiety and psychoneurotic states, 2 to 10 
mg b.i.d. to q.i.d.; alcoholism, 10 mg t.i.d. or q.i.d. in first 
24 hours, then 5 mg t.i.d. or q.i.d. as needed; adjunctively 
in skeletal muscle spasm, 2 to 10 mg t.i.d. or q.i.d.; ad- 
junctively in convulsive disorders, 2 to 10 mg b.i'd. to 
q.i.d. Geriatric or debilitated patients: 2 to 21⁄2 mg, 1 or 2 
times daily initially, increasing as needed and tolerated. 
(See Precautions.) Children: 1 to 2V2 mg t.i.d. or q.i.d. ini- 
tially, increasing as needed and tolerated (naf for use 
under 6 months). 
Supplied: Valium®(diazepam) Tablets, 2 mg, 5m 
10 mg—bottles of 100 and 500; Tel-E-Dose®packages 
100, available in trays of 4 reverse-numbered boxes of 4 
and in boxes containing 10 strips of 10; Prescription P: 
of 50, available singly and in trays of 10. 


Roche Laboratories : j ! 
C ROCHE » Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 
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Coverage and Utilization 
of Care for Mental Conditions 
Under Health Insurance 
—Various Studies, 1973-74 


By Louis S. Reed, Ph.D. 
Consultant in Health Economics, American Psychiatric Association 


This book reports six studies that add to the growing body of data demonstrating the feasibility of cov- 
ering mental illness under health insurance. Although in some ways it may be considered a supplement to 
APA's 1972 book HEALTH INSURANCE AND PSYCHIATRIC CARE: UTILIZATION AND COST (Reed, 
Myers, and Scheidemandel), all of the data are new. The studies cover the following areas: 


e Utilization of mental benefits under the Blue Cross and Blue Shield plan for federal employees, docu- 
menting that a “plateau” in the use of these benefits was reached in 1973-74. 


e Comparison of benefits for mental and other illnesses under selected employee health benefit plans. 
e Coverage of mental illness under collective bargaining agreements of selected unions. 


e Utilization of care for mental conditions under the Canadian health insurance program, which gives 
the same coverage for mental as for other conditions. 


* Updating of information on Blue Cross benefits for hospital care of mental illness. 


e Data from selected Blue Cross and Blue Shield plans on coverage and utilization of mental condi- 
tions, with emphasis on major medical coverage. 
80pp. Paperbound 


Single copy, $4.00; 10-49 copies; $3.80 each; 50 or more copies, $3.20 each. 


SPECIAL OFFER: One copy of this book (regular price, $4.00) and one copy of HEALTH INSURANCE 
AND PSYCHIATRIC CARE: UTILIZATION AND COST (regular price, $6.50) for $8.50. 


Publications Services Division 
American Psychiatric Association 
1700 18th St., N.W., Washington, D.C. 20009 


Please send me copies of COVERAGE AND UTILIZATION OF CARE FOR MENTAL CONDI- 
TIONS UNDER HEALTH INSURANCE—VARIOUS STUDIES, 1973-74. Single copy, $4.00; 10-49 cop- 
ies, $3.80 each; 50 or more copies, $3.20 each. 





Please send me copies of the SPECIAL OFFER @ $8.50 each. (COVERAGE AND UTILIZATION OF 
CARE FOR MENTAL CONDITIONS UNDER HEALTH INSURANCE—VARIOUS STUDIES, 1973-74 
and HEIL TH INSURANCE AND PSYCHIATRIC CARE: UTILIZATION AND COST.) 
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The TRIAVIL Potential ^ 


in the management of 
moderate to severe anxiety 
with depression 


When time and talk are not enough... 

The therapist is the primary catalyst for change in 
the psychotherapeutic relationship. However, 
when patients suffer from moderate to severe 
anxiety with depression, there are situations when 
TRIAVIL can often be a useful adjunct. 


... TRIAVIL may help 

There are three important benefits you 

may expect when TRIAVIL is part of the treatment 
program: (1) When symptoms of moderate 

to severe anxiety or agitation with depression are 
relieved, the patient may become more accessible 
and cooperative. (2) As somatic manifestations 
are controlled, attention may be focused 

on underlying causative factors. (3) Symptomatic 
relief may enable the patient to function more 
effectively in his daily life while your work with 
the patient progresses. 


Tablets TRIAVIL are available in four different 
combinations affording flexibility and 
individualized dosage adjustment. Since it is 
simpler to remember to take one tablet rather 
than several (particularly in multiple daily doses), 


your patients on TRIAVIL will be more likely to 
take proper doses of the medication. 


TRIAVIL is contraindicated in CNS depression 
from drugs; in the presence of evidence of bone 
marrow depression; and in patients 
hypersensitive to phenothiazines or amitriptyline. 
It should not be used during the acute recovery 
phase following myocardial infarction or in 
patients who have received an MAOI within two 
weeks. Patients with cardiovascular disorders 
should be watched closely. Not recommended in 
children or during pregnancy. The drug may 
impair mental or physical abilities required in the 
performance of hazardous tasks and may 
enhance the response to alcohol. Antiemetic 
effect may obscure toxicity due to other drugs or 
mask other disorders. Since suicide is a possibility 
in any depressive illness, patients should not have 
access to large quantities of the drug. Hospitalize 
as soon as possible any patient suspected of 
having taken an overdose. 


HAR K For a brief summary of prescribing 


i when patients exhibit moderate to marked anxiety 
- or agitation with symptoms of depression 


® 
PA : RIAVIL containing perphenazine 
and amitriptyline HCI 
a tranquilizer- antidepressant 
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information, please turn to the following page. 
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TRIAVIL 


n 


for highly effective relief 
of depression with moderate anxiety 


containing perphenazine and amitriptyline HCI 
a tranquilizer-antidepressant 


Available: 
TRIAVIL® 2-25: Each tablet contains 
2 mg perphenazine and 25 mg amitriptyline HCI. 


TRIAVIL® 2-10: Each tablet contains 
2 mg perphenazine and 10 mg amitriptyline HCI. 


TRIAVIL® 4-25: Each tablet contains 
4 mg perphenazine and 25 mg amitriptyline HCI. 


TRIAVIL® 4-10: Each tablet contains 
4 mg perphenazine and 10 mg amitriptyline HCI. 


INITIAL THERAPY FOR MANY PATIENTS 
TRIAVIL® 2-25 (or TRIAVIL® 4-25) t.i.d. or q.i.d. 


FOR FLEXIBILITY IN ADJUSTING MAINTENANCE THERAPY 
TRIAVIL® 2-10 (or TRIAVIL® 4-10) 


CONTRAINDICATIONS: Central nervous system depression from 
drugs (barbiturates, alcohol, narcotics, analgesics, antihistamines); 
bone marrow depression; known hypersensitivity to phenothiazines or 
amitriptyline. Do not give concomitantly with MAOI drugs because 
hyperpyretic crises, severe convulsions, and deaths have occurred 
from such combinations. Allow minimum of 14 days between thera- 
pies, then initiate therapy with TRIAVIL cautiously, with gradual 
increase in dosage until optimum response is achieved. Not recom- 
mended for use during acute recovery phase following myocardial 
infarction. 

WARNINGS: TRIAVIL should not be given with guanethidine or simi- 
larly acting compounds. Use cautiously in patients with history of 
urinary retention, angle-closure glaucoma, increased intraocular 
pressure, or convulsive disorders. In patients with angle-closure glau- 
coma, even average doses may precipitate an attack. Patients with 
cardiovascular disorders should be watched closely. Tricyclic antide- 
pressants, including amitriptyline HCI, particularly in high doses, have 
been reported to produce arrhythmias, sinus tachycardia, and 
prolongation of conduction time. Myocardial infarction and stroke 
have been reported with tricyclic antidepressant drugs. Close super- 
vision is required for hyperthyroid patients or those receiving thyroid 
medication. Caution patients performing hazardous tasks, such as 
operating machinery or driving motor vehicles, that drug may impair 
mental and/or physical abilities. Not recommended in children or dur- 
ing pregnancy. 

PRECAUTIONS: Suicide is a possibility in depressed patients and 
may remain until significant remission occurs. Such patients should 
not have access to large quantities of this drug. 


- Perphenazine: Should not be used indiscriminately. Use with caution 


A50 PEAR Lx Í s : , = ae 


in patients who have previously exhibited severe adverse reactions to 
other phenothiazines. Likelihood of untoward actions is greater with 
high doses. Closely supervise with any dosage. The antiemetic effect 
of perphenazine may obscure signs of toxicity due to overdosage of 
other drugs or make more difficult the diagnosis of disorders such as 
brain tumor or intestinal obstruction. A significant, not otherwise 
explained, rise in body temperature may suggest individual intoler- 
ance to perphenazine, in which case discontinue. 

If hypotension develops, epinephrine should not be employed, as 

its action is blocked and partially reversed by perphenazine. Pheno- 
thiazines may potentiate the action of central nervous system depres- 
sants (opiates, analgesics, antihistamines, barbiturates, alcohol) and 
atropine. In concurrent therapy with any of these, TRIAVIL should be 
given in reduced dosage. May also potentiate the action of heat and 
phosphorous insecticides. 
Amitriptyline: In manic-depressive psychosis, depressed patients 
may experience a shift toward the manic phase if they are treated with 
an antidepressant. Patients with paranoid symptomatology may have 
an exaggeration of such symptoms. The tranquilizing effect of 
TRIAVIL seems to reduce the likelihood of this effect. When ami- 
triptyline HCI is given with anticholinergic agents or sympathomimetic 
drugs, including epinephrine combined with local anesthetics, close 
supervision and careful adjustment of dosages are required. Paralytic 
ileus may occur in patients taking tricyclic antidepressants in combi- 
nation with anticholinergic-type drugs. 

Caution is advised if patients receive large doses of ethchlorvynol 
concurrently. Transient delirium has been reported in patients who 
ae treated with 1 g of ethchlorvynol and 75-150 mg of amitriptyline 


Amitriptyline HCl may enhance the response to alcohol and the 
effects of barbiturates and other CNS depressants. 

Concurrent administration of amitriptyline HCI and electroshock 
therapy may increase the hazards associated with such therapy. 
Such treatment should be limited to patients for whom it is essential. 
Piscontinue several days before elective surgery if possible. Eleva- 





tion and lowering of blood sugar levels have both been reported. Use 
with caution in patients with impaired liver function. 

ADVERSE REACTIONS: Similar to those reported with either constitv 
uent alone. 

Perphenazine: Side effects may be any of those reported with 

phenothiazine drugs: extrapyramidal symptoms (opisthotonus, ocu- 
logyric crisis, hyperreflexia, dystonia, akathisia, acute dyskinesia, 
ataxia, parkinsonism) can usually be controlled by the concomitant* 
use of effective antiparkinsonian drugs and/or by reduction in dos- 
age, but sometimes persist after discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term ther- 
apy or may occur after drug therapy with phenothiazines and related 
agents has been discontinued. The risk appears to be greater in 
elderly patients on high-dose therapy, especially females. Symptoms 
are persistent and in some patients appear to be irreversible. The 
syndrome is characterized by rhythmical involuntary movements of 
the tongue, face, mouth, or jaw (e.g., protrusion of tongue, puffing of 
cheeks, puckering of mouth, chewing movements). Involuntary move- 
ments of the extremities sometimes occur. There is no known treat- 
ment for tardive dyskinesia; antiparkinsonism agents usually do not 
alleviate the symptoms. It is advised that all antipsychotic agents be 
discontinued if the above symptoms appear. If treatment is reinstitut- 
ed, or dosage of the particular drug increased, or another drug sub- 
stituted, the syndrome may be masked. It has been suggested that 
fine vermicular movements of the tongue may be an early sign of the 
syndrome, and that the full-blown syndrome may not develop if medi- 
cation is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching, 
erythema, urticaria, eczema, up to exfoliative dermatitis); other 
allergic reactions (asthma, laryngeal edema, angioneurotic edema, 
anaphylactoid reactions); peripheral edema; reversed epinephrine 
effect; hyperglycemia; endocrine disturbances (lactation, galac- 
torrhea, gynecomastia, disturbances of menstrual cycle); altered 
cerebrospinal fluid proteins; paradoxical excitement; hypertension, 
hypotension, tachycardia, and ECG abnormalities (quinidine-like 
effect); reactivation of psychotic processes; catatonic-like states; 
autonomic reactions, such as dry mouth or salivation, headache, 
anorexia, nausea, vomiting, constipation, obstipation, urinary 
frequency or incontinence, blurred vision, nasal congestion, and a 
change in pulse rate; hypnotic effects; pigmentary retinopathy; cor- 
neal and lenticular pigmentation; occasional lassitude, muscle weak- 
ness, mild insomnia. Other adverse reactions reported with various 
phenothiazine compounds include blood dyscrasias (pancytopenia, 
thrombocytopenic purpura, leukopenia, agranulocytosis, eosinophil- 
ia); liver damage (jaundice, biliary stasis); grand mal convulsions; 
cerebral edema; polyphagia; photophobia; skin pigmentation; and 
failure of ejaculation. 

Amitriptyline: Note: Listing includes a few reactions not reported for 
this drug, but which have occurred with other pharmacologically simi- 
lar tricyclic antidepressant drugs. Cardiovascular: Hypotension; 
hypertension; tachycardia; palpitation; myocardial infarction; arrhyth- 
mias; heart block; stroke. CNS and Neuromuscular: Confusional 
states; disturbed concentration; disorientation; delusions; hallucina- 
tions; excitement; anxiety; restlessness; insomnia; nightmares; numb- 
ness, tingling, and paresthesias of the extremities; peripheral 
neuropathy; incoordination; ataxia; tremors; seizures; alteration in 
EEG patterns; extrapyramidal symptoms; tinnitus; syndrome of inap- 
propriate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry 
mouth; blurred vision; disturbance of accommodation; increased 
intraocular pressure; constipation; paralytic ileus; urinary retention; 
dilatation of urinary tract. Allergic: Skin rash; urticaria; photosensitiza- 
tion; edema of face and tongue. Hematologic: Bone marrow depres- 
sion including agranulocytosis; leukopenia; eosinophilia; purpura; 
thrombocytopenia. Gastrointestinal: Nausea; epigastric distress: 
vomiting; anorexia; stomatitis; peculiar taste; diarrhea; parotid swell- 
ing; black tongue. Rarely hepatitis (including altered liver function 
and jaundice). Endocrine: Testicular swelling and gynecomastia in 
the male; breast enlargement and galactorrhea in the female: 
increased or decreased libido; elevated or lowered blood sugar 
levels. Other: Dizziness, weakness; fatigue; headache; weight gain or 
loss; increased perspiration; urinary frequency; mydriasis; drow- 
siness; alopecia. Withdrawal Symptoms: Abrupt cessation after pro- 
longed administration may produce nausea, headache, and malaise. 
These are not indicative of addiction. 

OVERDOSAGE: All patients suspected of having taken an over- 
dosage should be admitted to a hospital as soon as possible. Treat- 
ment is symptomatic and supportive. However, the intravenous 
administration of 1—3 mg of physostigmine salicylate is reposted to 
reverse the symptoms of tricyclic antidepressant pdiegning. Because 
physostigmine is rapidly metabolized, the dosage of i 
should be repeated as required particularly if life-threat 
such as arrhythmias, convulsions, and deep coma recur o 
after the initial dosage of physostigmine. On this basis, in sever 
dosage with perphenazine-amitriptyline combinations, symptoma 
treatment of central anticholinergic effects with physostigmine Selicy- 
late should be considered. J4001R7 (DC 6613210) 








For more detailed information, consult your MSD 
Representative or see full Prescribing Information. 
Merck Sharp & Dohme, Division of Merck & Co., INC., 
West Point, Pa. 19486. 








sychiatrists 


We are a large progressive community 
based JCAH ege and medical 
school affiliated psychiatric facility un- 
dergoing accelerated expansion of services. 
Present openings for INPATIENT AND 
OUTPATIENT STAFF PSYCHIATRISTS 
require licensure in any state or in Canada 
by examination and completion of ap- 
proved psychiatric residency program. We 
offer a starting salary commensurate with 
your background, comprehensive fringe 
enefits and an innovative environment 
conducive to ongoing professional 
development. 


Send C.V. in confidence to, or contact, 
N. S. Lehrman, M.D., Deputy Director-Clinical 


KINGSBORO 
PSYCHIATRIC CENTER 


681 Clarkson Ave., Brooklyn, N.Y. 11203 
212-756-9600 
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GEOGRAPHIC 
MAGAZINE 


THE AMERICAN JOURNAL OF PSYCHIATRY 


NOW, your journals can become an attractive permanent 
part af your professional library. These famous Jesse Jones 
volume files, especially designed to keep your copies 
orderly, readily accessible for future reference—guard 
against soiling, tearing, wear or misplacement of copies. 
These durable files will support 150 Ibs. Looks and feels 
*like leather and is washable. The 23-carat gold lettering 
ia fit companion for the most costly binding. 


$22.00 POSTPAID U. S. A. ORDERS ONLY. Satisfaction un- 
conditionally guaranteed or your money back. 


/ JESSE JONES BOX CORP. (Since 1843) 
^ „apartment JP9—Philadelphia 41, Pa. 19141 
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The Peoria School of Medicine, one of thrée clinical 
schools within the University of Illinois, College of 
Medicine, is seeking a Head or Chairperson for the 
Department of Psychiatry and Behavioral Science. 
Applicants should have demonstrated 'an ability to 
function with community medical and mental health 
resources and should posses administrative ex- 
perience, knowledge of funding, educational and 
clinical programs, teaching experience and inter- 
personal skills. 





Candidates must possess a terminal degree in the 
discipline in which their expertise and experience is 
based. This position is available at present; starting 
date to coincide with selection and approval of the 
candidate by the Dean of the Peoria School of 
Medicine, salary and academic rank commensurate 
with experience and negotiable with the candidate. 
The University of Illinois is an Affirmative Action, 
Equal Opportunity Employer and encourages 
applications from members of minority groups and 
women. Interested persons should send curriculum 
vitae to F. Z. White, Chairman, Search Committee for 
Head/Chairperson for the Department of Psychiatry 
and Behavioral Science, Peoria School of Medicine, 
123 S.W. Glendale, Peoria, Illinois 61605. Final date 
for submitting applications is 12/15/76. 


IMMEDIATE OPENINGS FOR PSYCHIATRISTS 
at 

RICHARD H. HUTCHINGS 

PSYCHIATRIC CENTER 


Opportunities for innovation, research and 
teaching in Community psychiatry 


Major affiliation with SUNY College of 
Medicine at Syracuse 


Initial appointment is as director of a 
12-24 bed multi disciplinary treatment team 


Opportunities for advancement and additional 
responsibility as Center expands 


Salary commensurate with training and 
experience 
Extensive benefits 
An equal opportunity employer 
For more information contact: 


Frank B. Soults, M.D., Clinical Director 
Hutchings Psychiatric Center 

P.O. Box 27, University Station 
Syracuse, New York 13210 
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Out of the hospital for years, 
his paranoid delusions 
are still under control 
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tablets/Concentrate/injection 


ghly effective in 
le range of psychotic 
x as hallucinations, delusions, 
spiciousness, hostility, mania, 
ychomotor agitation, etc., in 
acute and chronic disorders. 


ly leaves patients 
ly alert and 
sive... 
e to cope with job and 
sponsibilities...as well as 
reach with supportive 
jntive measures. 
aggressive titration 


QO- mg/ day orally ( with : 
of usual troublesome 


sponse when patient is inade- 
quately controlled at lower dos- 
age...to help you rapidly control 
and stabilize new patients, 
promptly regain control during 
periods of exacerbation. 


Common side effects 
easily controlled.'^* _ " 
Although extrapyramidal- symp- 


toms (EPS) have been reported = 4 


frequently, they are usually dose- _ 


relatedand readily controlled with 


dose adjustment or antiparkinson . 
drugs. EPS often diminish spon- 
taneously with continued use o 
HALDOL haloperidol. 


ooo “Not an actua case history, thi 
s illustrates io A 


1A 








A Dosage Form for Every Need: 


A tasteless, odorless, colorless liquid con- 
aer pcc aene NO for better patient acceptability: 2 mg. 
per ml. 


5 tablet strengths for convenience in individualizing dos- 
age: Ye mg., 1 mg., 2 mg.. 5 mg. and 10 mg. 











A rapid-acting injection for psychiatric 


emergencies: 5 mg. per ml., with 1.8 mg. 
— ase methylparaben and 0.2 mg. propylparaben 
per ml., and lactic acid for pH adjustment to 


3.4302. 





Indications: HALDOL haloperidol is indicated for use in the man- 
agement of manifestations of psychotic disorders. 

It is also indicated for the control of tics and vocal utterances of 
Gilles de la Tourette's syndrome. 
Contraindications: HALDOL haloperidol is contraindicated in 
patients who are severely depressed. comatose, have CNS depres- 
sion due to alcohol or other centrally-acting depressants, have 
Parkinson's disease or are hypersensitive to this drug. 
Warnings: Usage in Pregnancy: Safe use of HALDOL haloperidol 
in pregnancy and lactation has not been established: therefore. its 
use in pregnancy. in nursing mothers, or in women of childbearing 
potential requires that the possible benefits of the drug be weighed 
against the potential hazards. A case of phocomelia in an infant 
whose mother received haloperidol along with a number of other 
medications during the first trimester of pregnancy has been 
reported (a causal relationship was not established in this Case). 
Animals receiving 2 to 20 times the maximum human dose of 
haloperidol orally and/or parenterally showed increased incidence 
of resorption, reduced fertility, delayed delivery, dose-related up 
mortality (presumably due to lack of maternal care reflecting CNS 
depression). 
Usage in Children: Safety and effectiveness in children have not 
been established; therefore, this drug is not recommended for use in 
the pediatric age group. 
General: Cases of bronchopneumonia, some fatal, have followed the 
use of major tranquilizers, including haloperidol. It has been postu- 
lated that lethargy and decreased sensation of thirst may lead to 
dehydration, hemoconcentration and reduced pulmonary ventilation. 
If these signs and symptoms appear, especially in the elderly, the 
physician should institute remedial therapy promptly. Although not 
reported with HALDOL haloperidol, decreased serum cholesterol 
and/or cutaneous and ocular changes have been reported in 
patients receiving chemically-related drugs. HALDOL haloperidol 
may impair the mental and/or physical abilities required for the per- 
formance of hazardous tasks such as operating machinery or driving 
a motor vehicle. The ambulatory patient should be warned accord- 
ingly. The use of alcohol should be avoided due to possible additive 
effects and hypotension. 
Precautions: HALDOL haloperidol should be administered cau- 
tiously to patients: (1) — with severe cardiovascular disorders. 
because of the possibility of transient hypotension and/or precipita- 
tion of anginal pain. Should hypotension occur and a vasopressor be 
required, epinephrine should not be used since HALDOL haloperidol 
may block its vasopressor activity and paradoxical further lowering 
of blood pressure may occur. (2)— receiving anticonvulsant medica- 
tion, because HALDOL haloperidol may lower the convulsive thresh- 
old. Adequate anticonvulsant therapy should be maintained 
concomitantly. (3) — with known allergies, or with a history of allergic 
reactions to drugs. (4)— receiving anticoagulants, since an isolated 
instance of interference occurred with the effects of one anticoagu- 
lant (phenindione). 
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Haldol (haloperidol) | 


tablets/Concentrate/injection 
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For long-term control of psychotic symptoms 
with minimal risk of toxicity 


If concomitant antiparkinson medication is required, it may have to 
be continued after HALDOL haloperidol is discontinued because of 
the difference in excretion rates. If both are discontinued simulta- 
neously, extrapyramidal symptoms may occur. Intraocular pressure 
may increase when anticholinergic drugs, including antiparkinson 
agents, are administered concomitantly with HALDOL haloperidol. 
When HALDOL haloperidol is used to control mania in cyclic 
disorders there may be a rapid mood swing to depression. 

Adverse Reactions: CNS Effects: Extrapyramidal Reactions— 
Neuromuscular (extrapyramidal) reactions have been reported 
frequently, often during the first few days of treatment. Generally they 
involved Parkinson-like symptoms which usually were mild to moder- 
ately severe and reversible. Other types of neuromuscular reactions 
(motor restlessness, dystonia, akathisia. hyperreflexia, opisthotonos, 
oculogyric crises) have been reported far less frequently, but were 
often more severe. Severe extrapyramidal reactions have been 
reported at relatively low doses. Generally extrapyramidal symptoms 
are dose-related since they occur at relatively high doses and disap- 
pear or become less severe when the dose is reduced. Administra- 
tion of antiparkinson drugs may be required for control of such 
reactions. Persistent extrapyramidal reactions have been reported 
and the drug may have to be discontinued in such cases. Persistent 
Tardive Dyskinesia—Tardive dyskinesia may appear during long- 
term therapy or after therapy has been discontinued. The risk 
appears to be greater in elderly patients on high-dose therapy, 
especially females. The symptoms are persistent and in some 
patients appear irreversible. There is no known effective treatment. 
All antipsychotic agents should be discontinued. The syndrome may 
be masked by reinstitution of drug, increasing dosage. or switching 
to a different antipsychotic agent. Other CNS Effects — Insomnia, rest- 
lessness, anxiety, euphoria, agitation, drowsiness, depression, leth- 
argy, headache, confusion, vertigo, grand mal seizures, and 
exacerbation of psychotic symptoms including hallucinations. Car- 
diovascular Effects: Tachycardia and hypotension. Hematologic 
Effects: Reports have appeared of mild and usually transient 
leukopenia and leukocytosis, minimal decreases in red blood cell 
counts, anemia, or a tendency toward lymphomonocytosis. Agranulo- 
cytosis has rarely been reported and then only in association with 
other medication. Liver Effects: Impaired liver function and/or jaun- 
dice have been reported, although a causal relationship has not 
been established. Dermatologic Reactions: Macu'opapular and 
acneiform skin reactions and isolated cases of photosensitivity and 
loss of hair. Endocrine Disorders: Lactation, breast engorgement, 
mastalgia, menstrual irregularities, gynecomastia, impotence, 
increased libido, hyperglycemia and hypoglycemia. Gastrointes- 
tinal Effects: Anorexia, constipation, diarrhea, hypersalivation, dys- 
pepsia, nausea and vomiting. Autonomic Reactions: Dry mouth, 
blurred vision, urinary retention and diaphoresis. Respiratory 
Effects: Laryngospasm, bronchospasm and increased depth of 
respiration. 4 

Complete dosage information available in insert which accompanies 
each package (or on request). 

The use of the injectable form is intended for the acutely agitated 
psychotic patient with moderately severe to very severe symptqms. 
IMPORTANT: Full directions for use should be read before 








HALDOL haloperidol is administered or prescribe 9/74 
References: 
1. Man, P.L.: Dis. Nerv. Syst. 34:113 (Feb.) 1973. 2. SugermanW A. 


etal.: Am. J. Psychiatry 129:1190 (June) 1964. 3. Ayd, F.J., Jr: MN? 

Sci. 18:55 (Oct.) 1967. 4. Howard, J.S.:'Dis. Nerv. Syst. 35:458 (Qct.) 
1974. 5. Abuzzahab, F.S., Sr.: Psychosomatics 11:188 (May-Jüne) 
1970. 6. Darling, H.F.: Dis. Nerv. Syst. 34:364 (Oct.-Nov te 1973. , 
T. Gerle, B.: Clin. Trials J. 3:380 (Feb.) 1966. + 


McNeil Laboratories, Inc. : 3 
Fort Washington, Pa. 19034 
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REMOVE THE MASK 


OF SCHIZOPHRENIC 





SYMPTOMS 


STELAZINE' PROVIDES EFFECTIVE CONTROL 
OF HALLUCINATIONS, DELUSIONS, ANXIETY AND OTHER 
SCHIZOPHRENIC SYMPTOMS. 
BECAUSE IT APPEARS TO HAVE AN ACTIVATING EFFECT, 
STELAZINE' IS ESPECIALLY USEFUL IN WITHDRAWN, 

APATHETIC OR DETACHED PATIENTS. 


e EFFECTIVELY CONTROLS PSYCHOTIC SYMPTOMS 
e SELDOM CAUSES EXCESSIVE SEDATION 
e CONVENIENT B.1.D. DOSAGE 


Before prescribing, see complete pre- 
scribing information in SK&F literature or 
PDR. The following is a brief summary. 


Indications 

Based on a review of this drug by the 
National Academy of Sciences — 
National Research Council and/or 
other information, FDA has classified 
the indications as follows: 


Effective: For the management of the 
manifestations of psychotic disorders. 


Possibly effective: To control excessive 


anxiety, tension and agitation as seen 
in neuroses or associated with somatic 
conditions. 


'Stelazine has not been shown 
effective in the management of 
behavioral complications in patients 
with mental retardation. 

Final classification of the less-than- 
effective indications requires further 
investigation. 





Contraindications: Comatose or greatly 
depressed states due to C.N.S. depressants; 
blood:dyscrasias; bone marrow depression; 
liver damage. 

Warnings: Caution patients about activities 
requiring alertness (e.g., operating vehicles 
or machinery), especially during the first 
few days therapy. 


Use in preggancy only when necessary for 
patient's welfare. 


Precautions: Use cautiously in angina. 





brgnd of 





Avoid high doses and parenteral adminis- 
tration when cardiovascular system is 
impaired. Antiemetic effect may mask signs 
of toxic drug overdosage or physical dis- 
orders. Additive effect is possible with 
other C.N.S. depressants. Prolonged 
administration of high doses may result in 
cumulative effects with severe C.N.S. or 
vasomotor symptoms. If retinal changes 
occur, discontinue drug. Agranulocytosis, 
thrombocytopenia, pancytopenia, anemia 
cholestatic jaundice, liver damage have 
been reported. 


Adverse Reactions: Drowsiness, dizziness, 
skin reactions, rash, dry mouth, insomnia 
amenorrhea, fatigue, muscular weakness, 
anorexia, lactation, blurred vision. Neuro- 
muscular (extrapyramidal) reactions: motor 
restlessness, dystonias, pseudo-parkin- 
sonism, persistent tardive dyskinesia. 


Other adverse reactions reported with 
Stelazine (trifluoperazine HCl, sk&r ) 

or other phenothiazines: Some adverse 
effects are more frequent or intense in 
specific disorders (e.g., mitral insufficiency 
or pheochromocytoma). 


Grand mal convulsions; altered cerebro- 
spinal fluid proteins; cerebral edema: 
prolongation and intensification of the 
action of C.N.S. depressants, atropine, heat, 
and organophosphorus insecticides; nasal 
congestion. headache, nausea, constipa- 
tion, obstipation, adynamic ileus, inhibition 
of ejaculation; reactivation of psychotic 
processes, catatonic-like states; hypo- 
tension (sometimes fatal); cardiac arrest; 
leukopenic, eosinophilia, pancytopenia, 


agranulocytosis, thrombocytopenic pur- 
pura; jaundice, biliary stasis; menstrual 
irregularities, galactorrhea, gynecomastia, 
false positive pregnancy tests; photosen- 
sitivity, itching, erythema, urticaria, eczema 
up to exfoliative dermatitis; asthma, 
laryngeal edema, angioneurotic edema, 
anaphylactoid reactions; peripheral edema; 
reversed epinephrine effect; hyperpyrexia; 
a systemic lupus erythematosus-like 
syndrome; pigmentary retinopathy; with 
prolonged administration of substantial 
doses, skin pigmentation, epithelial kera- 
topathy, and lenticular and corneal deposits. 
EKG changes have been reported, but 
relationship to myocardial damage is not 
confirmed. Discontinue long-term, high- 
dose therapy gradually. NOTE: Sudden 
death in patients taking phenothiazines 
(apparently due to cardiac arrest or 
asphyxia due to failure of cough reflex) 

has been reported, but no causal relation- 
ship has been established. 


Supplied: Tablets, 1 mg., 2 mg., 5 mg. and 
10 mg., in bottles of 100; in Single Unit 
Packages of 100 (intended for institutional 
use only); Injection, 2 mg./ml.; and Con- 
centrate (intended for institutional use 
only) 10 mg./ml. 


SI«GF CO. 


Manufactured and distributed by 
SK&F Co., Carolina, P.R. 00630 
under Stelazine9 trademark 

license from SmithKline Corporation 


STELAZI N E 
Tablets: 5 and 10 mg. 


. . TRIFLUOPERAZINE HCL 


HELPS WITHDRAWN PATIENTS BECOME MORE RESPONSIVE 













Lack of communication between parent and child 
. is widespread among families with MBD children. But 
today, that situation is being remedied. 

New ideas in MBD therapy now offer help to chil- 
dren with MBD and their families — family therapy 
sessions, programs teaching parental skills, direct 
coaching, and encounter techniques. 

When indicated, Ritalin (methylphenidate) 
can play a useful role in improving parental- 
MBD child relationships by reducing the be- 
havioral and hyperactive symptoms of the 
disorder." Indeed, over 12 years of con- 
trolled studies and clinical use has established 
Ritalin as a drug of choice when treatment of 
MBD is indicated?* This experience has 
demonstrated the ability of Ritalin to effectively 
reduce hyperactivity,” ' distractibility,” ^" and 
disorganized behavior"" in the MBD child. 

These symptomatic improvements often result in 
the child being more responsive to the nonpharmacolog- 
ical measures of the MBD management team." 

Side effects — insomnia and appetite loss — occur 
less frequently or severely with Ritalin than with 
dextroamphetamine.’”* 

Therapy with Ritalin should be undertaken only 
after a medical diagnosis of MBD has been made. 
Dosage should be periodically interrupted. Often these 
interruptions reveal some “stabilization” in the child’s 
behavior even without medication. In some MBD chil- 
dren they permit a reduction in dosage and eventual 


discontinuance of drug therapy. 


(methylphenid LR 


An effective 


member of the MBD 
management team 


Ritalin...Only when medication 
is indicated 








Please turn page for brief 
prescribing information. 
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Ritalin® elector € 
(methylphenidate hydrochloride) 
TABLETS 

INDICATION 


Minimal Brain Dysfunction in Children —as adjunc- 
tive therapy to other remedial measures 
(psychological, educational, social). 

Special Diagnostic Considerations 

Specific etiology of Minimal Brain Dysfunction 
(MBD) is unknown, and there is no single diagnos- 
tic test. Adequate diagnosis requires the use not 
only of medical but of special psychological, edu- 
cational, and social resources. 

Characteristics commonly reported include: 
chronic history of short attention span, distractibil- 
ity, emotional lability, impulsivity, and moderate to 
severe hyperactivity; minor neurological signs and 
abnormal EEG. Learning may or may not be im- 
paired. The diagnosis of MBD must be based 
upon a complete history and evaluation of the 

` child and not solely on the presence of one or 
more of these characteristics. 

uu treatment is not indicated for all children with 
MBD. Stimulants are not intended for use in the 
child who exhibits symptoms secondary to en- 
vironmental factors and/or primary psychiatric dis- 
orders, including psychosis. Appropriate educa- 
tional placement is essential and psychosocial in- 
tervention is generally necessary. When remedial 
measures alone are insufficient, the decision to 
prescribe stimulant medication will depend upon 
the physician's assessment of the chronicity and 
Severity of the child's symptoms. 
CONTRAINDICATIONS 

Marked anxiety, tension, and agitation, since Ritalin 
may aggravate these symptoms. Also contraindi- 
cated in patients known to be hypersensitive to the 
drug and in patients with glaucoma. 

WARNINGS 

Ritalin should not be used in children under six 
years, since safety and efficacy in this age group 
have not been established. 

Sufficient data on safety and efficacy of long-term 
use of Ritalin in children with minimal brain dys- 
function are not yet available. Although a causal 
relationship has not been established, suppression 
of growth (ie, weight gain and/or height) has been 
reported with long-term use of stimulants in chil- 
dren. Therefore, children requiring long-term 
therapy should be carefully monitored. 

Ritalin should not be used for severe depression 
of either exogenous or endogenous origin or for 
the prevention of normal fatigue states. 

Ritalin may lower the convulsive threshold in pa- 
tients with or without prior seizures; with or without 
prior EEG abnormalities, even in absence of sei- 
zures. Safe concomitant use of anticonvulsants 
and Ritalin has not been established. If seizures 
occur, Ritalin should be discontinued. 

Use cautiously in patients with hypertension. 
Blood pressure should be monitored at ap- 
propriate intervals in all patients taking 
Ritalin, especially those with hypertension. 
Symptoms of visual disturbances have 
been encountered in rare cases. Difficulties 








with accommodation and blurring of vision have 
been reported. 

Drug Interactions 

Ritalin may decrease the hypotensive effect of 
guanethidine. Use cautiously with pressor agents 
and MAO inhibitors. Ritalin may inhibit the 
metabolism of coumarin anticoagulants, anticon- 
vulsants (phenobarbital, diphenylhydantoin, 
primidone), phenylbutazone, and tricyclic antide- 
pressants (imipramine, desipramine). Downward 
dosage adjustments of these drugs may be re- 
quired when given concomitantly with Ritalin. 
Usage in Pregnancy 

Adequate animal reproduction studies to establish 
safe use of Ritalin during pregnancy have not 
been conducted. Therefore, until more information 
Is available, Ritalin should not be prescribed for 
women of childbearing age unless, in the opinion 
of the physician, the potential benefits outweigh 
the possible risks. 


Drug Dependence 

Ritalin should be given cautiously to emo- 
tionally unstable patients, such as those with 
a history of drug dependence or alcoholism, 
because such patients may increase dosage 
on their own initiative. 

Chronically abusive use can lead to marked 
tolerance and psychic dependence with 
varying degrees of abnormal behavior. Frank 
psychotic episodes can occur, especially 
with parenteral abuse. Careful supervision is 
required during drug withdrawal, since se- 
vere depression as well as the effects of 
chronic overactivity can be unmasked. 
Long-term follow-up may be required be- 
cause of the patient's basic personality dis- 
turbances. 





PRECAUTIONS 
Patients with an element of agitation may react 
adversely; discontinue therapy if necessary. 
Periodic CBC, differential, and platelet counts are 
advised during prolonged therapy. 
ADVERSE REACTIONS 
Nervousness and insomnia are the most common 
adverse reactions but are usually controlled by re- 
ducing dosage and omitting the drug in the after- 
noon or evening. Other reactions include: hyper- 
sensitivity (including skin rash, urticaria, fever, 
arthralgia, exfoliative dermatitis, erythema mul- 
tiforme with histopathological findings of necrotiz- 
ing vasculitis, and thrombocytopenic purpura); 
anorexia; nausea; dizziness; palpitations; 
headache; dyskinesia; drowsiness: blood pressure 
and pulse changes, both up and down: tachycar- 
dia; angina; cardiac arrhythmia; abdominal pain: 
weight loss during prolonged therapy. Toxic psy- 
chosis has been reported. Although a definite 
causal relationship has not been established, 
the following have been reported in pa- 
tients taking this drug: leukopenia and/or 
anemia; a few instances of scalp hair loss. 
In children, loss of appetite, abdominal 
pain, weight loss during prolonged 
therapy, insomnia, and tachycardia may 





occur more frequently; however, any of the other 
adverse reactions listed above may also occur. 
DOSAGE AND ADMINISTRATION 

Children with Minimal Brain Dysfunction (6 years 
and over). 

Start with small doses (eg, 5 mg before breakfast 
and lunch) with gradual increments of 5 to 10 mg * 
weekly. Daily dosage above 60 mg is not recom- 
mended. If improvement is not observed after ap- 
propriate dosage adjustment over a one-month . 
period, the drug should be discontinued. 

If paradoxical aggravation of symptoms or other 
adverse effects occur, reduce dosage, or, if 
necessary, discontinue the drug. 

Ritalin should be periodically discontinued to as- 
sess the child's condition. Improvement may be 
sustained when the drug is either temporarily or 
permanently discontinued. 

Drug treatment should not and need not be 
indefinite and usually may be discontinued after 
puberty. 

HOW SUPPLIED 

Tablets, 20 mg (peach, scored); bottles of 100 and 
1000. 

Tablets, 10 mg (pale green, scored); bottles of 
100, 500, 1000 and Accu-Pak® blister units of 100. 
Tablets, 5 mg (pale yellow); bottles of 100, 500, 
and 1000. 


Consult complete product literature before 
prescribing. 
CIBA Pharmaceutical Company 


Division of CIBA-GEIGY Corporation 
Summit, New Jersey 07901 
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Ritalin 
methylphenidate) 


Only when medication 
Isindicated. -` 


Chlordiazepoxide HC] 


now has another brand name. 


...and SR-LYGEN is priced 
0% less than Librium: 


*Manufacturer's suggested list price of 'SK-Lygen' 

to pharmacists (bottles of 100) is 40% less than 

that of Librium". Differences in pharmacy charges for 
these products will vary depending upon location, 
services offered, and other factors. 


Note: Librium” is the registered trademark of Roche 


Laboratories for its brand of chlordiazepoxide HCI. 
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14 consecutive ni ghts: 
3 in sleep laboratory, 8 at home, 
3 in sleep laboratory 


..and now, the only one prove 
effective over 28 nights? 
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28 consecutive nights: 
3 in sleep laboratory, 7 at home, 


4 in sleep laboratory, 10 at home, 
4 in sleep laboratory’ 


For those patients who need it, — 
Dalmane (flurazepam HCI) alone provides ) 


continued effectiveness" 


Since insomnia is often transient and intermittent, the 
prolonged administration of a hypnotic is generally not 
necessary or recommended. But for those patients whose 
insomnia is a chronic problem, the continued effectiveness of 
Dalmane is a decided benefit. Even at the end of a 28-night 
medication period, patients with chronic insomnia were falling 
asleep faster, spending less time awake during the night, and 
sleeping substantially longer on Dalmane 30 mg h.s. than on 
baseline placebo nights (average results). This effectiveness was 
proved? and confirmed? in two independent sleep research 
studies using a new 47-night protocol. When similarly evaluated, 
pentobarbital was ineffective at the end of two weeks. 


TOTAL SLEEP TIME (MEAN) 
(5 patients with insomnia) 





BASELINE DALMANE (flurazepam HCI) DALMANE (flurazepam HCI) 
PLACEBO NIGHTS 1-3 NIGHTS 26-28 
*Significantly increased over baseline placebo (P< .05). 


In previous studies; chloral hydrate and 
glutethimide lost most or all effectiveness 


In fact, continued effectiveness for both inducing and maintain- 
ing sleep over 14 consecutive nights! has long been an exclusive 
benefit of Dalmane. No other available sleep agent, including 
chloral hydrate or glutethimide, has been able to demonstrate 
such effectiveness in the sleep research laboratory. 


The safety record of Dalmane (flurazepam HCI) 
is well established 


Dalmane is relatively safe and well tolerated. Prolonged 
administration is not generally necessary, but if used repeatedly, 
periodic blood counts and liver 


and kidney function tests should 
S Ar man 


(flurazepam HCl) 
relatively safe... 


no need to increase dosage. 


Please see following page for a summary 
of complete product information. 
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1,5,714,28 nights... 


as needed, the e: 
of Dalmane one A.s. 


flurazepam HCI) € 


One 30-mg capsule h.s.—usual adult dosage 
(15 mg may suffice in some patients). 

One 15-mg capsule h.s.—initial dosage for 
elderly or debilitated patients. 


meets the challenge 


IB Patients fall asleep rap- 
idly, sleep longer on a single 
h.s. dose. 


EB Nighttime awakenings 
and time spent awake are 
reduced 


Nl Effectiveness maintained 
without dosage increase 
from night to night 


Nl Patients generally awaken 
refreshed; morning “hang- 
over” is infrequent 


Before prescribing Dalmane (flurazepam 
HCI), please consult complete product 
information, a summary of which follows: 
Indications: Effective in all types of insom- 
nia characterized by difficulty in falling 
asleep, frequent nocturnal awakenings and/ 
or early morning awakening; in patients 
with recurring insomnia or poor sleeping 
habits; in acute or chronic medical situa- 
tions requiring restful sleep. Since insomnia 
is often transient and intermittent, pro- 
longed administration is generally not neces- 
sary or recommended. 
Contraindications: Known hypersensitivity 
to flurazepam HCl. 
Warnings: Caution patients about possible 
combined effects with alcohol and other 
CNS depressants. Caution against hazard- 
ous occupations requiring complete mental 
alertness (e.g., operating machinery, driving). 
Usage in Pregnancy: Several studies 
of minor tranquilizers (chlordiaze- 
poxide, diazepam, and meprobamate) 
suggest increased risk of congenital 
malformations during the first trimes- 
ter of pregnancy. Dalmane, a benzo- 
diazepine, has not been studied ade- 
quately to determine whether it may 
be associated with such an increased 
risk. Because use of these drugs is 
rarely a matter of urgency, their use 
during this period should almost al- 
ways be avoided. Consider possibility 
of pregnancy when instituting therapy; 
advise patients to discuss therapy if 
they intend to or do become pregnant. 
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of insomnia 


TOTAL SLEEP TIME (OVERALL MEAN)? 


(5 patients with insomnia) 





DALMANE (flurazepam HCI) 
NIGHTS 1-3, 12-14, 26-28 
*Significantly increased over baseline 
placebo (P< .05). 


Not recommended for use in persons under 
15 years of age. Though physical and psy- 
chological dependence have not been 
reported on recommended doses, use cau- 
tion in administering to addiction-prone 
individuals or those who might increase 
dosage. 

Precautions: In elderly and debilitated, limit 
initial dosage to 15 mg to preclude overseda- 
tion, dizziness and/or ataxia. Consider 
potential additive effects with other hypnot- 
ics or CNS depressants. Employ usual pre- 
cautions in patients who are severely 
depressed, or with latent depression or sui- 
cidal tendencies. Periodic blood counts and 
liver and kidney function tests are advised 
during repeated therapy. Observe usual pre- 
cautions in presence of impaired renal or 
hepatic function. 


Adverse Reactions: Dizziness, drowsiness, 
lightheadedness, staggering, ataxia and fall- 
ing have occurred, particularly in elderly or 
debilitated patients. Severe sedation, leth- 
argy, disorientation and coma, probably 
indicative of drug intolerance or overdosage, 
have been reported. Also reported: head- 
ache, heartburn, upset stomach, nausea, 
vomiting, diarrhea, constipation, GI pain, 
nervousness, talkativeness, apprehension, 
irritability, weakness, palpitations, chest 
pains, body and joint pains and GU com- 


REFERENCES: 
l. Kales A, et al: Arch Gen Psychiatry 


23:226-232, Sep 1970 


2. Kales A, et al: Clin Pharmacol Ther 
18:356-363, Sep 1975 

3. Dement WC, et al: Long-term effectiveness 
of flurazepam 30 mg h.s. on chronic 
insomniacs. Presented at the 15th annual 
meeting of the Associatian for 
Psychophysiological Study of Sleep, 
Edinburgh, Scotland, Jun 30-Jul 4, 1975 


plaints. There have also been rare occur- 
rences of leukopenia, granulocytopenia, 
sweating, flushes, difficulty in focusing, 
blurred vision, burning eyes, faintness, 
hypotension, shortness of breath, pruritus, 
skin rash, dry mouth, bitter taste, excessive 
salivation, anorexia, euphoria, depression, 
slurred speech, confusion, restlessness, hal- 
lucinations, paradoxical reactions, e.g., 
excitement, stimulation and hyperactivity, 
and elevated SGOT, SGPT, tota! and direct 
bilirubins and alkaline phosphatase. 


Dosage: Individualize for maximum benefi- 
cial effect. Adults: 30 mg usual dosage; 15 
mg may suffice in some patients. Elderly or 
debilitated patients: 15 mg initially until 
response is determined. 

Supplied: Capsules containing 15 mg or 30 
mg flurazepam HCl. 
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ROCHE LABORATORIES * 
Division of Hoffmann-La Roche Inc 
Nutley, New Jersey 07110 


lranxene ~ © 


(CLORAZEPATE DIPOTASSIUM) 


ABBOTT 


Brief Summary 





ACTIONS—Pharmacologically, TRANXENE (clorazepate dipotassium) has the char- 
acteristics of the benzodiazepines. It has depressant effects on the central 
nervous system. The primary metabolite, nordiazepam, quickly appears in the 
blood stream. The serum half-life is about 2 days. The drug is metabolized in the 
liver and excreted primarily in the urine. 


INDICATIONS —TRANXENE is indicated for the symptomatic relief of anxiety asso- 
ciated with anxiety neurosis, in other psychoneuroses in which anxiety symptoms 
are Een features, and as an adjunct in disease states in which anxiety is 
mamifested. 


CONTRAINDICATIONS —TRANXENE is contraindicated in patients with a known 
hypersensitivity to the drug, and in those with acute narrow angle glaucoma. 


WARNINGS—TRANXENE is not recommended for use in depressive neuroses or in 
psychotic reactions. 

Patients on TRANXENE should be cautioned against engaging in hazardous oc- 
cupations requiring mental alertness, such as operating dangerous machinery 
including motor vehicles. 

Since TRANXENE has a central nervous system depressant effect, patients 
should be advised against the simultaneous use of other CNS-depressant drugs, 
and cautioned that the effects of alcohol may be increased. 

Because of the lack of sufficient clinical experience, TRANXENE is not recom- 
mended for use in patients less than 18 years of age. 


Physical and Psychological Dependence: 


Withdrawal symptoms (similar in character to those noted with barbiturates and 
alcohol) have occurred following abrupt discontinuance of clorazepate. Symptoms 
of nervousness, insomnia, irritability, diarrhea, muscle aches and memory im- 
pairment have followed abrupt withdrawal after long-term use of high dosage. 

Caution should be observed in patients who are considered to have a psycho- 
logical potential for drug dependence. 

Evidence of drug dependence has been observed in dogs and rabbits which was 
characterized by convulsive seizures when the drug was abruptly withdrawn or 
the dose was reduced; the syndrome in dogs could be abolished by administra- 
tion of clorazepate. 

Usage in Pregnancy: 

An increased risk of congenital malformations associated with the use of minor 
tranquilizers (chlordiazepoxide, diazepam, and meprobamate) during the first tri- 
mester of pregnancy has been suggested in several studies. TRANXENE, a henzo- 
diazepine derivative, has not been studied adequately to determine whether it, 
too, may be associated with an increased risk of fetal abnormality. Because use 
of these drugs is rarely a matter of urgency, their use during this period should 
almost always be avoided. The possibility that a woman of childbearing potential 
may be pregnant at the time of institution of therapy should be considered. Pa- 
tients should be advised that if they become pregnant during therapy or intend 
to become pregnant they should communicate with their physician about the 
desirability of discontinuing the drug. 


Usage during Lactation: 


TRANXENE should not be given to nursing mothers since it has been reported 
that nordiazepam is excreted in human breast milk. 


PRECAUTIONS—In those patients in which a degree of depression accompanies 
the anxiety, suicidal tendencies may be present and protective measures may be 
required. The least amount of drug that is feasible should be available to the 
patient. 

Patients on TRANXENE for prolonged periods should have blood counts and 
liver function tests periodically. The usual precautions in treating patients with 
impaired renal or hepatic function should also be observed. 

in elderly or debilitated patients, the initial dose should be small, and incre- 
ments should be made gradually, in accordance with the response of the patient, 
to preciude ataxia or excessive sedation. 


ADVERSE REACTIONS—The side effect most frequently reported was drowsiness. 
Less commonly reported (in descending order of occurrence) were: dizziness, 
various gastrointestinal complaints, nervousness, blurred vision, dry mouth, head- 
ache, and mental confusion. Other side effects included insomnia, transient skin 
rashes, fatigue, ataxia, genitourinary complaints, irritability, diplopia, depression 
and slurred speech. 

There have been reports of abnormal liver and kidney function tests and of 
decrease in hematocrit. 

Decrease in systolic blood pressure has been observed. 


DOSAGE AND ADMINISTRATION—TRANXENE is administered orally. The capsules 
may be given in divided doses. The usual daily dose is 30 mg. The dose should be 
adjusted gradually within the range of 15 to 60 mg. daily in accordance with the 
response of the patient. In elderly or debilitated patients it is advisable to 
initiate treatment at a daily dose of 7.5 to 15 mg. 

TRANXENE capsules may also be administered as a single dose daily at bed- 
time: the recommended initial dose is 15 mg. After the initial dose, the response 
of the patient may require adjustment of subsequent dosage. Lower doses may 
be indicated in the elderly patient. Drowsiness may occur at the initiation of 
treatment and with dosage increment. ’ 

TRANXENE-SD tablets (22.5 mg.) may be administered as a single dose every 
24 hours. This tablet is intended as an alternate dosage form for the con- 
venience of patients stabilized on a dose of 7.5 mg. capsules three times a day. 
WE tablets should not be used to initiate therapy. 

RANXENE-SD HALF STRENGTH tablets (11.25 mg.) may be administered as a 
single dose every 24 hours. 


DRUG INTERACTIONS—1f TRANXENE is to be combined with other drugs acting on 
the central nervous system, careful consideration should be given to the pharma- 
celogy of the agents to be employed. Animal experience indicates that TRANXENE 
prolongs the sleeping time after hexobarbital or after ethyl alcohol, increases 
the inhibitory effects of chlorpromazine, but does not exhibit monoamine oxidase 
inhibition. Clinical studies have shown increased sedation with concurrent hyp- 
netic medications. The actions of the benzodiazepines may be potentiated by 
barbiturates, narcotics, phenothiazines, monoamine oxidase inhibitors or other 
antidepressants. 


If TRANXENE (clorazepate dipotassium) is used to treat anxiety associated 
with somatic disease states, careful attention must be paid to possible drug 
interaction with concomitant medication. 


MANAGEMENT OF OVERDOSAGE —Overdosage is usually manifested by varying de- 
grees of CNS depression ranging from slight sedation to coma. As in the manage- 
ment of overdosage with any drug, it should be borne in mind that multiple agents 
may have been taken. 3 

There are no specific antidotes for the benzodiazepines. The treatment of 
overdosage should consist of the general measures employed in the management 
of overdosage of any CNS depressant. Gastric evacuation either by the induction 
of emesis, lavage, or both, should be performed immediately. General supportive 
care, including frequent monitoring of the vital signs and close observation of 
the patient, is indicated. Hypotension, though rarely reported, may occur with 
large overdoses. In such cases the use of agents such as Levophed® (levarterenol) 
or Aramine® (metaraminol) should be considered. 

While reports indicate that individuals have survived overdoses of TRANXENE 
as high as 450 to 675 mg., these doses are not necessarily an accurate indice- 
tion of the amount of drug absorbed, since the time interval between ingestion 
and the institution of treatment was not always known. Sedation in varying de- 
grees was the most common physiological manifestation of TRANXENE over- 
dosage. Deep coma when it occurred was usually associated with the ingestion 
of other drugs in addition to TRANXENE. 


CLINICAL PHARMACOLOGY —Studies in healthy men have shown that TRANXENE 
has depressant effects on the central nervous system. Prolonged administration 
of single daily doses as high as 120 mg. was without toxic effects. Abrupt cessa- 
tion of high doses was followed in some patients by nervousness, insomnia, 
irritability, diarrhea, muscle aches, or memory impairment. 


Absorption—Excretion: 


After oral administration of TRANXENE, there is essentially no circulating parent 
drug. Nordiazepam, its primary metabolite, quickly appears in the blood stream. 
In 2 volunteers given 15 mg. (50 4C) of '*C-TRANXENE, about 80% was recov- 
ered in the urine and feces within 10 days. Excretion was primarily in the urine 
with about 1% excreted per day on day 10. 


HOW SUPPLIED—TRANXENE (clorazepate dipotassium) is supplied as capsules in 
three dosage strengths: 


3.75 mg. capsules (gray with white cap) in bottles of 100 (NDC 0074-3417-13) 
and 500 (NDC 0074-3417-53). Also available in ABBO-PAC® unit dose packages 
of 100 capsules (NDC 0074-3417-11). 

7.5 mg. capsules (gray with maroon cap) in bottles of 100 (NDC 0074-3418-13) 
and 500 (NDC 0074-3418-53). Also available in ABBO-PAC® unit dose packages 
of 100 capsules (NDC 0074-3418-11). 

15 mg. capsules (all gray) in bottles of 100 (NDC 0074-3419-13) and 500 (NDC 
0074-3419-53). Also available in ABBO-PAC® unit dose packages of 100 capsules 
(NDC 0074-3419-11). 


TRANXENE-SD single dose tablets are supplied in two dosage strengths: 
TRANXENE-SD 22.5 mg. tablets (tan-colored) in bottles of 100 (NDC 0074-2997-13). 


TRANXENE-SD HALF STRENGTH 11.25 mg. tablets (blue-colored) in bottles of 100 
(NDC 0074-2699-13). 6113172 
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ONCE-A-DAY 


Tranxene-SD 


CLORAZEPATE DIPOTASSIUM 


Half-Strength... 
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One of a series from "The Many Faces of 


STELAZINE® 


brand of 

trifluoperazine HCI 

in Psychiatry," 

a transcultural look at masks as symbols 


Eskimo Finger Mask, Koskokwin River, Alaska. 
Used by shaman as wand to drive out evil spirits: 
Also used by women in ceremonial dances. 


From the collection of the University Museum, 
University of Pennsylvania, Philadelphia, Pa. 
Reproduced with permission. 









IFT THE MASK 
F SCHIZOPHRENIC 





Stelazine' provides effective control 
of hallucinations, delusions, anxiety and other 


psychotic symptoms. 


With its apparent activating effect, 
Stelazine' is especially useful in withdrawn, 
apathetic or detached patients. 


* Controls psychotic symptoms 


e Seldom causes excessive sedation 


* Convenient b.i.d. dosage 


Before prescribing, see complete prescrib- 
ing information in SK&F literature or PDR. 
The following is a brief summary. 


Indications 

Based on a review of this drug by the 
National Academy of Sciences 
National Research Council and/or 
other information, FDA has classified 
the indications as follows: 


EMective: For the management of the 
manifestations of psychotic disorders. 


Possibly effective: To control excessive 
anxiety, tension and agitation as seen 
in neuroses or associated with somatic 
conditions. 

Stelazine has not been shown 
effective in the management of 
behavioral complications in patients 
with mental retardation. 

Final classification of the less-than- 
effective indications requires further 
investigation. 





Contraindications: Comatose or greatly 
depressed states due to C.N.S, depressants: 
blood dyscrasias; bone marrow depression; 
hver damage, 

Warnings: Caution patients about activities 
requiring alertness (e.g., operating vehicles 
or machinery), especiolly during the first 
tew days therapy. 

Use in pregnancy only when necessary for 
potente welfare. 


Precautions: Use cautiously in angina. 


brand of 





Avoid high doses and parenteral od minis. 
tration when cardiovascular systems 
impaired. Antiemetic effect may mask siens 
of toxic drug overdosage or physical dis- 
orders. Additive effect is possible with 
other C.N.S. depressants. Prolonged 
administration of high doses may result in 
cumulative effects with severe CNS. or 
vasomotor symptoms. If retinal changes 
occur, discontinue drug. Agranulocytogis. 
thrombocytopenia, pancytopenia, onem, 
cholestatic jaundice, liver damage have 
been reported. 

Adverse Reactions: Drowsiness, dizziness. 
skin reactions, rash, dry mouth, insomnia, 
amenorrhea, fatique, muscular weakness, 
anorexia, lactation, blurred vision. Neuro- 
muscular (extrapyramidal) reactions: motor 
restlessness, dystonias, pseudo-parkin- 
sonism, persistent tardive dyskinesia, 
Other adverse reactions reported with 
Stelazine ( trifluoperozine HCI, SKaF ) 

or other phenothiazines: Some adverse 
effects ore more frequent or intense in 
specific disorders (e.g., mitral insufficiency 
or pheochromocytoma). 

Grand mal convulsions: altered cerebro- 
spinal fluid proteins; cerebral edema: 
prolongation and intensification of the 
action of C.N.S. depressants, atropine, beat, 
and organophosphorus insecticides; nasal 
congestion, headache, nausea, constipo- 
tion, obstipation, adynamic ileus, syhibition 
of ajaculation: reactivation of psychotic 
processes, catatonic-like states; hypo- 
tension (sometimes fatal); cardiac arrest; 
leukopenia, eosinophilia, pancytopenia. 


EL 





agranulocytosis, thrombocytopenic pur- 
pura; jaundice, biliary stasis; menstrual 
irregularities, galactorrhea, gynecomastia, 
false positive pregnancy tests; photosen- 
sitivity, itching, erythema, urticaria, eczema 
up to exfoliative dermatitis; asthma, 
laryngeal edema, angioneurotic edema, 
anaphylactoid reactions; peripheral edema; 
reversed epinephrine effect; hyperpyrexia; 
a systemic lupus erythematosus-iike 
syndrome; pigmentary retinopathy; with 
prolonged administration of substantia! 
doses, skin pigmentation, epithelial kera- 
topathy, and lenticular and corneal deposits. 
EKG changes have been reported, but 
relationship to myocardial damage is not 
confirmed. Discontinue long-term, high- 
dose therapy gradually. NOTE: Sudden 
death in patients taking phenothiazines 


è 


(apporently due to cardiac arrest or 
asphyxia due to failure of cough reflex) 
has been reported, but no causal relation- 
ship has been established. 

Supplied: Tablets, 1 mg., 2 mg. 5 mg., and 
10 mg. in bottles of 100; in Single Unit 
Packages of 100 (intended for institutional 
use only}: injection, 2 mg. /ml.; and Cor- 
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Internal Medicine, Radiology and Psychology, backed by a 
fully equipped and accredited hospital facility, offers clinical 
study, diagnosis, and long or short term care. All in a 
decidedly unhospital-like atmosphere of restful beauty, com- 


fort, privacy and security. Rooms, suites and cottage accom- 
modations available. 


Fully Accredited by the JCAH, 
Approved by A.P.A., Member of 
All Major Hospital Associations. 








2900 E. Del Mar Blvd. * Pasadena, CA 91107 
(213) 795-9901 (213) 681-2301 


FOUNDED IN 1904 ZA 


The March 1977 issue of 


The American Journal of Psychiatry 


will feature 


e Psychosomatic Medicine 


in the Seventies: An Overview 


By Z.J. Lipowski 


The American Psychiatric Associaticn announces publication 
of two volumes reporting the Conference on Education of Psychiatrists 


held at Lake of the Ozarks, Missouri, June 9-15, 1975. Organized by the A.P.A. in cooperation with 
the American Academy of Child Psychiatrv, the American Association of Chairmen of Departments 
of Psychiatry, and the American Association of Directors of Psychiatric Residency Training. 


1. PSYCHIATRIC EDUCATION: PROLOGUE TO THE 1980's, Library Bound, 
544 pages, $15.00. 


This is a substantive, highly readable, repert of the Conference, written by Anne H. Rosenfeld with. 
an Editorial Board comprising: Ewald W. Busse, M.D., Chairperson of the Conference, Walter E. Bar- 
ton, M.D., Bernard Holland, M.D., Donna Norris, M.D.. Melvin Sabshin, M.D., Jeanne Spurlock, 
M.D., and Robert L. Robinson, M.A. (Staf Consultant). 


The volume contains ten chapters covering-the topical structure of the Conference: Goals and Values; 
Competence, Evaluation, and Quality Control; The Resident; Faculty; Educational Methods: Means 
in the Service of Ends; The Program Envirenment; Research; The Economics of Residency Training; 
Psychiatry in Its Social Context; and Retrospect and Prospect. It also contains nine appendices de- 
scribing the organization of the Conference and its participants, together with selected model pro- 
grams and related informational materials of value. 





2. THE WORKING PAPERS OF THE 1975 CONFERENCE ON EDUCATION OF 
PSYCHIATRISTS Paper bound, 432 pages, $12.50. 


Sixty two leading psychiatric educators served on seven preparatory commissions, one for each of 
seven topic areas, and prepared advance working papers as a basis for Conference deliberations. The 
topics and Commission Chairpersons were: Social Issues and Needs (James N. Sussex, M.D.); Goals 
and Objectives (Morton F. Reiser, M.D.); The Resident (David R. Hawkins, M.D.); Content, Method- 
ology, Faculty and Environment (Milton Greenblatt, M.D.); Research (Daniel X. Freedman, M.D.); 
Economics (Herzl Spiro, M.D.); Evaluation and Quality Control (Eric Pfeiffer, M.D.). The Chairper- 
sons, together with the Conference Chairperson, served as the Editorial Board for this volume. 





Papers commenting on the reports of the commissions, published here for the first time, were pre- 
sented at the Conference by Melvin Sabshin, M.D., Eugene B. Brody, M.D., Jeanne Spurlock, M.D., 
Jack R. Ewalt, M.D., Robert J. Stoller, M.D., James R. Comer, M.D., and Bernard Holland, M.D. 


Publications Office 

American Psychiatric Association 
1700 18th Street, N.W. 
Washington, D.C. 20009 


Please send me: 


copies of PSYCHIATRIC EDUCATION: PROLOGUE TO THE 1980's ORDER NO. 235 
AT $15.00 PER COPY. 


copies of THE WORKING PAPERS OF THE 1975 CONFERENCE ON EDUCATION 
OF PSYCHIATRISTS ORDER NO. 236 AT $12.50 PER COPY. 











Agitation and hostility 
idly controlled 


agitated, hostile, belligerent... 

..on admission. These symptoms respond particularly well to Navane 
(thiothixene). Extensive clinical data and widespread experience support the 
effectiveness of Navane in rapidly reducing the agitation and hostility which can 
stem from thought and major mood disorders, hallucinations or delusions. 





long-term therapy is facilitated... 

..because Navane offers an unsurpassed safety record among effective 
neuroleptic agents, permitting continuing control of symptoms of psychoses 
such as agitation, hostility and combativeness. Like other antipsychotic agents, 
extrapyramidal symptoms may occur, but are readily controlled through dosage 
adjustments or antiparkinsonian agents. Cardiovascular effects such as 
hypotension, and hepatic or hematopoietic effects rarely occur and are generally 
mild and transient, with no jaundice or agranulocytosis reported to date. 

an effective first step towards discharge... 


Navane 
(thiothixene) (thiothixene HCI) 


Capsules I mg.. 2 mg., 5 mg., 10 mg., 20 mg. Concentrate 5 mg./ml. Intramuscular 2 mg./ml. 





For prescribing information. including adverse reactions and 


l TET : : . fasta A divis t Pfizer Pharmaceuticals 
contraindications please see following page of this advertisement. New York New York 10017. 


Navane (thiothixene) (thiothixene hydrochloride) 


Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20 mg Concentrate: 5 mg/ml Intramuscular: 2 mg/ml 


PRESCRIBING INFORMATION 

Navane® (thiothixene) 

Capsules 1 mg, 2 mg, 5 mg, 10 mg, 20 mg 
(thiothixene hydrochloride) Concentrate: 5 mg/ml, 
Intramuscular: 2 mg/ml l 

Actions, Navane is a psychotropic agent of the 
thioxanthene series. Navane possesses certain 
chemical and pharmacological similarities to the 
piperazine phenothiazines and differences from the 
aliphatic group of phenothiazines. Navane's mode 
of action has not been clearly established. 
Indications. Navane is effective in the manage- 
ment of manifestations of psychotic disorders. 
Contraindications. Navane is contraindicated in 
patients with circulatory collapse, comatose states, 
central nervous system depression due to any 
cause, and blood dyscrasias. Navane is contra- 
indicated in individuals who have shown hyper- 
sensitivity to the drug. It is not known whether 
there is a cross-sensitivity between the thioxan- 
thenes and the phenothiazine derivatives, but this 
possibility should be considered. 

Warnings. Usage in Pregnancy — Safe use of 
Navane during pregnancy has not been estab- 
lished. Therefore, this drug should be given to 
pregnant patients only when, in the judgment of 
the physician, the expected benefits from the 
treatment exceed the possible risks to mother and 
fetus. Animal reproduction studies and clinical 
experience to date have not demonstrated any 
teratogenic effects. 

In the animal reproduction studies with Navane. 
there was some decrease in conception rate and 
litter size, and an increase in resorption rate in 
rats and rabbits, changes which have been simi- 
larly reported with other psychotropic agents. 
After repcated oral administration to rats (5 to 
15 mg/kg/day), rabbits (3 to 50 mg/kg/day), and 
monkeys (1 to 3 mg/kg/day) before and during 
gestation, no teratogenic effects were seen. (See 
Precautions.) 

Usage in Children—The use of Navane in chil- 
dren under 12 years of age is not recommended 
because safety and efficacy in the pediatric age 
group have not been established. 

As is true with many CNS drugs, Navane may 
impair the mental and/or physical abilities re- 
quired for the performance of potentially hazard- 
ous tasks such as driving a car or operating ma- 
chinery, especially during the first few days of 
therapy. Therefore, the patient should be cau- 
tioned accordingly. 

As in the case of other CNS-acting drugs, pa- 

tients receiving Navane should be cautioned about 
the possible additive effects (which may include 
hypotension) with CNS depressants and with 
alcohol. 
Precautions. An antiemetic effect was observed 
in animal studies with Navane; since this effect 
may also occur in man, it is possible that Navane 
may mask signs of overdosage of toxic drugs and 
may obscure conditions such as intestinal! ob- 
struction and brain tumor, 

In consideration of the known capability of 
Navane and certain other psychotropic drugs to 
precipitate convulsions, extreme caution should 
be used in patients with a history of convulsive 
disorders or those in a state of alcohol withdrawal 
since it may lower the convulsive threshold. Al- 
though Navane potentiates the actions of the bar- 
biturates, the dosage of the anticonvulsant therapy 
should not be reduced when Navane is admin- 
istered concurrently. 

Caution as well as careful adjustment of the 
dosage is indicated when Navane is used in con- 
junction with other CNS depressants other than 
anticonvulsant drugs. 

Though exhibiting rather weak anticholinergic 
properties, Navane should be used with caution 
in patients who are known or suspected to have 
glaucoma, or who might be exposed to extreme 
heat, or who are receiving atropine or related 
drugs. 

Use with caution in patients with cardiovascu- 
lar disease, 

Also, careful observation should be made for 
pigmentary retinopathy, and lenticular pigmenta- 
üon (fine lenticular pigmentation has been noted 
in a small number of patients treated with Navane 
for prolonged periods). Blood dyscrasias (agran- 
ulocytosis, pancytopenia, thrombocytopenic pur- 
pura), and liver damage (jaundice, biliary stasis) 
have been reported with related drugs. 

Undue exposure to sunlight should be avoided. 
Photosensitive reactions have been reported in 
patients on Navane. 

Intramuscular Administration — As with all in- 
tramuscular preparations, Navane Intramuscular 
should be injected well within the body of a rela- 
tively large muscle. The preferred Sites are the 
upper outer quadrant of the buttock (i.e., gluteus 
maximus) and the mid-lateral thigh. 

The deltoid area shouid be used only if well de- 
veloped, such as in certain adults and older chil- 
dren, and then only with caution to avoid radial 
nerve injury. Intramuscular injections should not 
be made into the lower and mid-thirds of the 
upper arm. Ás with all intramuscular injections, 
aspiration is necessary to help avoid inadvertent 


injection into a blood vessel. 

Adverse Reactions. Note: Not all of the following 
adverse reactions have been reported with Navane 
(thiothixene). However, since Navane has certain 
chemical and pharmacologic similarities to the 
phenothiazines, all of the known side effects and 
toxicity associated with phenothiazine therapy 
should be borne in mind when Navane is used. 

Cardiovascular effects: Tachycardia, hypoten- 
sion, lightheadedness, and syncope. In the event 
hypotension occurs, epinephrine should not be 
used as a pressor agent since a paradoxical further 
lowering of blood pressure may result. Nonspe- 
cific EKG changes have been observed in some 
patients receiving Navane. These changes are usu- 
ally reversible and frequently disappear on con- 
tinued Navane therapy. The incidence of these 
changes ís lower than that observed with some 
phenothiazines. The clinical significance of these 
changes is not known. 

CNS effects: Drowsiness, usually mild, may 
occur although it usually subsides with continu- 
ation of Navane therapy. The incidence of seda- 
tion appears símilar to that of the piperazine group 
of phenothiazines, but less than that of certain 
aliphatic phenothiazines. Restlessness, agitation 
and insomnia have been noted with Navane. Sei- 
zures and paradoxical exacerbation of psychotic 
symptoms have occurred with Navane infre- 
quently, 

Hyperreflexia has been reported in infants de- 
livered from mothers having received structurally 
related drugs. 

In addition, phenothiazine derivatives have been 
associated with cerebral edema and cerebrospinal 
fluid abnormalities. 

Extrapyramidal symptoms, such as pseudo- 
parkinsonism, akathisia, and dystonia have been 
reported. Management of these extrapyramidal 
symptoms depends upon the type and severity. 
Rapid relief of acute symptoms may require the 
use of an injectable antiparkinson agent. More 
slowly emerging symptoms may be managed by 
reducing the dosage of Navane and/or adminis- 
tering an oral antiparkinson agent. 

Persistent Tardive Dyskinesia: As with all anti- 
psychotic agents tardive dyskinesia may appear in 
some patients on long term therapy or may occur 
after drug therapy has been discontinued. The 
risk seems to be greater in elderly patients on 
high-dose therapy, especially females. The symp- 
toms are persistent and in some patients appear 
to be irreversible. The syndrome is characterized 
by rhythmical involuntary movements of the 
tongue, face, mouth or jaw (e.g., protrusion of 
tongue, puffing of cheeks, puckering of mouth, 
chewing movements). Sometimes these may be 
accompanied by involuntary movements of ex- 
tremities, 

There is no known effective treatment for tar- 
dive dyskinesia: antiparkinsonism agents usually 
do not alleviate the symptoms of this syndrome. 
It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. 

Should it be necessary to reinstitute treatment, 
or increase the dosage of the agent, or switch to a 
different antipsychotic agent, the syndrome may 
be masked. 

It has been reported that fine vermicular move- 
ments of the tongue may be an early sign of the 
syndrome and if the medication is stopped at that 
time, the syndrome may not develop. 

Hepatic effects: Elevations of serum trans- 
aminase and alkaline phosphatase, usually tran- 
sient, have been infrequently observed in some 
patients, No clinically confirmed cases of jaun- 
dice attributable to Navane have been reported, 

Hematologic effects: As is true with certain 
other psychotropic drugs, leukopenia and leuco- 
cytosis, which are usuallv transient, can occur 
occasionally with Navane. Other antipsychotic 
drugs have been associated with agranulocytosis, 
eosinophilia, hemolytic anemia, thrombocytopenia 
and pancytopenia. 

Allergic reactions: Rash, pruritus, urticaria, 
photosensitivity and rare cases of anaphylaxis 
have been reported with Navane. Undue exposure 
to sunlight should be avoided. Although not ex- 
perienced with Navane, exfoliative dermatitis and 
contact dermatitis (in nursing personnel) have 
been reported with certain phenothiazines. 

Endocrine disorders: Lactation, moderate breast 
enlargement and amenorrhea have occurred in a 
smail percentage of females receiving Navane. If 
persistent, this may necessitate a reduction in 
dosage or the discontinuation of therapy. Pheno- 
thiazines have been associated with false positive 
pregnancy tests, gynecomastia, hypoglycemia, hy- 
perglycemia, and glycosuria. 

Autonomic effects: Dry mouth, blurred vision, 
nasal congestion, constipation, increased sweat- 
ing, increased salivation, and impotence have oc- 
curred infrequently with Navane therapy. Pheno- 
thiazines have been associated with miosis, my- 
driasis, and adynamic ileus. 

Other adverse reactions: Hyperpyrexia, anorex- 
ia, nausea, vomiting, diarrhea, increase in a pe- 
tite and weight, weakness or fatigue, polydipsia 
and peripheral edema. 


Although not reported with Navane, evidence 
indicates there is a relationship between pheno- 
thiazine therapy and the occurrence of a systemic 
lupus erythematosus-like syndrome, 

NOTE: Sudden deaths have occasionally been 
reported in patients who have received certain 
phenothiazine derivatives. In some cases the cause 
of death was apparently cardiac arrest or asphyxia 
due to failure of the cough reflex. In others, the 
cause could not be determined nor could it be 
established that death was due to phenothiazine 
administration. 

Dosage and Administration. Dosage of Navane 
should be individually adjusted depending on the 
chronicity and severity of the condition. In gen- 
eral, small doses should be used initially and 
gradually increased to the optimal effective level, 
based on patient response. 

Some patients have been successfully main- 
tained on once-a-day Navane therapy. 

Usage in children under 12 years of age is not 
recommended because safe conditions for its use 
have not been established. 

Navane Intramuscular Solution—For Intramus- 
cular Use Only, Where more rapid control and 
treatment of acute behavior is desirable, the intra- 
muscular form of Navane may be indicated. It is 
also of benefit where the very nature of the pa- 
tient's symptomatology, whether acute or chronic, 
renders oral administration impractical or even 
impossible. 

For treatment of acute symptomatology or in 
patients unable or unwilling to take oral medica- 
tion, the usual dose is 4 mg of Navane Intramus- 
cular administered 2 to 4 times daily. Dosage may 
be increased or decreased depending on response. 
Most patients are controlled on a total daily dos- 
age of 16 to 20 mg. The maximum recommended 
dosage is 30 mg/day. An oral form should sup- 
plant the injectable form as soon as possible. It 
may be necessary to adjust the dosage when 
changing from the intramuscular to oral dosage 
forms. Dosage recommendations for Navane Cap- 
sules and Concentrate appear in the following 
paragraphs. 

Navane Capsules; Navane Concentrate—1n 
milder conditions, an initial dose of 2 mg three 
times daily. If indicated, a subsequent increase to 
15 mg/day total daily dose is often effective. 

In more severe conditions, an initial dose of 5 
mg twice daily, 

The usual optimal dose is 20 to 30 mg daily. If 

indicated, an increase to 60 mg/day total daily 
dose is often effective. Exceeding a total daily 
dose of 60 mg rarely increases the beneficial 
response, 
Overdosage, Manifestations include muscular 
twitching, drowsiness, and dizziness. Symptoms of 
gross overdosage may include CNS depression, 
rigidity, weakness, torticollis, tremor, salivation, 
dysphagia, hypotension, disturbances of gait, or 
coma, 

Treatment: Essentially symptomatic and sup- 
portive, For Navane oral, early gastric lavage is 
helpful. For Navane oral and Intramuscular, keep 
patient under careful observation and maintain an 
open airway, since involvement of the extrapyra- 
midal system may produce dysphagia and respira- 
tory difficulty in severe overdosage. If hypoten- 
sion Occurs, the standard measures for managing 
circulatory shock should be used (T.V. fluids and/ 
Or vasoconstrictors). 

If a vasoconstrictor is needed, levarterenol and 
phenylephrine are the most suitable drugs. Other 
pressor agents, including epinephrine, are not rec- 
ommended, since phenothiazine derivatives may 
reverse the usual pressor elevating action of these 
agents and cause further lowering of blood pres- 
sure, 

If CNS depression is present, recommended 
Stimulants include amphetamine, dextroampheta- 
mine, or caffeine and sodium benzoate. Picro- 
toxin or pentylenetetrazol should be avoided. Ex- 
trapyramidal symptoms may be treated with anti- 
parkinson drugs. 

There are no data on the use of peritoneal or 

hemodialysis, but they are known tobe of little 
value in phenothiazine intoxication. 
How Supplied. Navane (thiothixene) is available 
as capsules containing 1 mg, 2 mg, 5 mg, and 10 
mg. of thiothixene in bottles of 100 and 1,000. 
Navane is also available as capsules containing 
20 mg of thiothixene in bottles of 100 and $00. 

Navane (thiothixene hydrochloride) Concen- 
trate is available in 120 ml (4 oz.) bottles with an 
accompanying dropper calibrated at 2 mg, 4 me, 
5 mg, 6 mg, 8 mg, and 10 mg. Each ml contains 
thiothixene hydrochloride equivalent to $ mg of 
thiothixene. Contains alcohol, U.S.P. 7.096 v/v 
(small loss unavoidable). 

Navane (thiothixene hydrochloride) Intramus- 
cular solution is available in a 2 ml amber glass 
vial in packages of 10. Each ml contains thio- 
thixene hydrochloride equivalent to 2 mg of thio- 
thixene, dextrose 5% w/v, benzyl alcohol 0.9% 
w/v, and propyl gallate 0.02% w/v. 

More detailed professional information avail- 


able on request. ROeRIG > 


A division of Pfizer Pharmaceuticals 


When a period of intensive 
residential treatment is indicated: 
THE BROWN SCHOOLS 


A community within a community to provide individualized treat- 
ment within a residential milieu. 
A program designed for: psychiatric illness, behavior problems in 
neurological patients, and rehabilitation of the mentally retarded. 
Three separate treatment centers plus a transitional treatment 
center provide individually prescribed programs of care, education, 









ters are geographically separated to provide the proper residential 
group, yet near enough to benefit from the combined 


THE BROWN SCHOOLS, P.O. Box 4008, Austin, Texas 78765 
Toll Call: (512) 478-6662/Out of State Free: (800) 531-5305/From 
Texas Free: (800) 292-5404 


Jackson R. Day, M.D./Medical and Psychiatric Director; James L. 


Boynton, M.D./Director, the Oaks Residential Treat- 
ment Center; John L. Carrick, M.D./Staff Psychiatrist; 


Thomas F. Caldwell, D.D.S./Patrick A. Cato, M.D./ 





The March 1977 issue of 


The American Journal of Psychiatry 
will include a supplement on 


Psychiatric Education 


treatment and training for children, adolescents and adults. The cen- 


For information, write: The Director of Admissions, Department C-0, 


Kurt Lekisch, M.D./Willis M. Thorstad, M.D. | 2 * 


All our programs are accredited by the THE , ^y 
appropriate Councils of the Joint Com- 
mission on Accreditation of Hospitals. BROWN 


training and experience of a wide range of staff members. 


Orrie L. Forbis, Jr., M.D./Staff Psychiatrist; James D. (es, 
Hinkle, M.D./Staff Psychiatrist; Other Medical Staff: | ta ale 
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Put depression to rest 


The h.s. schedule: provides symptomatic 
relief throughout the next day. 


Because of its pharmacokinetic ~~. pn ' Because the sedative effect may impair patients' 
characteristics, Endep | AA. performance during daytime, warn patients not to 
(amitriptyline HCl) Roche, $ drive or operate dangerous machinery until the 
provides the same clinical NT ul x sedative potential has been clearly established. 
effect over a period 29 —— | E | | "SN 
of time when given eo © og X Seo UM 
as a single daily h.s. dose EOE "-— oo ; The h.s. schedule: helps 
or as 1/3 the same dose E Ee ie " maximize patient compliance. 
given t.i.d. SO uat oo om 


According to one investigatiorliibnly 
40% of patients comply with a t.i.d drug 
schedule whereas 93% of patients i 


| : ADM. with a one-dose-a-day schedule.! An h. Jilichedule 

side effects in their place. 4% foe of Endep (amitriptyline HCl), therefore, sould help 
100 mg Endep h.s. can provide e | you maximize patient compliance which, in turn, 

relief of depression-induced Or a 2 helps ensure prompt recovery. 

insomnia. Once asleep, the 

patients are also less likely to 

notice anticholinergic side effects — 

such as dry mouth — which reach 

a peak hours after the h.s. dose. 





The 100-mg strength: 
early signs of progress. 
Many depressed patients with insomnia and anorexia 
gin to show improvement during the first week of 
Endep (amitriptyline HCI) therapy. 
Patients with symptoms of 
_ “neurotic” depression usually 





whereas those with 
“psychotic” depression 
usually do not improve until 
the third week of therapy 
However, adequate response 
may require up to 30 days in 
both types. 


EL 













The 100-mg strength: 
he economy and advantage 
of knowing the score. ` 


100-mg tablets offer: 

otential economy to the’ . oe, 
atient who requires single PUE ae 
oses of 50 mg, 100 mg, p- SLT NUES 

: 150 mg. Available - ey | | 4 
sscoredtablets, | LES . 
ndep is the only ‘4 triis 
icyclic antidepres Si 
1at can be prescribe 
1 half doses. | 
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The 100-mg strength: 
emphasis on 
indicidilaibatinn of dosage. . 


The :00-mg scored tablet 
brings tc 5 the number of Endep 
dosage sarengths now 
available as scored tablets: 
10 mg, 25 mg, 50 mg, 75 mg, 
and 100 mg. 





1.Ayd FJ, r. (Ed): Int Drug Ther 
Newslett > 35-50, Sept 10, 1972 , 


2. Haskell DS, et al: Rapidity 
of Symptcm Reduction 
in Depres ions Treated 
with Amitriptyline. / Nerv 
Ment Dis '60: 24-33, 1975 


~ withlOOme Endep. 
oy 


— 





amitripty ine HCT/ 


Before prescaibing, please consult complete product information, 
a summary of which appears on the following page. 
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Endep 


amitriptyline HCT/ Roche 





10 mg 





25 mg 


orange 





o0 mg 


79 mg 





peach 


dm 





100 mg 


Theonly tricydic antidepressant with scored tablets 


@ By relieving underlying depression Endep (amitriptyline HCI), 
in responsive patients, lifts mood and relieves symptoms such as 
anorexia, loss of interest, inability to concentrate, decreased libido or 
GI disturbances, often within three or four weeks after starting therapy. 


€ Endep usually relieves accompanying sleep disturbances, 


particularly early in the treatment regimen. 


@ All five dosage strengths are scored for greater flexibility and 


convenience in titration. 


@ The h.s. dosage minimizes skipped doses, maximizes patient 


acceptance and compliance. 


@ Specifying Endep assures quality plus potential economy. 


Before prescribing, please consult complete 
product information, a summary of which 
follows: 


Indications: To relieve symptoms of depression 
(notably endogenous depressions) and depres- 
sion accompanied by anxiety. 


Contraindications: Known hypersensitivity. Do 
not use with monoamine oxidase (MAO) inhi- 
bitors or within at least 14 days following 
discontinuation of MAO inhibitors since hyper- 
pyretic crises, severe convulsions and deaths 
have occurred with concomitant use; then initiate 
cautiously, gradually increasing dosage until 
optimal response is achieved. Use not recom- 
mended during acute recovery phase after 
myocardial infarction. 


Warnings: May block action of guanethidine or 
similar antihypertensives. Use with caution in 
patients with history of seizures, urinary reten- 
tion, angle closure glaucoma, increased intraoc- 
ular pressure. Closely supervise cardiovascular 
patients, hyperthyroid patients and those 
receiving thyroid medications. (Arrhythmias, 
sinus tachycardia and prolongation of conduc- 
tion time reported with use of tricyclic anti- 
depressants, including amitriptyline HCl, 
especially in high doses. Myocardial infarction 
and stroke reported with use of this class of 
drugs.) May impair alertness; warn against 
hazardous occupations or driving a motor 
vehicle during therapy. Weigh possible benefits 
against hazards during pregnancy, the nursing 
period and in women of childbearing potential. 
Not recommended in children under 12. 


Precautions: May exaggerate symptoms in 
schizophrenic and paranoid patients, or shift 
manic-depressives to manic stage; reduce dose 
or administer major tranquilizer concomitantly. 
Close supervision and careful dose adjustments 
required when given with anticholinergic or 
sympathomimetic agents. Exercise care in 
patients receiving large doses of ethchlorvynol; 


Al6 


motor vehicle. 


Important Considerations 


Should not be given concomitantly with an MAO inhibitor 
or within 2 weeks of its administration. 


Patients should use caution in the performance of 
hazardous tasks such as operating machinery or driving a 


May enhance the effects of alcohol, barbiturates and other 
CNS depressants. 


Not recommended for use during the acute recovery phase 


following myocardial infarction. 


Patients with suicidal tendencies should not have easy 


access to large quantities of the drug. 


transierit delirium reported with concomitant 
administration. May enhance effects of alcohol, 
barbiturates and other CNS depressants. Be- 
cause of the possibility of suicide in depressed 
patients, do not permit easy access to large drug 
quantities in these patients. Because it may 
increase hazards of electroshock therapy, limit 
concomitant use to essential treatment. If pos- 
sible, discontinue drug several days before elec- 
tive surgery. Both elevation and lowering of blood 
sugar levels have been reported. 


Adverse Reactions: Note: This list includes a 
few adverse reactions not reported with this 
specific drug but requiring consideration because 
of similarities of tricyclic antidepressants. 
Cardiovascular: Hypotension, hypertension, 
tachycardia, palpitation, myocardial infarction, 
arrhythmias, heart block, stroke. CNS and 
Neuromuscular: Confusional states: disturbed 
concentration; disorientation; delusions; hal- 
lucinations; excitement; anxiety; restlessness; 
insomnia; nightmares; numbness, tingling and 
paresthesias of the extremities; peripheral 
neuropathy; incoordination; ataxia; tremors; 
seizures; alteration in EEG patterns; extra- 
pyramidal symptoms; tinnitus. Anticholinergic: 
Dry mouth, blurred vision, disturbance of accom- 
modation, constipation, paralytic ileus, urinary 
retention, dilatation of urinary tract. Allergic: 
Skin rash, urticaria, photosensitization, edema 
of face and tongue. Hematologic: Bone marrow 
depression including agranulocytosis, eosino- 
philia, purpura, thrombocytopenia. Gastroin- 
testinal: Nausea, epigastric distress, vomiting, 
anorexia, stomatitis, peculiar taste, diarrhea, 
parotid swelling, black tongue. Endocrine: 
Testicular swelling and gynecomastia in the 
male, breast enlargement and galactorrhea in 
the female, increased or decreased libido, ele- 
vation and lowering of blood sugar levels. Other: 
Dizziness, weakness, fatigue, headache, weight 
pu or loss, increased perspiration, urinary 
requency, mydriasis, drowsiness, jaundice, 





alopecia. Withdrawal Symptoms: Abrupt 
cessation of treatment after prolonged adminis- 
tration may produce nausea, headache and 
malaise. These are not indicative of addiction. 


Dosage: Initiate at low levels; increase gradually, 
watching for signs of intolerance. As long as 30 
days may elapse before adequate antidepressant 
ae develops; sedative effect may be noted 
earlier. 


Initial Adult Dosage: Outpatients— 25 mg t.i.d.; 
may be increased to 150 mg/day. Add increased 
drug to afternoon and/or bedtime doses. Alter- 
nate — 50 to 100 mg h.s., gradually increasing 
h.s. dose up to 150 mg/day. Hospitalized Pa- 
tients — Up to 100 mg/day; increase gradually 
to 200 mg if necessary. A few patients may 
require 300 mg/day. 


Adolescent and Elderly Patients: In general, 
10 mg t.i.d. with 20 mg h.s. may be satisfactory 
for those who do not tolerate higher doses. 


Maintenance Dosage: With symptomatic 
improvement, reduce dosage to lowest amount 
that gives relief, usually 25 mg b.;.d. to q.1.d., 
or 10 mg q.1.d. Continue maintenance therapy 
3 months or longer to avoid relapse. . 


Overdosage: Immediately hospitalize patient 
suspected of having taken an overdose. Treat- 
ment is symptomatic and supportive. IV admin- 
istration of 1 to 3 mg physostigmine salicylate 
reported toreverse the symptoms of amitriptyline 
isoning. See complete product information 
or manifestations and treatment. 


Supplied: 10-mg, 25-mg, 50-mg, 75-mg and 
100-mg scored tablets — bottles of 100 and 500; 
Tel-E-Dose* packages of 100; Prescription Paks 
of 60 (10 mg, 25 tng and 50 mg) or 30 (75 mg 
and 100 mg), available singly and in trays of 10. 


Roche Laboratories 
C ROCHE» Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 








Just Published... 


The Rape Victim 


by Elaine Hilberman, M.D. 


Mythologies about rape are legion. However, in recent years behavioral scientists have accu- 
mulated a body of information about rape and about an unfolding series of reactions experi- 
enced by the victim after rape. The aim of this concise, tightly reasoned book is to summarize 
what is now known about the needs and experiences of the victim and her family, and to pro- 
vide a framework in which the clinician can more knowledgeably supply assistance and sup- 
port. This document, published by the American Psychiatric Association, is the result of a 
project of the Association s Committee on Women. 


Pointing out that the profound impact of rape stress is best understood in the context of rape 
as "a crime against the person and not the hymen,” Dr. Hilberman sees rape as the ultimate 
violation of the self short of homicide, as an act of violence and humiliation in which not only is 
the victim's very existence threatened, and her inner and most private space invaded, but her 
autonomy and control are totally demolished. Dr. Hilberman shows that if and when the victim 
reports the crime, she is confronted with a complex series of yet additional stresses growing 
out of her contact with the hospital, police, courts, media and community opinion. Additionally, 
her crisis differs from other crises in that her usual social support system is likely to be dis- 
rupted. Her immediate needs are for empathy and safety, and a sense of control over what is 
happening in her dealings with the several agencies. Dr. Hilberman shows that in the absence 
of sensitivity to these needs, the experience of reporting becomes another assault. 


This book presents a professional, sobering, and balanced picture of the problems of the rape 
victim and details what the clinician must know—about local hospital policy, criminal justice 
procedure, rape statutes, and community attitudes and services—in order to be able to treat 
victims with an understanding of the larger context in which rape occurs. 

ELAINE HILBERMAN, M.D., is in the Department of Psychiatry at the University of North 
Carolina School of Medicine. 

Paperback edition—$5.00 each, may be ordered from the AMERICAN PSYCHIATRIC AS- 
SOCIATION, Publication Sales, 1700 18th St., N.W., Washington, D.C. 20009. 

Hardback edition—$7.95 may be ordered from Basic Books, Inc., 10 East 53rd Street, New 
York, New York 10022. 


Please send me  (  copy(ies) of The Rape Victim, order #243, (v $5.00 ea. (Paper- 
back). 

(Please Print) OBill Me OCheck Enclosed 

Name 

Address 


City State Zip 


Send Coupon to: American Psychiatric Association 
Publication Sales 
1700 Eighteenth St., N.W. 
Washington, D.C. 20009 
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The TRIAVIL Potential | 
in the management of 








When time and talk are not enough... 

[he therapist is the primary catalyst for change in 
he psychotherapeutic relationship. However, 
when patients suffer from moderate to severe 
anxiety with depression, there are situations when 
RIAVIL can often be a useful adjunct. 


..TRIAVIL may help 
[here are three important benefits you 
nay expect when TRIAVIL is part of the treatment 
orogram: (1) When symptoms of moderate 
Oo severe anxiety or agitation with depression are 
'elieved, the patient may become more accessible 
ind cooperative. (2) As somatic manifestations 
Jre controlled, attention may be focused 
»n underlying causative factors. (3) Symptomatic 
'elief may enable the patient to function more 
attectively in his daily life while your work with 
he patient progresses. 


lablets TRIAVIL are available in four different 
combinations affording flexibility and 
ndividualized dosage adjustment. Since it is 
simpler to remember to take one tablet rather 
han several (particularly in multiple daily doses), 


noderate to severe anxiety 
with depression 


your patients on TRIAVIL will be more likely to 
take proper doses of the medication. 


TRIAVIL is contraindicated in CNS depression 
from drugs; in the presence of evidence of bone 
marrow depression; and in patients 
hypersensitive to phenothiazines or amitriptyline. 
It should not be used during the acute recovery 
phase following myocardial infarction or in 
patients who have received an MAOI within two 
weeks. Patients with cardiovascular disorders 
should be watched closely. Not recommended in 
children or during pregnancy. The drug may 
impair mental or physical abilities required in the 
performance of hazardous tasks and may 
enhance the response to alcohol. Antiemetic 
effect may obscure toxicity due to other drugs or 
mask other disorders. Since suicide is a possibility 
in any depressive illness, patients should not have 
access to large quantities of the drug. Hospitalize 
as soon as possible any patient suspected of 
having taken an overdose. 


MSD 
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For a brief summary of prescribing 


when patients exhibit moderate to marked anxiety 
or agitation with symptoms of depression 


TRIAVIL 


containing perphenazine 
and amitriptyline HCI 


a tranquilizer- antidepressant 


information, please turn to the following page. 
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_ for highly effective relief 
of depression with moderate anxiety 


TRIAVIL 


containing perphenazine and amitriptyline HCI 
a tranquilizer-antidepressant 


Available: 
TRIAVIL® 2-25: Each tablet contains 
2 mg perphenazine and 25 mg amitriptyline HCI. 


TRIAVIL® 2-10: Each tablet contains 
2 mg perphenazine and 10 mg amitriptyline HCI. 


TRIAVIL® 4-25: Each tablet contains 
4 mg perphenazine and 25 mg amitriptyline HCI. 


TRIAVIL® 4-10: Each tablet contains 
4 mg perphenazine and 10 mg amitriptyline HCI. 


INITIAL THERAPY FOR MANY PATIENTS 
TRIAVILS 2-25 (or TRIAVIL® 4-25) t.i.d. or q.i.d. 


FOR FLEXIBILITY IN ADJUSTING MAINTENANCE THERAPY 
TRIAVIL® 2-10 (or TRIAVIL® 4-10) 


CONTRAINDICATIONS: Central nervous system depression from 
drugs (barbiturates, alcohol, narcotics, analgesics, antihistamines); 
bone marrow depression; known hypersensitivity to phenothiazines or 
amitriptyline. Do not give concomitantly with MAOI drugs because 
hyperpyretic crises, severe convulsions, and deaths have occurred 
from such combinations. Allow minimum of 14 days between thera- 
pies, then initiate therapy with TRIAVIL cautiously, with gradual 
increase in dosage until optimum response is achieved. Not recom- 
mended for use during acute recovery phase following myocardial 
infarction. 

WARNINGS: TRIAVIL should not be given with guanethidine or simi- 
larly acting compounds. Use cautiously in patients with history of 
urinary retention, angle-closure glaucoma, increased intraocular 
pressure, or convulsive disorders. In patients with angie-closure glau- 
coma, even average doses may precipitate an attack. Patients with 
cardiovascular disorders should be watched closely. Tricyclic antide- 
pressants, including amitriptyline HCI, particularly in high doses, have 
been reported to produce arrhythmias, sinus tachycardia, and 
prolongation of conduction time, Myocardial infarction and stroke 
have been reported with tricyclic antidepressant drugs. Close super- 
vision is required for hyperthyroid patients or those receiving thyroid 
medication. Caution patients performing hazardous tasks, such as 
operating machinery or driving motor vehicles, that drug may impair 
mental and/or physical abilities. Not recommended in children or dur- 
ing pregnancy. 

PRECAUTIONS: Suicide is a possibility in depressed patients and 
may remain until significant remission occurs. Such patients should 
not have access to large quantities of this drug. 

Perphenazine: Should not be used indiscriminately. Use with caution 
in patients who have previously exhibited severe adverse reactions to 
other phenothiazines. Likelihood of untoward actions is greater with 
high doses. Closely supervise with any dosage. The antiemetic effect 
of perphenazine may obscure signs of toxicity due to overdosage of 
other drugs or make more difficult the diagnosis of disorders such as 
brain tumor or intestinal obstruction. A significant, not otherwise 
explained, rise in body temperature may suggest individual intoler- 
ance to perphenazine, in which case discontinue. 

if hypotension develops, epinephrine should not be employed, as 

its action is blocked and partially reversed by perphenazine. Pheno- 
thiazines may potentiate the action of central nervous system depres- 
sants (opiates, analgesics, antihistamines, barbiturates, alcohol) and 
atropine. In concurrent therapy with any of these, TRIAVIL should be 
given in reduced dosage. May also potentiate the action of heat and 
phosphorous insecticides. 
Amitriptyline: In manic-depressive psychosis, depressed patients 
may experience a shift toward the manic phase if they are treated with 
an antidepressant. Patients with paranoid symptomatology may have 
an exaggeration of such symptoms. The tranquilizing effect of 
TRIAVIL seems to reduce the likelihood of this effect. When ami- 
triptyline HCI is given with anticholinergic agents or sympathomimetic 
drugs, including epinephrine combined with local anesthetics, close 
supervision and careful adjustment of dosages are required. Paralytic 
ileus may occur in patients taking tricyclic antidepressants in combi- 
nation with anticholinergic-type drugs. 

Caution is advised if patients receive large doses of ethchlorvynoi 
concurrently. Transient delirium has been reported in patients who 
ls treated with 1 g of ethchlorvynol and 75-150 mg of amitriptyline 
MCI. 

Amitriptyline HCI may enhance the response to alcohol and the 
effects of barbiturates and other CNS depressants. 

Concurrent administration of amitriptyline HCI and electroshock 
therapy may increase the hazards associated with such therapy. 
Such treatment should be limited to patients for whom it is essential. 
Discontinue several days before elective surgery if possible. Eleva- 
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tion and lowering of blood sugar levels have both been reported. Use 
with caution in patients with impaired liver function. 

ADVERSE REACTIONS: Similar to those reported with either constit- 
uent alone. . 
Perphenazine: Side effects may be any of those reported with 
phenothiazine drugs: extrapyramidal symptoms (opisthotonus, ocu- 
logyric crisis, hyperreflexia, dystonia, akathisia, acute dyskinesia, 
ataxia, parkinsonism) can usually be controlled by the concomitant 
use of effective antiparkinsonian drugs and/or by reduction in dos- 
age, but sometimes persist after discontinuation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on iong-term ther- 
apy or may occur after drug therapy with phenothiazines and related 
agents has been discontinued. The risk appears to be greater in 
eiderly patients on high-dose therapy, especially females. Symptoms 
are persistent and in some patients appear to be irreversible. The 
syndrome is characterized by rhythmical involuntary movements of 
the tongue, face, mouth, or jaw (e.g., protrusion of tongue, puffing of 
cheeks, puckering of mouth, chewing movements). Involuntary move- 
ments of the extremities sometimes occur. There is no known treat- 
ment for tardive dyskinesia; antiparkinsonism agents usually do not 
alleviate the symptoms. It is advised that all antipsychotic agents be 
discontinued if the above symptoms appear. If treatment is reinstitut- 
ed, or dosage of the particular drug increased, or another drug sub- 
stituted, the syndrome may be masked. It has been suggested that 
fine vermicular movements of the tongue may be an early sign of the 
syndrome, and that the full-blown syndrome may not develop if medi- 
cation is stopped when lingual vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching, 
erythema, urticaria, eczema, up to exfoliative dermatitis); other 
allergic reactions (asthma, laryngeal edema, angioneurotic edema, 
anaphylactoid reactions); peripheral edema; reversed epinephrine 
effect; hyperglycemia; endocrine disturbances (lactation, galac- 
torrhea, gynecomastia, disturbances of menstrual cycle); altered 
cerebrospinal fluid proteins; paradoxical excitement; hypertension, 
hypotension, tachycardia, and ECG abnormalities (quinidine-like 
effect); reactivation of psychotic processes; catatonic-like states; 
autonomic reactions, such as dry mouth or salivation, headache, 
anorexia, nausea, vomiting, constipation, obstipation, urinary 
frequency or incontinence, blurred vision, nasal congestion, and a 
change in pulse rate; hypnotic effects; pigmentary retinopathy; cor- 
neal and lenticular pigmentation; occasional lassitude, muscle weak- 
ness, mild insomnia. Other adverse reactions reported with various 
phenothiazine compounds include blood dyscrasias (pancytopenia, 
ee purpura, leukopenia, agranulocytosis, eosinophil- 

ia); liver damage (jaundice, biliary stasis); grand mal convulsions; 
cerebral edema; polyphagia; photophobia; skin pigmentation; and 
failure of ejaculation. 

Amitriptyline: Note: Listing includes a few reactions not reported for 
this drug, but which have occurred with other pharmacologically simi- 
lar tricyclic antidepressant drugs. Cardiovascular: Hypotension; 
hypertension; tachycardia; palpitation; myocardial infarction; arrhyth- 
mias; heart block; stroke. CNS and Neuromuscular: Confusional 
states; disturbed concentration; disorientation; delusions; hallucina- 
tions; excitement; anxiety; restlessness; insomnia; nightmares; numb- 
ness, tingling, and paresthesias of the extremities; peripheral 
neuropathy; incoordination; ataxia; tremors; seizures; alteration in 
EEG patterns; extrapyramidal symptoms; tinnitus; syndrome of inap- 
propriate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry 
mouth; blurred vision; disturbance of accommodation; increased 
intraocular pressure; constipation; paralytic ileus; urinary retention; 
dilatation of urinary tract. Allergic: Skin rash; urticaria; photosensitiza- 
tion; edema of face and tongue. Hematologic: Bone marrow depres- 
sion including agranulocytosis; leukopenia; eosinophilia; purpura; 
thrombocytopenia. Gastrointestinal: Nausea; epigastric distress; 
vomiting; anorexia; stomatitis; peculiar taste; diarrhea; parotid swell- 
ing; black tongue. Rarely hepatitis (including altered liver function 
and jaundice). Endocrine: Testicular swelling and gynecomastia in 
the male; breast enlargement and galactorrhea in the female 
increased or decreased libido; elevated or lowered blood sugar 
levels. Other: Dizziness, weakness; fatigue; headache; weight gain or 
loss; increased perspiration; urinary frequency; mydriasis; drow- 
siness; alopecia. Withdrawal Symptoms: Abrupt cessation after pro- 
longed administration may produce nausea, headache, and malaise. 
These are not indicative of addiction. 

OVERDOSAGE: Ail! patients suspected of having s an over- 
dosage should be admitted to a hospital as soon as possible. Treat- 
ment is symptomatic and supportive. However, the intravenous 
administration of 1—3 mg of physostigmine salicylate is reported to 
reverse the symptoms of tricyclic antidepressant poisoning. Because 
physostigmine is rapidly metabolized, the dosage of physostigmine 
should be repeated as required particularly if life-threatening signs 
such as arrhythmias, convulsions, and deep coma recur or persist 
after the initial dosage of physostigmine. On this basis, in severe over- 
dosage with perphenazine-amitriptyline combinations, symptomatic ° 
treatment of central anticholinergic effects with physostigmine salicy- 
late should be considered. $4001 R7 (DC 6613210) 


For more detailed information, consult your MSD * 
Hepresentative or see full Prescribing Information. 


Merck Sharp & Dohme, Division of Merck & Co., INC., RHAR 
West Point, Pa. 19486. 
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TO LOVE AND TO WORK | 


A Demonstration and Discussion of Psychotherapy 
by LEONARD H. KAPELOVITZ. M.D. 


Assistant Clinical Protessor, University of Colorado Medical School 


This textbook is divided into three parts corresponding to 
the three phases of psychotherapy. The first section takes 
up the psychotherapist's early concerns, namely, formu- 
lating a diagnosis, conceptualizing a treatment plan, mak- 
ing a contract with the patient, developing an alliance 
and observing early transference manifestations. 


in the second section the concept of working through is 
demonstrated and discussed. The process of working 
through begins with the patient's first insight and con- 
tinues throughout the rest of therapy. Part three is con- 
cerned with the termination phase, an integral but often 
neglected aspect of therapy. 


The therapy sessions are not presented in their entirety. 
The account of each session is based on notes taken by 
the psychiatrist during the hour. These notes include the 
dialogue that illustrates the psychodynamic process, the 
patients emotional state and the patient-therapist inter- 
action. 

By presenting much of the actual verbal interchange be- 
tween the psychotherapist and the patient, the book de- 
monstrates how the therapist obtains information from the 
patient and how he uses that information for therapeutic 
purposes. 

CONTENTS: Foreword by Janice Norton Kaufman, M.D. Evalua- 
tion Sessions. Starting to Deal with Competition, Superego 
Probiems. The Effects of a Current Life Stress on Psycho- 
iherapy. The Patient Reacts to an interpretation of His Central 
Conflict. The Last Struggles With Competition and Success 
Before Termination. The Termination Process Begins. The 
Patient Becomes Consciously Aware of Termination. Saying 
Goodbye. 

1976, 256 pp., $15.50/£11.00 ISBN: 0-8089-0975-4 


UNDERSTANDING AND HELPING 
THE INDIVIDUAL IN THE FAMILY 


by LUCIANO L'ABATE, Ph.D. 
Professor of Psychology, Georgia State University 

The book is written to give a theoretical background to 
the field of family therapy and intervention, and to link 
personality development to the family rather than to "cul- 
ture" or to a vacuum. Emphasis is on the family as the 
most important context for personality development at all 
stages of development from childhood to oid age. The 
family is now the focus of attention in the mental health 
field. However, the theoretical base for clinical applica- 
tions is lacking; thus this book is designed to fill a con- 
ceptual vacuum in personality theory as weil as in family 
therapy for the clinician. 

CONTENTS: INTRODUCTION: The Need for a Theory: Under- 
standing. ASSUMPTIONS OF THE THEORY: The First Assump- 
tion of Space: Approach-Avoidance. The Second Assumption 
of Time: Discharge-Delay. THE POSTULATES OF THE THEORY: 
The First Postulate of Self-Differentiation. The Second Postu- 
iate of Priorities. The Third Postulate of Congruence. Theory 
Testing: The Use of Modeis. TESTING THE THEORY: Helping 
ihe Individual in the Family. The Status of Theory and Practice, 
4976, 272 pp.. $16.50/£11.70 ISBN: 0-8089-0969-X 

Send payment with order and save postage plus 50€ handling 
charge. Prices are subject to change without notice. 
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GRUNE & STRATTON 


A Subsidiary of Harcourt Brace Jovanovich, Publishers 
111 FIFTH AVENUE, NEW YORK, N.Y. 10003 
24-28 OVAL ROAD, LONDON NW1 7DX 


Please send me the following: 
copies of Kapelovitz: TO LOVE AND TO WORK 


copies of L'Abate: UNDERSTANDING AND 
HELPING THE INDIVIDUAL IN THE FAMILY 


Check enclosed 








Bill me 








HANE Edu Ec Lec LLL Ae diu enu 
ADDRES OL Su aucta elc Eee a ae eRe ee eet 


CITY/STATE/ZIP. 
New York residenis please add sales tax. 


Direct all orders to Mr. Paul Negri, Media Dept. 
AJP 2/77 
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LOXAPINE > 
- SUCCINATE 


For the symptoms that brought him there 


See LOXITANE prescribing information on following page for indications, warnings 
and precautions and for more detailed information concerning side effects 


Loxitane 


LOXAPINE SD 
SUCCINATE 











For the symptoms that brought him there 


Recommended Daily Dosage 





Initial Dosage MILD MODERATE SEVERE 

10 mg b.i.d 10 mg t.i.d orqid 25 mg bid 
First 7 to Increase dosage unti! psychotic symptoms are controlled 
10 Days Dosage should not exceed 250 mg/day 


Usual dosage during titration: 50 to 150 mg/day 


————— — — — M — M ——— 


Maintenance Adjust to lowest effective level 


Dosage Usual maintenance dosage: 60 to 100 mg/day 
Many patients are controlled with dosages as low as 20 to 
60 mg/day 
———— ———————————— 
Brief Summary 
LOXITANE® Loxapine Succinate Capsules 
OR 


LOXITANE* C Loxapine Hydrochloride Oral Concentrate 


Description: A dibenzoxazepine compound, representing a new subclass of tricyclic 
antipsychotic agent, chemically distinct from the thioxanthenes, butyrophenones, and 
phenothiazines. 


Indications: For the manifestations of schizophrenia. Loxapine has not been evaluated 
for the management of behavioral complications in mental retardation, and therefore 
cannot be recommended. 


Contraindications: |n comatose or severe, drug-induced depressed states (alcohol, 
barbiturates, narcotics, etc.); and in individuals with known hypersensitivity to the drug. 


Warnings: In Pregnancy: Safe use during pregnancy or lactation has not been 
established; in pregnancy, nursing mothers, or women of child-bearing potential, weigh 
potential benefits against possible hazards to mother and child. No embryotoxicity or 
teratology was observed in studies in rats, rabbits or dogs, although with the exception of 
one rabbit study, the highest dosage was only two times the maximum recommended 
human dose and in some studies they were below this dose. Perinatal studies have shown 
renal papillary abnormalities in offspring of rats treated from mid-pregnancy with doses of 
0.6 and 1.8 mg./kg., doses which approximate the usual human dose but which are 
considerably below the maximum recommended human dose. In Children: Studies have 
not been performed in children; therefore this drug is not for use below the age of 16. 


May impair mental and/or physical abilities, especially during the first few days of therapy; 
warn ambulatory patients about activities requiring alertness (e.g. operating vehicles or 
machinery), and about concomitant use of alcohol and other CNS depressants. 


Precautions: Use with extreme caution in patients with history of convulsive disorders; 
seizures have been reported in epileptics receiving this drug at antipsychotic dose levels, 
and may occur even with maintenance of routine anticonvulsant drug therapy. Has an 
antiemetic effect in animals; this effect in man may mask signs of overdosage of toxic 
drugs and obscure conditions such as intestinal obstruction and brain tumor. Use with 
caution in patients with cardiovascular disease. Increased pulse rates in the majority of 
patients receiving antipsychotic doses and transient hypotension have been reported. In 
hypotension requiring vasopressor therapy, preferred drugs may be norepinephrine or 
angiotensin. Usual doses of epinephrine may be ineffective because of inhibition of its 
vasopressor effect by loxapine. Possibility of ocular toxicity from loxapine cannot be 
excluded at this time, therefore observe carefully for pigmentary retinopathy and 
lenticular pigmentation (observed in some patients receiving certain other antipsychotic 
drugs for prolonged periods). Because of possible anticholinergic action, use with caution 
in patients with glaucoma or a tendency to urinary retention, particularly with concomitant 
administration of anticholinergic-type antiparkinson medication. 
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Adverse Reactions: CNS: Adverse effects other than extrapyramidal, infrequent. 
Drowsiness, usually mild, may occur at beginning of therapy or when dosage is increased, 
usually subsiding with continued therapy. Incidence of sedation is less than that of certain 
aliphatic phenothiazines and slightly more than piperazine phenothiazines. Dizziness, 
faintness, staggering gait, muscle twitching, weakness, and confusional states have been 
reported. Extrapyramidal reactions during use of this drug have been reported frequently, 
often during the first few days of treatment. In most patients, these involve Parkinson-like 
symptoms such as tremor, rigidity, excessive salivation, masked facies, ekathisia, usually 
not severe and controlled by dosage reduction or use of antiparkinson drugs in usual 
dosage. Less frequent, but more severe: Dystonias, including spasms of muscles of neck 
and face, tongue protrusion, oculogyric movement; dyskinesia in the form of choreo- 
athetoid movements. These sometimes require reduction or temporary withdrawal of drug 
dosage in addition to appropriate counteractive drugs. Persistent Tardive Dyskinesia: 
May appear in some patients on long-term therapy, or after therapy has been 
discontinued; the risk greater in the elderly, especially females, on high dosage. These 
symptoms, persistent and in some patients apparently irreversible, are cnaracterized by 
rhythmical involuntary movement of tongue, face, mouth or jaw (e.g., protrusion of tongue, 
puffing of cheeks, puckering of mouth, chewing movements, sometimes accompanied by 
involuntary movements of extremities). No known effective treatment; discontinue all 
antipsychotic agents if these symptoms appear. The necessity to reinstitute treatment or 
increase dosage, or switch to a different antipsychotic agent, may mask syndrome. If 
medication is stopped when fine vermicular movements of the tongue occur, the 
syndrome may not develop. Cardiovascular: Tachycardia, hypotension, hypertension, 
lightheadedness, syncope. A few cases of EKG changes similar to those seen with 
phenothiazines have been reported, not known to be related to loxapine use. Skin: 
Dermatitis, edema (puffiness of face), pruritus, seborrhea. Possible photosensitivity and/or 
phototoxicity; skin rashes of uncertain etiology seen in a few patients during hot summer 
months. Anticholinergic: Dry mouth, nasal congestion, constipation, blurred vision — more 
likely to occur with concomitant use of antiparkinson agents. Other: Nausea, vomiting, 
weight gain or loss, dyspnea, ptosis, hyperpyrexia, flushed facies, heedache, paresthesia, 
polydipsia. Rarely, galactorrhea and menstrual irregularity of uncertain etiology. 


Dosage and Administration: Administered orally, usually in 2 to 4 divided doses a day. 
Adjust dosage to patient's need relative to severity of symptoms and history Qf response 
to antipsychotic drugs. Recommended initial dosage is 10 mg. b.i.d.; in severely disturbed 
patients up to 50 mg. daily Increase dosage during first 7 to 10 days until psychotic 
symptoms are controlled. Usual therapeutic and maintenance range is 60 mg.- 100 mg. 
daily. More than 250 mg. daily is not recommended. Maintenance dosage should be at 
lowest level to control symptoms; many patients have been maintained on 20 mg. te 

60 mg. daily. 


LOXITANE C Oral Concentrate should be mixed with orange and grapefruit juice shortly 
before administration. Use only enclosed calibrated dropper. 


LEDERLE LABORATORIES 
ledere A Division of American Cyanamid Company 
Pearl River, New York 10965 
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Copelessness. Tofranil-PM 


imipramine pamoate 


Unsurpassed effectiveness 
among tricyclics in relieving 
symptoms of depression. 


Before prescribing Tofranil-PM, please review 
the prescribing information summarized on 
the back of this page. 


Geigy 
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Tofranil-PM® 
brand of imipramine pamoate 


Indications: For the relief of symptoms of depression. 
Endogenous depression is more likely to be alleviated 
than other depressive states. 

Contraindications: The concomitant use of monoamine 
oxidase inhibiting compounds is contraindicated. Hyper- 
pyretic crises or severe convulsive seizures may occur in 
patients receiving such combinations. The potentiation of 
adverse effects can be serious, or even fatal. When it is 
desired to substitute Tofranil-PM, brand of imipramine 
pamoate, in patients receiving a monoamine oxidase in- 
hibitor, as long an intervai should elapse as the clinical 
situation will allow, with a minimum of 14 days. Initial 
dosage should be low and increases should be gradual 
and cautiously prescribed. The drug is contraindicated 


during the acute recovery period after a myocardial infarc- 


tion. Patients with a known hypersensitivity to this com- 

pound should not be given the drug. The possibility of 

cross-sensitivity to other dibenzazepine compounds 
shouid be kept in mind. 

Warnings: Usage in Pregnancy: Sate use of imipramine 

during pregnancy and lactation has not been established: 

therefore, in administering the drug to pregnant patients. 
nursing mothers. or women of childbearing potential. the 
potential benefits must be weighed against the possible 
hazards. Animal reproduction studies have yielded incon- 
clusive results. There have been clinical reports of con- 
genital malformation associated with the use of this drug. 
but a causal relationship has not been confirmed. 

Extreme caution should be used when this drug is given 

ta: 

—patients with cardiovascular disease because of the 
possibility of conduction defects, arrhythmias, myocar- 
dial infarction, strokes and tachycardia: 

—patients with increased intraocular pressure, history of 
urinary retention, or history of narrow-angle glaucoma 
because of the drug's anticholinergic properties; 

—hyperthyroid patients or those on thyroid medication 
because of the possibility of cardiovascular toxicity: 

patiens with a history of seizure disorder because this 
drug has been shown to lower the seizure threshold: 

—patients receiving guanethidine or similar agents since 
imipramine may block the pharmacologic effects of 
these drugs. 

Since imipramine may impair the menta! and/or physical 

abilities required for the performance of potentially 

hazardous tasks such as operating an automobile or 
machinery, the patient should be cautioned accordingly. 

Usage in Children: Tofranii-PM, brand of imipramine 

pamoate, should not be used in children of any age be- 

cause of the increased potential for acute overdosage 
due to the high unit potency (75 mg.. 100 mg., 125 mg. 
and 150 mg.). Each capsule contains imipramine 

pamoate equivalent to 75 mg., 100 mg., 125 mg. or 150 

mg. imipramine hydrochloride. 

Precautions: It should be kept in mind that the possibility 

of suicide in seriously depressed patients is inherent in 


Tofranil-PM" 


imipramine pamoate 


As symptoms are relieved, mood 
and motivation may be markedly 
improved. 


Patients are usually alert and 
capable of functioning at more 
normal levels of behavior. 


Good results are usually seen at 
the starting dose of one 75-mg 
capsule h.s. 


For many patients, dosage can be 
safely increased to 150 mg daily. 


As with all tricyciics, sedation 

may occur; please caution patients 
against driving or operating 
dangerous machinery. 


Before prescribing Tofranil-PM, 
please review the prescribing 
information summarized below. 





75mg 100mg 125mg 


the illness and may persist unti significant remission oc- 
curs. Such patients should be carefully supervised during 
the early phase of treatment with Tofranil-PM, brand of 
imipramine pamoate, and may require hospitalization. 
Prescriptions should be written for the smallest amount 
feasible. 

Hypomanic or manic episodes may occur. particularly in 
patients with cyclic disorders. Such reactions may neces- 
sitate discontinuation of the drug. If needed, Tofranil-PM, 
brand of imipramine pamoate, may be resumed in lower 
dosage when these episodes are relieved. Administration 
of a tranquilizer may be useful in controlling such 
episodes. 

Prior to elective surgery, imipramine should be discon- 
tinued for as long as the clinical situation will allow. 

An activation of the psychosis may occasionally be ob- 
Served in schizophrenic patients and may require reduc- 
tion of dosage and the addition of a phenothiazine. 

In occasional susceptible patients or in those receiving 
anticholinergic drugs (including antiparkinsonism agents) 
in addition, the atropine-like effects may become more 
pronounced {e g., paralytic ileus}. Close supervision and 
careful adjustment of dosage is required when this drug is 
administered concomitantly with anticholinergic or sym- 
pathomimetic drugs. 

Avoid the use of preparations, such as decongestants 
and local anesthetics, which contain any sympathomime- 
tic amine (e.9., adrenalin, noradrenalin), since it has been 
reported that tricyclic antidepressants can potentiate the 
effects of catecholamines. 

Patients should be warned that the concomitant use of 
alcoholic beverages may be associated with exaggerated 
effects. 

Both elevation and lowering of blood sugar levels have 
been reported. 

Concurrent administration of imipramine with electroshock 
therapy may increase the hazards; such treatment shouid 
be limited to those patients for whom it is essential, since 
there is limited clinical experience. 

Adverse Reactions: Note: Although the listing which tol- 
lows includes a few adverse reactions which have not 
been reported with this specific drug, the pharmacological 
similarities among the tricyclic antidepressant drugs re- 
quire that each of the reactions be considered when imip- 
ramine is administered. 

Cardiovascular: Hypotension, hypertension, tachycardia, 


palpitation, myocardial infarction, arrhythmias, heart block, 


stroke, falls. 

Psychiatric: Confusionai states (especially in the elderly) 
with hallucinations, disorientation, delusions; anxiety, 
restlessness, agitation: insomnia and nightmares; 
hypomania: exacerbation of psychosis. 

Neurological: Numbness. tingling, paresthesias of ex- 
tremities; incoordination, ataxia, tremors: peripheral 
neuropathy: extrapyramidal symptoms; seizures, altera- 
tions in EEG patterns; tinnitus. 

Anticholinergic: Dry mouth, and. rarely, associated sub- 
lingual adenitis; blurred vision, disturbances of accommo- 
dation, mydriasis; constipation. paralytic ileus: urinary re- 
tention, delayed micturition, dilation of the urinary tract. 
Allergic: Skin rash, petechiae. urticaria, itching, photosen- 


Each capsule contains imipramine pamoate 
equivalent to 75, 100, 125 or 150 mg of 
imipramine hydrochloride. 


150 mg 


sitization (avoid excessive exposure to sunlight); edema 
(general or of face and tongue). drug fever: cross- 
sensitivity with desipramine. 

Hematologic: Bone marrow depression including agran- 
ulocytosis; eosinophilia; purpura: thrombecytopenia. 
Leukocyte and differential counts should be performed in 
any patient who develops fever and scre throat during 
therapy: the drug should be discontinued if there is evi- 
dence of pathological neutrophil depressien. 
Gastrointestinal: Nausea and vomiting, anorexia, epigas- 
tric distress. diarrhea; peculiar taste, stomatitis, abdominal 
cramps, black tongue. 

Endocrine: Gynecomastia in the male. breast eniarge- 
ment and gaiactorrhea in the female; increased or de- 
creased libido, impotence; testicular swelling; elevation or 
depression of blood sugar levels. 

Other: Jaundice (simulating obstructive). altered liver 
function; weight gain or loss: perspiration. flushing: uri- 
nary frequency; drowsiness, dizziness, waakness and 
fatigue: headache; parotid swelling; alopecia. 

Withdrawal Symptoms: Though not indicative of addiction, 
abrupt cessation of treatment after prolonged therapy 
may produce nausea, headache and malaise. 

Dosage and Administration: In adult outpatients, 
therapy should be initiated on a once-a-day basis with 75 
mg.'day. This may be increased to 150 mg./day which is 
the dose level which usually obtains optimum response. If 
necessary, dosage may be increased to 200 mg./day. 
Dosage should be modified as necessary by clinical re- 
sponse and any evidence of intolerance. Daily dosage 
may be given at bedtime, or in some patients in divided 
daily doses. 

Hospitalized patients should be started an a once-a-day 
basis with 100-150 mg./day and may be increased to 200 
mg./day. Dosage should be increasec to 250-300 mg./day 
if there is no response after two weeks. 

Following remission. maintenance medication may be re- 
quired for a longer period of time at the iowest dose that 
will maintain remission. The usual adult maintenance 
dosage is 75-150 mg./day on a once-a-day basis. prefer- 
ably at bedtime. 

In adolescent and geriatric patients, capsules of Tofranil- 
PM. brand of imipramine pamoate, may be used when 
total daily dosage is established at 75 mg. or higher. It is 
generally unnecessary to exceed 100 mg/day in these 
patients. This dosage may be given cnce a day at bed- 
time or, if needed, in divided daily doses. è 
How Supplied: Totranil-PM, brand of imipramine 
pamoate: Capsules of 75, 100, 125 and 150 mg. (Each 
capsule contains imipramine pamoate equivalent to 75, 
100. 125 or 150 mg. of imipramine hydrochloride.) 

(B) 98-146-840-A(9/75) 667120 


For complete details, inciuding dosage and adminis- 
tration, please refer to the full prescribing information. 
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Providing complete psychiatric care in 
a general hospital setting with special 
emphasis on disorders of adolescence. 


lmao, Hospital of Mitoaukeo, re 
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THE AMERICAN JOURNAL OF PSYCHIATRY 


NOW, your journals can become an attractive permanent 
part of your professional library. These famous Jesse Jones 
volume files, especially designed to keep your copies 
orderly, readily accessible for future reference—guard 
against soiling, tearing, wear or misplacement of copies. 


These durable files will support 150 lbs. Looks and feels 
dike leather and is washable. The 23-carat gold lettering 
makes it a fit companion for the most costly binding. 
Reasonably priced, too. Only $4.25, 3 for $12.00, 6 for 
$22.00 POSTPAID U. S. A. ORDERS ONLY. Satisfaction un- 
conditionally guaranteed or your money back. 


JESSE JONES BOX CORP. (Since 1843) 
Department JP9—Philadelphia 41, Pa. 19141 
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BEHAVIOR THERAPY AND 
HEALTH CARE: PRINCIPLES 
AND APPLICATIONS 

Edited by Roger C. KATZ, 
University of the Pacific, and 
Steven ZLUTNICK, University 
of Utah College of Medicine 


».4 find your publication of Katz and Zlut- 
nick not only timely but of the highest cali- 
bre...While the introduction of behavioral 
methodology to the problems of medical 
practice is yet in its infancy, Katz and Zlut- 
nick have managed to provide not only a co- 
hesive but medically appropriate 
compendium of the current state of the 
science.” 
Dennis C. Russo, Ph.D. 
Johns Hopkins University 
School of Medicine 


Organized with chapters grouped by organ sys- 
tems, this book highlights the important interac- 
tions between illness and the environment and 
cescribes the significant contributions to health 
care provided by behavior therapists. Some of 
the topics covered are the behavioral control of 
seizures, over-eating, bladder and bowel func- 
tions, pain and alcoholism, and biofeedback 
control of cardiovascular functions. 

Although the text covers a wide variety of ad- 
vanced behavioral applications, the editors 
have written an introductory chapter on basic 
principles. This should make the book amenable 
to-a wide cross-section of students and profes- 
sionals in health education, physical rehabilita- 
tion, clinical medicine, psychology, psychiatry 
and nursing. 


08 017828-6 f $ 875 
08 017829-4 h 1475 


637 pp 1975 0 
0 


PHYSICAL DISABILITY AND HUMAN 
BEHAVIOR, second edition 


By J. W. McDANIEL, School of 
Medicine, University of Colorado 


“timely and indeed welcomed study by an 
eminent and respected American neuropsy- 


chologtst." From a review of the first edition 
in Clinical Paediatrics 


"l'found Dr. McDaniel's book the best single 
Scurce of overview material on the psychol- 
ogy of physical disability that | have reviewed 


to date." Herbert G. Steger, Ph.D. 
University of California, Irvine 


Thisarevision, like the first edition, concerns the 
psychology of chronic illness and physical dis- 
ability. The basic approach to the subject re- 
mains the same, namely, the choice of 
psycnological processes (perception, learning, 
motivation, emotions, etc.) as the principal 
focus, with etiological or diagnostic divisions as 
incidental to the consideration of the physiolo- 
gical consequences of illness and disability. In 
response to the comments of readers and re- 
viewers of the first edition, the author incorpo- 
rates into this new edition a chapter on disability 
and developmental processes. 


173pp 1976 0 08 019721-3 f $ 5.25 
0 08 019722-1 h 10.00 
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Fairview Park, Elmsford, New York 10523 & 
Headington Hill Hall, Oxford OX3 OBW, England 





Out of the hospital for years, 
is paranoid delusions 
are still under control 





Haldol 


haloperidol) 


tablets/concentrate/injection 


For lone-term control 


e * 


with minimal risk 
of toxicity 


lighly effective in sponse when patient is inade- Reduces risk of certain, __ 
i wide range of psychotic quately controlled at lower dos- troublesome reactions.” 
ymptoms,!- age...to help you rapidly control Transient hypotension occurs 


uch as hallucinations, delusions, 
uspiciousness, hostility, mania, 
ysychomotor agitation, etc., in 
yoth acute and chronic disorders. 


Jsually leaves patients 
*elatively alert and 
'esponsive..:' 

vetter able to cope with job and 
amily responsibilities...as well as 
^asier to reach with supportive 
ind rehabilitative measures. 


Permits aggressive titration 
to effective dosage levels, * 
up to 100 mg/day orally (with 
minimal risk of usual troublesome 
reactions) to achieve optimal re- 


and stabilize new patients, 
promptly regain control during 
periods of exacerbation. 


Common side effects 

easily controlled. ^^ 
Although extrapyramidal symp- 
toms (EPS) have been reported 
frequently, they are usually dose- 
related and readily controlled with 
dose adjustment or antiparkinson 
drugs. EPS often diminish spon- 
taneously with continued use of 
HALDOL haloperidol. 


*Not an actual case history, this situation 


illustrates the action of HALDOL haloper- 
idol as reported in various clinical studies 
(available on request). 


rarely and severe orthostatic hypo- 
tension has not been reported. 
Marked sedation is rare, although 
some instances of drowsiness have 
been reported. In addition, with 
chronic use, it is unlikely to cause 
hepatic damage, serious hemato- 
logicreactions, photosensitivity re- 
actions and skin rashes...and has 
minimal effect on renal function. 


Please turn page for information 
relating to Indications, 
Contraindications, Warnings, 
Precautions and Adverse Reactions. 


Important: Pull directions 
for use should be read before 


HALDOL haloperidol 
is administered or prescribed. 
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A Dosage Form for Every Need: 


A rapid-acting injection for psychiatric 


emergencies: 5 mg. per ml.. with 1.8 mg. 

m e methylparaben and 0.2 mg. propylparaben 
per ml., and lactic acid for pH adjustment to 
3.4402. 





5 tablet strengths for convenience in individualizing dos- 
age: Y2 mg..1 mg.. 2 mg.. 5 mg. and 10 mg. 





A tasteless, odorless, colorless liquid con- 
centrate for better patient acceptability: 2 mg. 
per ml. 








Indications: HALDOL haloperidol is indicated for use in the man- 
agement of manifestations of psychotic disorders. 

It is also indicated for the control of tics and vocal utterances of 
Gilles de la Tourette's syndrome. 
Contraindications: HALDOL haloperidol is contraindicated in 
patients who are severely depressed, comatose, have CNS depres- 
sion due to alcohol or other centrally-acting depressants, have 
Parkinson's disease or are hypersensitive to this drug. 
Warnings: Usage in Pregnancy: Safe use of HALDOL haloperidol 
in pregnancy and lactation has not been established; therefore, its 
use in pregnancy. in nursing mothers, or in women of childbearing 
potential requires that the possible benefits of the drug be weighed 
against the potential hazards. A case of phocomelia in an infant 
whose mother received haloperidol along with a number of other 
medications during the first trimester of pregnancy has been 
reported (a causal relationship was not established in this case) 
Animals receiving 2 to 20 times the maximum human dose of 
haloperidol orally and/or parenterally showed increased incidence 
of resorption, reduced fertility, delayed delivery, dose-related pup 
mortality (presumably due to lack of maternal care reflecting CNS 
depression). 
Usage in Children: Safety and effectiveness in children have not 
been established; therefore, this drug is not recommended for use in 
the pediatric age group. 
General: Cases of bronchopneumonia, some fatal, have followed the 
use of major tranquilizers, including haloperidol. It has been postu- 
lated that lethargy and decreased sensation of thirst may lead to 
dehydration. hemoconcentration and reduced pulmonary ventilation. 
If these signs and symptoms appear, especially in the elderly, the 
physician should institute remedial therapy promptly. Although not 
reported with HALDOL haloperidol, decreased serum cholesterol 
and/or cutaneous and ocular changes have been reported in 
patients receiving chemically-related drugs. HALDOL haloperidol 
may impair the mental and/or physical abilities required for the per- 
formance of hazardous tasks such as operating machinery or driving 
a motor vehicle. The ambulatory patient should be warned accord- 
ingly. The use of alcohol should be avoided due to possible additive 
effects and hypotension. 
Precautions: HALDOL haloperido! should be administered cau- 
tiously to patients: (1) — with severe cardiovascular disorders. 
because of the possibility of transient hypotension and/or precipita- 
tion of anginal pain. Should hypotension occur and a vasopressor be 
required. epinephrine should not be used since HALDOL haloperidol 
may block its vasopressor activity and paradoxical further lowering 
of blood pressure may occur. (2) — receiving anticonvulsant medica- 
tion. because HALDOL haloperidol may lower the convulsive thresh- 
old. Adequate anticonvulsant therapy should be maintained 
concomitantly. (3)— with known allergies, or with a history of allergic 
reactions to drugs. (4) — receiving anticoagulants, since an isolated 
instance of interference occurred with the effects of one anticoagu- 
lant (phenindione). 
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haloperidol 


For long-term control of psychotic symptoms 
with minimal risk of toxicity 


If concomitant antiparkinson medication is required it may have to 
be continued after HALDOL haloperidol is discontinued because of 
the difference in excretion rates. If both are discontinued simulta- 
neously, extrapyramidal symptoms may occur. Intraocular pressure 
may increase when anticholinergic drugs. including antiparkinson 
agents, are administered concomitantly with HALDOL haloperidol. 
When HALDOL haloperidol is used to control mania in cyclic 
disorders there may be a rapid mood swing to depression. 

Adverse Reactions: CNS Effects: Fxtrapyramidal Reactions— 
Neuromuscular (extrapyramidal) reactions have been reported 
frequently, often during the first few days of treatment. Generally they 
involved Parkinson-like symptoms which usually were mild to moder- 
ately severe and reversible. Other types of neuromuscular reactions 
(motor restlessness, dystonia, akathisia. hyperreflexia, opisthotonos, 
oculogyric Crises) have been reported far less frequently, but were 
often more severe. Severe extrapyramidal reactions have been 
reported at relatively low doses. Generally extrapyramidal symptoms 
are dose-related since they occur at relatively high dases and disap- 
pear or become less severe when the dose is reduced. Administra- 
tion of antiparkinson drugs may be required for contro! of such 
reactions. Persistent extrapyramidal reactions have been reported 
and the drug may have to be discontinued in such cases. Persistent 
Tardive Dyskinesia—Tardive dyskinesia may appear during long- 
term therapy or after therapy has been discontinued. The risk 
appears to be greater in elderly patients on high-dose therapy, 
especially females. The symptoms are persistent and in some 
patients appear irreversible. There is no known effective treatment. 
All antipsychotic agents should be discontinued. The syndrome may 
be masked by reinstitution of drug, increasing dosage, or switching 
to a different antipsychotic agent. Other CNS Effects — Insomnia, rest- 
lessness, anxiety. euphoria. agitation. drowsiness. depression. leth- 
argy. headache. confusion, vertigo, grand mal seizures, and 
exacerbation of psychotic symptoms including hallucinations. Car- 
diovascular Effects: Tachycardia and hypotension. Hematologic 
Effects: Reports have appeared of mild and usually transient 
leukopenia anc leukocytosis, minimal decreases in red blood cell 
counts, anemia. or a tendency toward lymphomonocytosis. Agranulo- 
cytosis has rarely been reported and then only in association with 
other medication. Liver Effects: Impaired liver function and/or jaun- 
dice have been reported, although a causal relationship has not 
been established. Dermatologic Reactions: Maculopapular and 
acneiform skin reactions and isolated cases of photosensitivity and 
loss of hair. Endocrine Disorders: Lactation, breast engorgement, 
mastalgia, menstrual irregularities, gynecomastia, impotence. 
increased libido. hyperglycemia and hypoglycemia. Gastrointes- 
tinal Effects: Anorexia, constipation, diarrhea, hypersalivation, dys- 
pepsia, nausea and vomiting. Autonomic Reactions: Dry mouth, 
blurred vision. urinary retention and diaphoresis. Respiratory 
Effects: Laryngospasm, bronchospasm and increased depth of 
respiration. e 

Complete dosage information available in insert which accompanies 
each package (or on request). 

The use of the injectable form is intended for the acutely agitated 
psychotic patient with moderately severe to very severe symptoms. 
IMPORTANT: Full directions for use should be read Before 
HALDOL haloperidol is administered or prescribed. 9 74 
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SOCIAL CHANGE ON WOMAN 

No. 34 THE IMPACT OF SOCIAL 
CHANGE ON CHILD REARING 
THE WILLIAM C MENNINGER 
CONVOCATION LECTURE 

No. 35 LIFE IN THE UNIVERSE 
SUBSTANCES OF ABUSE 

No. 36 CURRENT NATIONAL 
HEROIN USE TRENOS 

No. 37 CATECHOLAMINE 
METABOLISM DURING 

HEROIN USE 

CONTINUING EDUCATION 
RECERTIFICATION AND PRIMARY 
CARE 


No. 38 PSYCHIATRIC PEER 
REVIEW IN ACTION: THE D.C. 
EXPERIENCE 


TREATMENT OF SCHIZOPHRENIA 
No. 39 THE 
PSYCHOPHARMACOLOGICAL 
TREATMENT OF SCHIZOPHRENIA 


EMOTIONAL WELLBEING OF 
PSYCHIATRISTS 

No. 40 ON THE EMOTIONAL 
WELLBEING OF PSYCHIATRISTS: 
OVERVIEW AND RATIONALE 
INFORMED CONSENT PROBLEM 
OF PANACEA 

No. 41 LIMITATIONS OF 
INFORMED CONSENT WITHIN 
THE CONTEXT OF PSYCHIATRIC 
PRACTICE 

No. 42 CAPACITY TO CONSENT: 
WHAT MIGHT (DOES) THIS 
MEAN? 

THE PHYSICIAN AS A PATIENT 
No. 43 ASSAULT ON THE 
THERAPIST Ill: COPING AND 
DISPOSITION 

ROLE OF THE PSYCHIATRIST 
UNDER NATIONAL HEALTH 
INSURANCE 

No. 44 ACCOUNTABILITY OF 
PSYCHIATRIC PRACTICE UNDER 
NHI 

QUALIT Y OF CARE EVALUATION 
No. 45 EVALUATION OF 
PSYCHIATRIC CARE FOR OLDER 
PERSONS 


CASSETTE LECTURES OF 129th 
ANNUAL MEETING AMERICAN 
PSYCHIATRIC ASSOCIATION 


No. 46 NEW RESEARCH 
APPROACHES TO QUALITY OF 
CARE EVALUATION 

No. 47 CONFUSION AND 
JUDGMENT: A RECIPE FOR 
IMPROVING QUALITY OF CARE 
ELECTROCONVULSIVE 
THERAPY CURRENT 
PERSPECTIVES 

No. 48 THE EFFICACY OF ECT IN 
AFFECTIVE AND 
SCHIZOPHRENIC ILLNESS 
FORENSIC PSYCHIATRY 

No. 49 HOSPITAL LIABILITY FOR 
SUICIDE: A REGIONAL SURVEY 
NEWER THERAPIES 

No. 50 BIOFEEDBACK: YOGA 

OF THE WEST 

No. 51 BIOFEEDBACK AND 
CLINICAL USES 

No. 52 THE RELAXATION 


TREATMENT OF DEPRESSED 
AND DYING PATIENTS 

No. 59 THE CHRONIC 
DEPRESSIVE IN THE 
COMMUNITY 

No. 60 PSYCHOTHERAPY OF 
SEVERE DEPRESSION 

No. 61 A REASSESSMENT OF 
TRICYCLICS AND ECT IN 
DEPRESSION 

No. 62 RAPID CYCLING 
MANIC-DEPRESSIVE PATIENTS 
No. 63 USE OF MULTIPLE 
MONITORED ECT 

No. 64 GROUP THERAP Y WITH 
THE TERMINALLY ILL 

No. 65 THE PSYCHIATRIST AS 
THANATOLOGY TEAM 
FACILITATOR 


SUICIDE. DEPRESSION AND 
SOCIAL STRESS 


No. 72 X-CHROMOSOME MODELS 
OF BIPOLAR ILLNESS 

No. 73 IS THERE X-LINKAGEIN E 
BIPOLAR AFFECTIVE ILLNESS? 
No. 74 AUTOSOMAL MODELS OF 
SEX EFFECT IN BIPOLAR 
ILLNESS 

No. 75 REDUCED PLATELET MAO 
ACTIVITY IN BIPOLAR FAMILIES 
No. 76 OFFSPRING OF 
MANIC-DEPRESSIVE PATIENTS 


PSYCHOBIOLOGY OF AFFECTIVE 
DISORDERS 

No. 77 EFFECTS OF LITHIUM ON 
BRAIN AMINE METABOLISM 

No. 78 CSF ELECTROLYTES 
CALCIUM AND DEPRESSION 

No. 79 THIAZIDE-LITHIUM 
SYNERGY IN REFRACTORY 
MOOD SWINGS 

No. 80 PARADOXICAL LITHIUM 


THERAPIES No. 66 SUICIDE BY VEHICULAR NEUROTOXICITY 
TREATMENT OF SCHIZOPHRENIC CRASH No. 81 PSYCHOENDOCHRINE 
SYNDROME No. 67 ALCOHOL, DRUG ABUSE. CHANGES IN ANOREXIA 
No. 53 PHARMACOLOGIC AND ATTEMPTED SUICIDE NERVOSA 
TREATMENT IN SCHIZOPHRENIA No. 68 CURRENT SOCIAL 
No. 54 INDIVIDUAL ae T 
PYSCHOTHERAPY IN o. ie de ko e 
SCHIZOPHRENIA VETERANS TWO YEARS AFTER BEES CU PHTRE RM M 
No. 55 FAMILY THERAPY IN VIETNAM 

No. 70 IMPACT ON ADULTS OF No. 400 THE LEGAL $2100 


SCHIZOPHRENIA 


DRAMATIZED TELEVISION REGULATIONOF 3 Cassettes 


No. 57 INTERGRATING 


TREATMENT: WHAT DOES THE PROGRAMS PSYCHIATRIC PRACTICE 
CONSUMER NEED GENETICS OF AFFECTIVE 
& WHEN DISORDERS No. 500 THE SCHIZOPHRENIA $21.00 


SPECTRUM IN 
CLINICAL PRACTICE 


tt 
No. 58 TREATMENT OF THE 3 Cassettes 


SCHIZOPHRENIAS: AN EFFORT 
TO SYNTHESIS 


No. 71 HISTOCOMPATIBILITY 
COMPLEX IN AFFECTIVE 
DISORDERS 


PLEASE CIRCLE SELECTION NUMBER OF TAPES DESIRED. 
ALL CASSETTES ARE $8.50 EACH 


Please make checks or money orders payable to: 
AV/MD, 850 THIRD AVENUE, NEW YORK, N.Y. 10022 


No. of Programs | . Total cost of Programs $ 


O Bill Me Shipping and Handling additional. 
Check enclosed *TOTAL $ 


AV/MD Educational Programs may be tax deductible. 


NAME . J— . 
INSTITUTION 

CITY 
STATE 


PHONE . ——— 


Tif paid by Institution, please attach your purchase order. 
*N.Y. State residents please add sales tax. 














Please send me the complete brochure of the 1976 A.P.A. 
annual meeting. O 
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See following page for brief summary. 
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Rapidly effective | 
in acute schizophrenia 


Average length of hospitalization was 6.1 days (range 1 to 8) for 13 
acutely psychotic schizophrenic patients treated with Prolixin 
Decanoate using the rapid neuroleptization technique. Dosage the 
first 72 hours averaged 73.2 mg. 


Psychotic symptoms diminished rapidly during the first week and 
continued to abate throughout the 2-month study. 


otatistically significant improvement in 13 target symptoms of the 
Brief Psychiatric Rating Scale, including disorientation, hostility 
and urcooperativeness, occurred between pretreatment and final 
evaluation. 


Often works 


where others fail..: 


Of 52 chronic schizophrenic patients, hospitalized an average 175 
years, 71% showed clinical improvement after Prolixin Decanoate 
therapy (25 mg every 7 to 14 days). 32 patients were refractory to 
prior therapy, including haloperidol combined with chlorpromazine 
or thioridazine. | 


General mobilization of the patients was the most significant effect. 
7 patients could be discharged from the hospital. In 30 patients 
refractory to other medication, Prolixin Decanoate tended to inhibit 


withdrawal symptoms. : 
...at a fraction of the cost 


Prolixin Decanoate therapy at a maintenance dose of 25 mg. every 
28 days can cost from 53% to 69% less than the lowest maintenance 
dosages of several oral medications (see table below). 


Comparison of estimated annual hospital costs for oral and injectable therapy. given the 


Drug Assumed Form Cost Annual 
| adult dosage" and potency per unit cost 

Prolixin 12.5-100 mg 5 mi vials BC+ $ 13.00— 
Decanoate® every 28 days 25 mg/mi per mg 104.00 
Thorazine*(SKF 300-600 mg 100 mg tablets Sd 55.84 — 
brand obchiorpromazine} per day bottles of 1000 per tab” 111.69 
Mellard® Sandoz 200-800 mg 100 mg tablets 1h66 84.68 — 
brand of thioridazine) per day bottles of 1000 per tab** 338.72 
Haldol9 (4AcNeil 5-50 mg 5 mg tablets 2046 73.37 een 
brand of haloperidol) per day bottles of 1000 per tab™ 733.65 
Navane** Roerig 20-60 mg 20 mg tablets 21.5¢ 78.48 — 
brand of thiothixene) per day bottles of 500 pertab* | 23543 — 


"Dosage evel and interval should be determined on an individual basis, in accordance with 
patient's response to the particular drug as well as the manufacturer's specific recommenda- 
tions for the use of the product. **Based on prices listed in 1976 Red Book. Based on Squibb 
list price of $9.95 per 5 ml vial 








2 Christodoulidis H and Frangos H: Curr Ther Res 18:193-198, 1975. 


PROLIXIN DECANOATE 
Fluphenazine 
Decanoate Injection 


PROLIXIN DECANOATE 


Fluphenazine 
Decanoate Injection 


Often works where 
others fail... 
at a fraction of the cost 





Prolixin Decanoate (Fluphenazine Decanoate Injection) provides 25 mg. 
fluphenazine decanoate per mi. in a sesame oil vehicle with 1.2% {w/v} benzyl 
aicohol as a preservative. 


CONTRAINDICATIONS: In presence of suspected or established subcortical 
brain damage. In patients who have a blood dyscrasia or liver damage, or who 
are receiving large doses of hypnotics, or who are comatose or severely 
depressed. in patients who have shown hypersensitivity to fluphenazine;: 
cross-sensitivity to phenothiazine derivatives may occur. 

Not intended for use in children under 12. 


WARNINGS: Mental and physical abilities required for driving a car or oper- 
ating heavy machinery may be impaired by use of this drug. Physicians should 
be alert to the possibility that severe adverse reactions may occur which 
require immediate medical attention. Potentiation of effects of alcohol may 
occur. Safety and efficacy in children have not been established because of 
inadequate experience in use in children. 


Usage in Pregnancy: Safety for use during pregnancy has not been estab- 
lished: weigh possible hazards against potential benefits if administering this 
drug to pregnant patients. 


PRECAUTIONS: Caution must be exercised if another phenothiazine com- 
pound caused cholestatic jaundice, dermatoses or other allergic reactions 
because of the possibility of cross-sensitivity. When psychotic patients on 
large doses of a phenothiazine drug are to undergo surgery, hypotensive 
phenomena should be watched tor; less anesthetics or central nervous SyS- 
tem depressants may be required. Because of added anticholinergic effects, 
fiuphenazine may potentiate the effects of atropine. 


Use fiuphenazine decanoate cautiously in patients exposed to extreme 
heat or phosphorus insecticides; in patients with a history of convulsive 
disorders since grand mal convulsions have occurred; and in patients with 
special medical disorders such as mitral insufficiency or other cardiovascular 
diseases, and pheochromocytoma, Bear in mind that with prolonged therapy 
there is the possibility of liver damage, pigmentary retinopathy. fenticular 
and corneal deposits, and development of irreversible dyskinesia. 


Fluphenazine decanoate should be administered under the direction of a 
physician experienced in the clinical use of psychotropic drugs. Periodic 
checking of hepatic and renal functions and blood picture should be done. 
Renal function of patients on long-term therapy should be monitored: if BUN 
becomes abnormal, treatment should be discontinued. "Silent pneumonias" 
are possible. 


ADVERSE REACTIONS: Central Nervous System —Extrapyramidal symp- 
toms are most frequently reported. These include pseudoparkinsonism, dys- 
tonia, dyskinesia, akathisia, oculogyric críses, opisthotonos, and hyperreflexia; 
most often these are reversible, but they may be persistent. One can expect 
a higher incidence of such reactions with fluphenazine decanoate than with 
less potent piperazine derivatives or straight-chain phenothiazines. The inci- 
dence and severity will depend more on individual patient sensitivity, but 
dosage level and patient age are also determinants. As these reactions may 
be alarming, the patient should be forewarned and reassured. These reactions 
can usually be controlled by administration of antiparkinsonian drugs such as 
benztropine mesylate or intravenous Caffeine and Sodium Benzoate Injection 
U.S.P., and by subsequent reduction in dosage. 


Persistent Tardive Dyskinesia: As with all antipsychotic agents, persistent 
and sometimes irreversible tardive dyskinesia may appear in some patients 
on long-term therapy or may occur after discontinuation of drug. The risk 
seems greater in elderly patients, especially females, on high dosages. The 
syndrome is characterized by rhythmical involuntary movements of tongue, 
face, mouth, or jaw (e.g., protrusion of tongue, puffing of cheeks, puckering 
of mouth, chewing movements) and may be accompanied by involuntary 
movements of extremities. There is no known effective therapy for tardive 
dyskinesia; usually the symptoms are not alleviated by antiparkinsonism 
agents. If the symptoms appear, discontinuation of all antipsychotic agents 
is suggested. The syndrome may be masked if treatment is reinstituted, or 
drug dosage increased, or a different antipsychotic agent used. Reports are 
that fine vermicular movements of the tongue may be an early sign of the 
syndrome which may not develop if medication is stopped at that time. 


Phenothiazine derivatives have been known to cause restlessness, excite- 
ment, or bizarre dreams; reactivation or aggravation of psychotic processes 
may be encountered. If drowsiness or lethargy occur, the dosage may have 
to be reduced. Dosages, far in excess of the recommended amounts, may 
induce a catatonic-like state. 


Autonomic Nervous System —Hypertension and fluctuations in blood pres- 
sure have been reported. Although hypotension is rarely a problem, patients 
with pheochromocytoma, cerebral vascular or renal insufficiency or severe 
cardiac reserve deficiency such as mitral insufficiency appear to be particu- 
larly prone to this reaction and should be observed carefully. Supportive 
measures including intravenous vasopressor drugs should be instituted im- 
mediately should severe hypotension occur; Levarterenol Bitartrate Injection 
U.S.P. is the most suitable drug; epinephrine should not be used since pheno- 
thiazine derivatives have been found to reverse its action. Nausea, loss of 
appetite, salivation, polyuria, perspiration, dry mouth, headache and constipa- 
tion may occur. Reducing or temporarily discontinuing the dosage will usually 
control these effects. Blurred vision, glaucoma, bladder paralysis, fecal 
impaction, paralytic ileus, tachycardia, or nasal congestion have occurred in 
some patients on phenothiazine derivatives. 


Metabolic and Endocrine —Weight change, peripheral edema, abnormal 
lactation, gynecomastia, menstrual irregularities, false results on pregnancy 
tests, impotency in men and increased libido in women have occurred in 
Some patients on phenothiazine therapy. 


Allergic Reactions —Itching, erythema, urticaria, seborrhea, photosensi- 
tivity, eczema and exfoliative dermatitis have been reported with phenothia- 
zines. The possibility of anaphylactoid reactions should be borne in mind. 


Hematologic—Blood dyscrasias including leukopenia. agranulocytosis, 
thrombocytopenic or nonthrombocytopenic purpura, eosincphilia, and pan- 
cytopenia have been observed with phenothiazines. If soreness of the mouth, 
gums or throat or any symptoms of upper respiratory infection occur and 
confirmatory leukocyte count indicates cellutar depression, therapy should 
be discontinued and other appropriate measures instituted immediately, 


Hepatic—Liver damage manifested by cholestatic jaundice, particularly 
during the first months of therapy, may occur; treatment should be discon- 
tinued. A cephalin flocculation increase, sometimes accompanied by altera- 
tions in other liver function tests, has been reported in patients who have had 
no clinical evidence of liver damage. 


Others— Sudden deaths have been reported in hospitalized patients on 
phenothiazines. Previous brain damage or seizures may be predisposing 
factors. High doses should be avoided in known seizure patients. Shortly 
before death, several patients showed flare-ups of psychotic behavior pat- 
terns. Autopsy findings have usually revealed acute fulminating pneumonia 
or pneumonitis, aspiration of gastric contents, or intramyocardial lesions. 
Although not a general feature of fluphenazine, potentiation of central nervous 
system depressants such as opiates, analgesics, antihistamines, barbiturates. 
and alcohol may occur. 

Systemic lupus erythematosus-like syndrome, hypotensior: severe enough 
to cause fatal cardiac arrest, altered electrocardiographic and electroen- 
cephalographic tracings, altered cerebrospinal fluid proteins, cerebral edema, 
asthma, laryngeal edema, and angioneurotic edema; with long-term use, skin 
pigmentation and lenticular and corneal opacities have occurred with pheno- 
thiazines. Locai tissue reactions occur only rarely with injections of fluphena- 
zine decanoate. 

For full prescribing information, consult package insert. 


HOW SUPPLIED: 1 ml. Unimatic* single dose preassembled syringes and 
cartridge-needle units, and 5 ml. vials. 





Films on psychiatric management 
available from Squibb 


e A Step Beyond 

e A Chance for Change 

e A Way Out 

e Community Treatment of the Psychotic Patient 
* A New Concept in Psychiatric Management 

* Psychiatric Services in General Hospitals 

e The Quality of Care 


For further information contact your Squibb Representative 
or write: Squibb. Dept.FR Box 4000. Princeton, N.J. 08540 
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S UIBB? The Priceless Ingredient of every product 
is the honor and integrity of its maker. 7M 


A Timely New Book from 


The Joint Information Service 


This latest Joint Information Service field study provides a concise, comprehensive overview of the 
complex matter of the very young American child and his mental health. and then describes in inti- 
mate detail seven unique programs for pre-school children with problems—from North Hollywood's 
Dubnoff Center, emphasizing education as its primary therapeutic modality, to Baltimore's Martin 
Luther King, Jr. Parent-Child Center, serving two housing projects, served by Johns Hopkins, and 
largely governed by its own people. All different in treatment approach and philosophy, the pro- 
grams described are uniform in their dedication to innovation in improving service to the emotional- 
ly disturbed very young child, and, equally, to the emotional well being of all young children. 


This thoughtful and perceptive description of what has been created by some of the best informed. 
most experienced and thoughtful specialists in mental health services for very young children should 
be welcome to all involved in the mental health of children and a casebook for those dealing with 
child and family mental health. 





An articulate exposition of the immense problems and encouraging accomplishments 
in a particularly difficult area of endeavor . . . . Beyond their concern with the mani- 
festly ill child, the authors intriguingly explore what may be needed to enhance the 
mental good health of all young children... . A significant contribution. 

James N. Sussex, M.D. 

President, American Association of 

Psvchiatric Services for Children 


Please send me Hu copies of Mental Health Programs for Preschool 
children, at $7 each (4 or more copies, $5.75 each). 





Send coupon to: 














Publications Services Division o ARE e SLES Grete 
American Psychiatric Association Name m 7 
1700 18th St., N.W., 
Washington, D.C. 20009 Address » 


— Zip 
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Norpramin® 
(desipramine hydrochloride tablets NF) 


Brief Summary 

Indications: Norpramin (desipramine hydrochloride 
tablets NF) is indicated for the relief of depressive 
symptoms. Endogenous depressions are more likely 
to be alleviated than others. 

Contraindications: Desipramine hydrochloride shauld 
not be given within two weeks of treatment with a 
monoamine oxidase inhibitor. Contraindications in- 
clude the acute recovery period following myocardial 
infarction and hypersensitivity to the drug. Cross 
sensitivity with other dibenzazepines is a possibility. 


Warnings: 1. Extreme caution should be used in pa- 


tients: (a) with cardiovascular disease. (b) with a his- 
tory of urinary retention or glaucoma. (c) with thyroid 


NOW.. 
once-a-day 
antidepressan 
dosage with 
an a.m. or h.s. 
option 





disease or those on thyroid medication. (d) with a 
history of seizure disorder. 2. This drug is capable of 
blocking the antihypertensive effect of guanethidine 


and similarly acting compounds. 3. Use in Pregnancy: 


Safe use during pregnancy and lactation has not been 
established. 4. Use in Children: Norpramin is not 
recommended for use in children. 5. This drug may 
impair the mental and/or physical abilities required 
for the performance of potentially hazardous tasks 
such as driving a car or operating machinery. There- 
fore, the patient should be cautioned accordingly. 
Precautions: This drug should be dispensed in the 
least possible quantities to depressed outpatients, 
since suicide has been accomplished with drugs of 
this class. If possible, dispense in child-resistant 
containers. It should be kept out of reach of children. 
Reduce dosage, or alter treatment, if serious adverse 

















effects occur. Norpramin therapy in patients with 
manic-depressive illness may induce a hypomanic 
state after the depressive phase terminates and ma 
cause exacerbation of psychosis in schizophrenic 
patients. Use cautiously with anticholinergic or syrr 
pathomimetic drugs. Response to alcoholic beverag 
may be exaggerated. In the concurrent adminisfrat. 
of ECT and antidepressant drugs one should consic 
the possibility of increased risk relative to benefits. 
Discontinue as soon as possible prior to elective 
surgery because of possible cardiovascular effects. 
Hypertensive episodes hava been observed during 
surgery in patients on desipramine hydrochloride. 
Leukocyte and differential counts shou!d be per- 
formed in any patient who develops fever and sore 
throat during therapy: the drug should 5e discon- 
tinued if there is neutropenia. 


^99». 
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Way or night flexibility —enhances patient compliance 

Winical studies show that a single daily administration of Norpramin is as effective 
1d well tolerated as the same quantity given as a divided dosage. This means that 
orpramin may be given once daily, morning or bedtime, whichever is most 
opropriate to the patient's therapeutic need, drug response and activity patterns. 
.M. dosage of Norpramin can be especially useful when your depressed 
atient feels more depressed in the early morning. Morning administration may also 
slp reduce the potential for confusion when other agents are prescribed 


oncomitantly at bedtime. 


or those patients who experience a sedative response to Norpramin, a 
sedtime dose is most appropriate. Evening administration of Norpramin rarely pro- 


uces morning hangover. 


“inimal daytime drowsiness—permits an active schedule 
with Norpramin, problems of daytime drowsiness and morning hangover are 

irgely avoided. Minimal daytime drowsiness can be especially important for 
eatients who must perform daytime activities at home or at work. 


zarly therapeutic response—builds hope 
and provides encouragement 

"While full therapeutic effect may require two to three 

weeks, onset of action has often been observed in two 

2 five days. Although results have been variable, the 
veight of scientific reports suggests a faster onset of 

action with desipramine than with either imipramine or 


amitriptyline. 





Norpramin 


(desipramine hydrochloride 
tablets NF) 25ma.50 mg. tablets 


lightens and brightens the days 


of your depressed patients- 


more conveniently 








Adverse Reactions: Cardiovascular: hypotension, 
lypertension, tachycardia, palpitation, arrhythmias, 
Yeart block, myocardial infarction, stroke. Psychiatric: 
:onfusional states (especially in the elderly), hallu- 
sinations, disorientation, delusions; anxiety, restless- 
ess, agitation; insomnia and nightmares; hypomania; 
»xacerbation of psychosis. Neurological: numbness, 
ingling, paresthesias of extremities: incoordination, 
itaxia, tremors; peripheral neuropathy; extrapyramidal 
iymptoms: seizures; alteration in EEG patterns; tinni- 
us. Anticholinergic: dry mouth, and rarely associated 
sublingua! adenitis; blurred vision, disturbance of 
accommodation, mydriasis; constipation, paralytic 
leus; urinary retention, delayed micturition, hypotonic 
ladder. Allergic: skin rash, petechiae, urticaria, itch- 
ng, photosensitization, edema (of face and tongue 

>r general), drug fever, cross sensitivity with other 


tricyclic drugs. Hematologic:. bone marrow depres- 
sions including agranulocytosis, eosinophilia, pur- 
pura, thrombocytopenia. Gastrointestinal: anorexia, 
nausea and vomiting, epigastric distress, peculiar 
taste, abdominal cramps, diarrhea, stomatitis, black 
tongue. Endocrine: gynecomastia, breast enlargement 
and galactorrhea in the female; increased or decreased 
libido, impotence, testicular swelling; elevation or 
depression of blood sugar levels. Other: jaundice 
(simulating obstructive), altered liver function; weight 
gain or loss, perspiration, flushing; urinary frequency, 
nocturia; parotid swelling; drowsiness, dizziness, 
weakness and fatigue, headache; alopecia. With- 
drawal Symptoms: Though not indicative of addiction, 
abrupt cessation after prolonged therapy may pro- 
duce nausea, headache and malaise. 

Dosage and Administration: Usua! adu/t dose: 


100 mg. to 200 mg. per day. Dosages above 200 mg. 
per day are not recommended. /nitial therapy: Should 
be administered at a low level and increased accord- 
ing to tolerance and response. It may be adminis- 
tered in divided doses or a single daily dose. Main- 
tenance: Lower adequate dose once daily to maintain 
remission. Adolescent and geriatric patient dose: 

25 mg. to 100 mg. per day, in single or divided 
doses. Dosages above 100 mg. are not recommended. 


Merrell 


MERRELL-NATIONAL LABORATORIES 
Division of Richardson-Merrell Inc. 
Cincinnati, Ohio 45215 


6-384 (8605) 





IN DEPRESSIVE NEUROSIS 








THE CRISIS IN MENTAL HEALTH RESEARCH 


THE CRISIS UNFOLDS: 1967—1977 


Because the success of its research program is in- 
tegral to the entire NIMH program, which has evolved 
steadily since 1946, an appreciation of the research 
crisis today requires a perspective over time. One 
meaningful time frame is the immediate past decade. 
In 1967, under a major Public Health Service reorgani- 
zation, NIMH gained independent bureau status, be- 
coming autonomous and equal to NIH. Everts influ- 
encing this change, like events that followed, were 
staggered and cumulative. In order to establish 1967 as 
a decisive point in the evolution of NIMH, it is useful 
to consider its growth during the 1950s. 


The Early Years 


The research program of the young institute, sup- 
ported by Congress, the National Advisory Mental 
Health Council, and the NIMH philosophy, initially 
grew steadily. In 1950 research expenditures account- 
ed for approximately 12% of the institute's total bud- 
get. By 1955 research expenditures totaled 45% of a 
$14 million budget; 10 years later they represented 
46% of a $186 million budget. 

Even during these years of unimpeded growth. legis- 
lation was being formulated that would extend the au- 
thorization of the original National Mental Health Act, 
moving the institute toward the 1967 turning point. 

The first of three critical pieces of legislation was the 
Mental Health Study Act of 1955, which led to the for- 
mation of the Joint Commission on Mental Illness and 
Health. The comprehensive final report of this commis- 
sion, Action for Mental Health (1), provided the maior 
impetus and background for President Kennedy's na- 
tional mental health program. 

The second of the three was the Health Amend- 
ments Act of 1956. Title V of that legislation autho- 
rized stepped-up activity in the treatment and rehabili- 
tation of the mentally ill, primarily through the mecha- 
nisms of technical assistance and hospital 
improvement grants. The technical assistance effort af- 
forded emphasis to such program areas as drug addic- 
tion and alcohol abuse. This activity would prove m 
time to be a precursor of formal NIMH expansion into 
broad social problems. 

Lastly, the Community Mental Health Centers Act 
of 1963 initiated a new era of federal involvemen: in 
support of mental health services. The community 
mental health centers program so increased NIMH’s 
responsibilities and budget (an increase of $150 million 
for the first 3 years of that program) that changes were 
required both within the institute and in the institute's 
relations with other agencies. In 1967 all of these infiu- 
ences converged. 





1967: The Turnabout Begins 


Before 1967 NIMH had grown at a faster rate than 
any other institute of NIH; this growth was reflected 
largely in the research budget. However, 4 years after 
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the pessage of the Community Mental Health Centers 
Act, the community mental health centers program 
budge: had overtaken the research budget. Research 
bad net been downgraded, nor had research dollars 
been channeled toward the services program. Rather, 
the traditional research program and budget, i.e., the 
numbe- of new grants and dollars awarded, became 
static while other components of the institute thrived. 


Growth of Targeted Research Programs 


Anotaer drain on NIMH's research resource base 
began with a question posed to the entire federal bio- 
medical research establishment that addressed the is- 
sue of tae relevance of mission-oriented agencies. In 
1957 President Johnson asked whether biomedical re- 
search Éndings and the unprecedented expansion of 
the knowledge base should not be made more directly 
applicabe to an improvement of the nation's health. 
The question was indicative of a growing emphasis, 
felt in allgovernment programs, on the analysis of rela- 
tive cost: versus benefits of programs as prime criteria 
for their success and continuation. 

However, the benefits of mental health research, al- 
though dearly substantial, are not readily demon- 
strable in quantitative terms. The results of behavioral 
research often relate to aspects of human function- 
ing—both normal and abnormal—that are less tangible 
than those dealt with in other health research or deliv- 
ery programs. Calculations can be made of reduced 
costs resu ting from decreasing numbers of Americans 
hospitalized for mental illnesses, but numerical values 
cannot be attached so readily to such areas as height- 
ened feelirgs of well-being and strengthened coping ca- 
pacities, both of which are critically necessary for 
more productive human functioning. 

Today, ia retrospect, it appears that these questions 
of researck accountability and public stewardship of 
public funcs had a cutting edge not foreseen in 1967. 
This cutting edge was unsheathed and fine-honed in a 
post- Waterzate environment pervaded by suspicion of 
wrongdoing by public servants, but it was cast during 
our critical era, the mid- and late-1960s. The catalyst 
was an emerging sense of distrust, not only in the capa- 
bility of the mental health system but, more basically, 
in the goals and idealism of the Great Society. 

The institate was then riding on a crest of growing 
budgets, effertless appropriations victories, and a vir- 
tual landslide of legislative changes. Social analysts 
have termed the phenomenon a "revolution of rising 
expectations." Then, subtly and profoundly, the wave 
was broken. The obvious obstacles were a growing dis- 
illusionment and disenchantment with the Viet Nam in- 
volvement, tae condition of urban centers, and cam- 
pus unrest. Taese and other phenomena resulted in dis- 
appointment, frustration, and anger when great 
expectations were not met. It became increasingly 
clear that the funds to meet the promises were not 
forthcoming. There was a blend of overpromise on the 
part of the sczial architects and an unwillingness on 
the part of the public to either see the price that had to 
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The Crisis in Mental Health Research 


BY BERTRAM S. BROWN, M.D. 


The author states that the mental health research 
program of the United States is facing a threat to its 
survival as a force for public health. He describes the 
antecedents of this crisis, which include the separation 
of the National Institute of Mental Health from the 
National Institutes of Health and other organizational 
changes, the public's disappointment that overly great 
expectations were not met, and monetary inflation 
coupled with budgetary cutbacks. He concludes that, 
because research cannot be separated from the goals 
of service and training, the success of the total mental 
health program in the United States depends on 
resolving the research support crisis. 


THE NATION'S MENTAL HEALTH research program 
stands on the brink of collapse. This paper provides 
hard data and personal observations that, taken togeth- 
er, lead to a single conclusion: the research program 
faces a crisis threatening its survival as a force for pub- 
lic health. Born of a host of factors—fiscal. political, 
administrative, psychological, and social—the crisis is 
not unanticipated and explosive; rather, it is a veiled 
and erosive emalgam of circumstances. It warrants the 
attention, analysis, and mobilization of mental health 
professionals and citizen groups alike. 

In July 1946 President Harry Truman signed and ap- 
proved Public Law 487, the National Mental Health 
Act. That law, which created the National Institute of 
Mental Health, marked the beginning of the federal 
government’s large-scale support of research in mental 
health. Although the act called for the support of clini- 
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cal training and some services, an emphasis on re- 
search was apparent. The legislation specifically autho- 
rized a variety of mechanisms for support of research: 
intramural studies, research fellowships, and grants to 
institutions and individuals. A National Advisory Men- 
tal Health Council was created under the legislation to 
review and select projects that might make "'valuable 
contributions to human knowledge with respect to the 
cause, prevention, or methods of diagnosis and treat- 
ment of psychiatric disorders." 

Within weeks of the act's implementation, the first 
National Advisory Mental Health Counci! was con- 
vened—financed by a foundation grant because the 
first appropriation to the new National Institute of 
Mental Health would not be made for another year. On 
the recommendation of the council, Congress placed 
the yet to be chartered NIMH under the research-ori- 
ented National Institutes of Health. An alternative 
would have been to situate NIMH within the Bureau 
of State Services of the Public Health Service in light 
of the new organization’s service responsibilities. By 
agreeing to the NIH designation, Congress approved 
the idea that treatment of mental illness could be fur- 
thered most effectively by conducting anc stimulating 
research. The die was cast; by 1955 NIMH was spend- 
ing nearly one-half of its total budget on research, a 
proportion that would remain stable for approximately 
15 years. 

Since the first grant was awarded in 1948 NIMH's 
research effort unquestionably has produced an 
enormous yield of information about the causes, treat- 
ment, and prevention of mental illness and about fac- 
tors that foster mental health. Research efforts have 
been undertaken not only to develop knowledge but al- 
so to apply new knowledge because without the test of 
application, hard-won basic and clinical knowledge 
withers. Similarly, attempts to develop effective men- 
tal health professional resources falter when they lack 
the input and dynamism of new knowledge. 


Am J Psychiatry 134:2, February 1977 113 





Before prescribing or administering, see Sandoz literature for ful’ preduct infor- 
mation. The following is a brief summary. 
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gradually. Orthostatic hypotension is more common in femalss “nan in males. 
Do not use epinephrine in treating drug-induced hypotensoon since pheno- 
thiazines may induce a reversed epinephrine effect on occasian. Daily doses in 
excess of 300 mg. should be used only in severe neuropsychiatric 2onditions. 
Adverse Reactions: Central Nervous System —Drowsiness, especially with 
large doses, early in treatment; infrequently, pseudoparkinson sm and other ex- 
trapyramidal symptoms; rarely, nocturnal confusion, hyperactivity, lethargy, 
psychotic reactions, restlessness, and headache. Autonomic Nervous.System— 
Dryness of mouth, blurred vision, constipation, nausea, vami'ig. diarrhea, 
nasal stu/finess, and pallor. Endocrine System—Galactorrhea breast engorge- 
ment, amenorrhea, inhibition of ejaculation, and peripheral edems. Skin— Der- 
matitis and skin eruptions of the urticarial type, photosensitivity. Cardiovascular 
System— ECG changes (see Cardiovascular Effects below). Ozher— Rare cases 
described as parotid swelling. 

The following reactions have occurred with phenothiazines and should be con- 
sidered: Autonomic Heactions— Miosis, obstipation, anorexia, paralytic ileus. 
Cutaneous Reactions— Erythema, exfoliative dermatitis, contact dermatitis. 
Blood Dyscrasias—Agranulocytosis, leukopenia, eosinopalia, throm- 
bocytopenia, anemia, aplastic anemia, pancytopenia. A//eagic Reactions— 
Fever, laryngeal edema, angioneurotic edema, asthma. Hepawtoxicity—Jaun- 


A40 


n short-term therapy of moderate 
to marked depression with variable 
degrees of anxiety in patients 
with depressive neurosis 


MELLARIL 


(THIORIDAZINE) 


RESULTS OFTEN 
SEEN IN A WEEK 





dice, bikary stasis. Cardiovascular Effects— Changes in terminal portion of 
electroc rdiogram, including prolongation of Q-T interval, lowering and inver- 
sion of -wave, and appearance of a wave tentatively identified as a bifid T or a U 
wave hae been observed with phenothiazines, including Mellaril (thioridazine); 
these apear to be reversible and due to altered repolarization, not myocardial 
damage. While there is no evidence of a causal relationship between these 
changes and significant disturbance of cardiac rhythm, several sudden and 
unexpec-ed deaths apparently due to cardiac arrest have occurred in patients 
showing characteristic electrocardiographic changes while taking the drug. 
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develop f medication is stopped at that time. Endocrine Disturbances— 
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syndrome marked by progressive pigmentation of skin or conjunctiva and/or 
accompanied by discoloration of exposed sclera and cornea; stellate or 
irregular 5pacities of anterior lens and cornea; systemic lupus erythematosus- 
like synd: ome. 
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be paid or pay the bill. Insidious to overpromising and 
underdelivery was a doubt in the truthfulness of gov- 
ernment. The relationship between lying and over- 
promising is not simple, but it is important; it reduces 
to trust and distrust in institutions. 

Seen in this context, public indignation over Water- 
gate was not an isolated phenomenon but a culmina- 
tion of complex social processes. Its pertinence in this 
discussion relates to accountability, trust, and the mis- 
sion of any given institution or system—in this in- 
stance, mental health research. Today we see that 
those least able to demonstrate quantifiable benefits 
from funds expended are likely to be regarded no: only 
as sponsors of ineffective programs but as purveyors 
of dishonest management in government service. 

When questions began to be asked about applicabil- 
ity at the time of the 1967 reorganization, NIMH Direc- 
tor Stanley Yolles had already started to formalize the 
institute's expansion into targeted research on social 
problems. The trend was attuned more to social needs 
and perceptions than to political demands and reflect- 
ed NIMH's ability to discern voids not onlv :n the 
knowledge base but in practical responses to immedi- 
ate problems of human behavior and development. 

For years NIMH had supported research and dem- 
onstration projects on the mental health aspects of 
various social problems. Growing social and political 
concern over these problems encouraged the institute 
to sharpen its focus by creating special units or cen- 
ters. In the mid-1960s centers had been established to 
coordinate research, training, demonstration, consulta- 
tion, and communication efforts in nine areas: alcohol- 
ism, drug abuse, crime and delinquency. the mental 
health of children and youth, suicide prevention, schiz- 
ophrenia, mental health and social problems, metro- 
politan problems, and epidemiology. 

The centers differed in size and responsibility. Some 
received ongoing projects and grant funds transferred 
from existing programs in the institute; these were re- 
ferred to as "operating," "funded," or "total" cen- 
ters. Initially there were three such centers—those 
dealing with alcohol abuse, drug abuse, and suicide 
prevention. The others were "coordinating" centers, 
without grant budgets, that stimulated and coordinated 
support activities throughout the institute. 

Although the various centers have been undeniably 
effective in stimulating and coordinating needed cre- 
ative research, the fiscal ramifications of their exis- 
tence on the general mental health research funds were 
dramatic. This was particularly true of the two centers 
(alcohol abuse and drug abuse) that later evolved into 
separate institutes under the Alcohol, Drug Abuse. and 
Mental Health Administration. 

In 1972 the Division of Special Mental Health Pro- 
grams spent $8.5 million on research grants out of an 
NIMH total of $82.5 million for all research grants. 
That same year the units concerned with drug abuse 
and alcoholism spent $19.5 million, more than twice 
that of the division in which they had originated. As a 
further illustration of the tremendous growth o£ public 
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and governmental interest in these areas. research 
grants for zhe two areas accounted for only 10% of the 
institute's research grant funds in 1968 but close to 
2596 just 4 years later, in 1972. 


THE SHRINKING DOLLAR: 1967—1977 


The foregoing discussion provides some idea of the 
forces at work over the past decade to reduce both the 
potency aad availability of the NIMH research dollar. 
This sectien of the paper will present some of the hard 
data that support the critical nature of these changes. 

Withou: intending invidious comparisons, we may il- 
lustrate one trend by holding up NIMH/ADAMHA 
budgets azainst NIH budgets for the same decade. 

In 1967 the research budget for all components of 
NIMH wzs $103.8 million. Today, excluding research 
activities in alcohol and drug abuse, the NIMH re- 
search budget is $95.9 million. The decade resulted in 
a 7.6% decline in actual budget dollars available. In 
1967 the otal research budget for all components of 
NIE was $588.8 million. The administration's propos- 
al for 1977 ts $2.14 billion, a change that reflects a 
263% increase in actual dollars. 

Because overall comparisons of the two agencies in- 
volve maay factors, figures, and trends, however, it 
may be more illustrative to focus on specific aspects of 
the entire picture. Considering the budget in terms of 
actual do lars available might obfuscate the most tell- 
ing trend over the decade, namely, inflation: a 1977 dol- 
lar cannot purchase the same goods and services that 
were purchased with a 1967 dollar. For these analyses, 
we have ased the NIH Biomedical Research Deflator, 
a constart that accounts for the annual average 7.2% 
rate of inflation between 1965 and 1975. 

Between 1969 and 1975 funds for the research pro- 
grams of NIH increased by more than 3446 in terms of 
actual buying power; at the same time, comparable 
support for mental health research decreased by near- 
ly 3156. 

A comparison of the budgetary fate of NIMH with 
NIH institutes that have also suffered decreases dem- 
onstrates how seriously the NIMH position has 
eroded. Taking inflation into account, 4 of the 10 insti- 
tutes of NIH have experienced reductions in grant sup- 
port since 1969. The National Institute of Allergy and 
Infectious Diseases experienced an 8% reduction; the 
National Institute of Arthritis, Metabolism, and Diges- 
tive Diseases, 15.2%; the National Institute of General 
Medical Sciences, 19.2%; and the National Institute of 
Neurolcgical and Communicative Disorders and 
Stroke, 22.1%. None of these approaches the 30.7% 
decrease that NIMH research funds experienced. 

Of all NIH and ADAMHA institutes, NIMH and, to 
a lesser degree, the National Institute on Alcohol 
Abuse and Alcoholism were the only ones to suffer a 
cut in actual research obligations over the years 1970 
to 1975 :see table 1 and figure 1). 

The irstitute’s 1976 budget allocated $62 million for 
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TABLE 1 


Comparison of Research Obligations of NIH and ADAMHA Institutes, 1970-1975 
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Research Obligations, in Millions of Dollars 





Institute 1970 1971 1972 1973 1974 1975 
National Cancer Institute (NCI) 133 188 269 326 415 581 
National Heart and Lung Institute (NHLI) 121 162 198 223 285 311 
National Institute of Arthritis, Metabolism, and Digestive Diseases (NIAMDD) 98 113 12 120 144 159 
National Institute of General Medical Services (NIGMS) 70 92 106 102 123 136 
National Institute of Child Health and Human Development (NICHD)* 54 75 96 94 118 130 
National Institute of Neurological Diseases and Stroke (NINDS) 66 78 88 83 110 128 
National Institute of Allergy and Infectious Diseases (NIAID) 73 85 9] 89 100 110 
NIMH 88 90 91 89 100 93 
National Institute of Dental Research (NIDR) 15 23 31 29 35 44 
National Eye Institute (NEI) 19 25 34 34 38 40 
NIDA 5 8 20 22 30 34 
National Institute of Environmental Health Sciences (NIEHS) 13 16 22 23 25 3j 
NIAAA 5 6 8 "i 13 Il 


*[ncluded the National Institute on Aging (NIA) in 1976. 


research grants—$18.7 million less than in 1967 and a 
reduction of more than 23%. If one employs the con- 
stant dollar figure, that cut translates into a 53% de- 
crease in buying power. 

The view ahead is even more ominous. The 1977 
budget proposed by the Ford administration is $60.1 
million for the research grant program—a decline of 
$20.6 million, 25% over the last decade. Further in- 
cursions of inflation will mean an actual cutback of 
$45.1 million between 1967 and 1977, more than 56%. 

These data tell a devastating story: over the past dec- 
ade more than half of NIMH's research grant support 
capability has been erased. 

In comparison with that of its sister institutes within 
ADAMHA, NIMH's support of mental health re- 
search has been reduced in remarkable disproportion. 
In 1970 research obligations for drug abuse totaled 
$5.3 million; by 1975 the research budget of the Nation- 
al Institute on Drug Abuse had risen to $34 million—an 


National Institute on Alcohol Abuse and Alcoholism. 
even without a heavy programmatic emphasis on re- 
search, enjoyed an increase from $5.3 million in 1970 
to $11 million in 1975, a 208% increase. 

The dominant characteristic of the period under dis- 
cussion is the departure of NIMH from NIH. When 
one compares the fiscal fates of the two agencies, it is 
interesting to note that the ramifications of that split 
are being felt directly more than a decade later. In fis- 
cal year 1976, a $130 million supplemental appropria- 
tion was provided to NIH by Congress in an attempt to 
balance out the differential between the "super- 
endowed" institutes—Cancer and Heart and Lung— 
and other components of NIH (see figure 1). Despite 
the best efforts of ADAMHA, NIMH, the most severe- 
ly cut of all the federal biomedical programs, was un- 
able to obtain a portion of that supplemental appropria- 
tion. 
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Recognition of the Problem 


In large measure the most dramatic aspects of the sit- 
uation have gone relatively unnoticed. Although 
NIMH's general mental health research budget had be- 
gun to plateau by the mid- to late-1960s, the strongly 
politicized and socially sensitive drug abuse and alco- 
hol programs were just coming into their peak years in 
1970. The growth of these programs in subsequent 
years helped camouflage the cutbacks in general men- 
tal health research. 

When ADAMHA was created in 1973, research 
funds were allocated separately to each of the three in- 
stitutes. The already limited ability (limited because of 
obligations, earmarked funds, and Congressional man- 
date) of the parent institute, NIMH, to distribute funds 
to program areas of greatest need was totally eliminat- 
ed. The state of the general mental health research bud- 
get had to be viewed under a harsh new light. 

Also, the NIMH program planners had not routinely 
assessed the effect of inflation, a factor that most vivid- 
ly illustrates the drastic downward slope of what other- 
wise has been considered a plateau—a plateau reached 
with few exceptions by the entire federal biomedical 
research establishment. 


Concomitants of Fiscal Strangulation 


The effect of monetary cutbacks on a national re- 
search program that directs the bulk of its resources to 
investigator-initiated projects can be assessed only in 
part by the loss in dollars and number of awards. The 
hidden nature of the crisis is found in administrative 
and qualitative threats to the research program; these 
merit separate consideration. 

For example, in the past 5 years the average life 
span of an NIMH research grant has been reduced 
from 5 years to 3. Although they were intended as an 
adaptive NIMH response to fiscal realities, it is now 
clear that the shorter project periods yield no addition- 
al options on termination; because the shorter projects 


FIGURE 1 
Comparison of Research Obligations af NIH and ADAMHA Institutes, 
1970-1975* 
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may be less highly regarded by review commti-tees the 
strategy may be leading toward poorer research. 

The intrusion of the Office of Managemen: aid Bud- 
get into traditional NIMH spheres of budget decision 
making has considerably weakened the institut2’s con- 
trol over its own financial destiny. Furthermore, in the 
face of research cutbacks, a decreasing administrative 
staff is required to provide all applicants equa. access 
to consultation and review; conceivably this situation 
might lead to a bind threatening the integrity of the 
peer review system. Because of budgetary uncer- 
tainties and various administrative stumbling blocks, 
NIMH increasingly tends to be viewed as an adversary 
rather than as an advocate and colleague of Ihe re- 
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.search scientist. In a classic spiral of events, as all of 


the above becomes more burdensome, research scien- 
tists turr. to other pursuits. Today the impact is felt in a 
stagnation of knowledge development; tomorrow it 
will tell n a paucity of experienced researchers, given 
the present dearth of quality training opportunities. 


DYNAMICS OF THE DECLINE 


Several of the factors currently influencing the sta- 
tus of tte weakened NIMH research program are the 


results cf dynamics that were viewed in the late 1960s 


as necessary and beneficial to the evolution of the insti- 
tute and its mission. To deal more effectively with the 
crisis, i is useful to consider the historical bureau- 
cratic amd social antecedents. 


Battle oj the Holy Triad 
The "holy triad’’—research, training, and serv- 
ices—hzs traditionally distinguished NIMH from other 
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programs. Over the years these latter programs have 
developsd their own constituencies and bases of sup- 
port-that, although they cope with urgent and critical 
researcl: matters. 

Some-analysts of the mental health program contend 
that by maintaining programs in all three areas NIMH 
has uncermined its research support base. Varying 
claims zre made that 1) the institute lost its research 
ethos when it was separated from NIH; 2) the in- 
satiable demands of the service dollar have driven 
down awd out the research dollar; and 3) the demands 
for lead2rship of such a complex enterprise may have 
diluted “he concentrated leadership and attention vital 
to the rsearch sphere. Of these three broad allega- 
tions, I personally feel that the last may be the most 
valid. 


AdministrativelOrganizational Change Dynamic 


The zdministrative/organizational change dynamic 
stems from and is inherent to the existence of the holy 
triad. 

To separate or not to separate? Since the earliest 
days of NIMH a convergence of the programs in re- 
search, -raining, and mental health services has repre- 
sented the social movement called mental health. The 
question of whether this unusual constellation could 
survive in a health bureaucracy that normally sepa- 
rated these functions soon became an issue. À major 
reorgan zation proposal in 1959-1960 would have left 
research as part of NIH, moved services to the Bureau 
of State Services, and placed training responsibilities 
in yet a “hird organization. The battle has flared repeat- 
edly—ir 1965, 1966, 1971, 1974, and today. 

Agair, 1967 stands out as a key time in analyzing the 
manage-ial issues surrounding the triad. Although 
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NIMH evolved as an aberrant institute within NIH, it 


had the fastest rate of growth of all NIH components, 
broke off, and became autonomous. This was a sym- 
bolic turning point: NIMH was no longer seen as pri- 
marily a research enterprise but as something special. 
In the intervening years it has wandered in a bureau- 
cratic wilderness, coming under the short-lived Health 
Services and Mental Health Administration, then un- 
der NIH briefly again, and now under the Alcohol, 
Drug Abuse, and Mental Health Administration; ney- 
er, however, has it lost its triadic identity. Most, re- 
cently, the President's Panel on Biomedical and’ 
havioral Research voted 4 to 3 against splitting fhe 
holy triad. 

The fact that NIMH has survived intact does not 
minimize the strain on the organization. In retrospect 
the phenomena described above appear as a series of 
administrative changes; tn day-to-day operations, ad- 
ministrative chaos is frequently a more apt descriptor. 


Social Sensitivity Dynamic 


Since the early days, when it provided technical as- 
sistance to the states, a unique and controversial role 
of NIMH has been as scientific arbiter of diverse social 
and behavioral issues. The involvement has often been 
sought and initiated by the institute in response to per- 
ceived social needs; other times the involvement has 
been forced on the institute, which has been either re- 
ceptive or, at times, resistant. Whatever the origin and 
route of a topical behavioral concern, NIMH fre- 
quently has been the terminus. 

Between 1964 and 1968, while the growth rate of the 
institute research program was beginning to show 
signs of leveling, responsibilities increased. This was 
the era of the Great Society’s attacks on poverty, 
crime, urban problems, drug addiction, and alcohol- 
ism. NIMH, with its record of pertinent research activ- 
ities, was encouraged to create special units or cen- 
ters. Such centers are still emerging as the need is felt. 
Research on mental health and aging, one of the most 
durable of NIMH's special interest areas, only re- 
cently was elevated to the status of a center and prom- 
ises to be a major influence on the course and produc- 
tivity of research in this field—barring a prolongation 
of the research crisis. 

Still other problems, ‘‘lightning rod" problems, 
which are often expensive and time-consuming, have 
been laid on our doorstep by Congressional action. A 
study of the effects of television on social behavior, 
particularly of children, and attendant questions of 
learning and development offers one example. Al- 
though the substantive scientific results may prove to 
be socially and politically risky, the institute's neces- 
sary contribution 1s rigorous and uncompromised re- 
search. 

The institute was given the responsibility in 1976 to 
establish a National Center for the Prevention and 
Control of Rape; again, this was an outgrowth of politi- 
cal pressure and NIMH's unique ability to contribute 
to an understanding of the social bases of behavior. 
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With a $3 million budget but a reliance on the capabili- 
ties of staff already employed, the evolution ard prog- 
ress of this center is of critical concern—an important 
experiment. 

There are those who contest this expansion into the 
social issues arena. NIMH is criticized for supporting 
social problems research at the expense of biomedical 
and behavioral research. In fact, much of the money 
now being funneled toward social problems is money 
that became available specifically for that purpose; the 
claim that these activities are eating from the basic bio- 
medical and behavioral trough is arguable. The point is 
that the emphasis on social issues is a dynamt of the 
present situation, a function of the times that tae men- 
tal health researcher must recognize and work fo an ad- 
vantage. 


Anti-Mental-Health Dynamic 


During the entire period of its existence NIMH has 
been beset by a host of forces that, from varying per- 
spectives, have attacked the validity, sanity—even the 
Americanism—of the mental health movement. These 
forces arise from within as well as from outside the 
mental health community. Although all fields of sci- 
ence are marked by substantive and theoretical quar- 
rels, the past few years have witnessed unusually 
strong dissension in psychiatry and the mental health 
field as a whole. Claims have been made by psychia- 
trists that ‘‘psychiatry is dead” and that ‘‘mental ill- 
ness is a myth,” and many lay people have ettacked 
the entire field as devoted to brainwashing amd mind 
control rather than to healing. 

Meanwhile, the field of mental health has suffered in 
common with other research areas from forces that 
chronically attack the entire research community as re- 
mote from the day-to-day needs of real people in their 
functioning environment. | 

The golden era of the scientist appears, at least tem- 
porarily, to have ended. The physical sciences have 
been under attack since the time of Hiroshima; the bio- 
logical and life sciences are now being called to ethical 
account in matters of genetics and other life-manipu- 
lating matters. The psychiatric and psychological sci- 
ences are viewed by many as the most threatening and 
frightening of all because they deal with mind zontrol, 
behavior modification, lobotomies, and psychiatric 
drugs—all of which are ways to manipulate others. No 
doubt some of these fears are justified. The sophisti- 
cation of modern psychiatric technologies in the ab- 
sence of ethical and humanistic social concera repre- 
sents a potent and tangible threat. Mental health re- 
search has unfortunately suffered from cttitudes 
engendered by these realities. 

Despite heroic efforts during the past quarter-cen- 
tury to reduce the stigma attached to mental illness, 
public perception of the mentally ill continues to be 
substantially clouded with shame, suspicion, end hos- 
tility. Because the beneficiaries of mental health re- 
search efforts are themselves suspect, the image of re- 
search per se—its respectability and worth—suffers al- 


so. If the goal of mental health is devalued or rejected, 
so, too, are the mental health research community and 
the federal institution that serves its purposes. 

Despite the overriding importance of protecting the 
rights of research subjects on ethical, moral, and legal 
grounds, it appears that mental health research may be 
particularly and idiosyncratically vulnerable to recent 
concerns about research with human subjects. Regula- 
tions have been proposed that could seriously hinder 
the study of mental patients, children, prisoners, the 
aged, and many other groups. Unfortunately, a few 
projects that appear to have challenged the rights of ex- 
perimental subjects have induced a misperception of 
the field as a whole by the public. 


DISCUSSION 


This retrospective analysis shows many critical 
events, some originating in the institute's earliest 
days, that have contributed to the current situation. 
Portions of this assessment are impressionistic; the 
hard data, however—the dollars and percentages— 
leave little question as to the current status of the 
NIMH research program. 


The Holy Triad’s Moment of Truth 


It is reasonable to say that development of the men- 
tal health knowledge base is yet in its incipient stages, 
that relative to other biomedical research endeavors 
mental health lags. Thus a continued depletion of men- 
tal health research resources poses an even greater 
threat to the unfinished agenda of NIMH. Further cut- 
backs are intolerable. To remain accountable to its mis- 
sion, NIMH obviously must do at least as well in the 
competition for resources as the ‘‘poorest’’ NIH com- 
ponent. At present, NIMH falls short even of that mini- 
mal prerequisite by 8% in relative buying power. 


Hopeful Factors on the Current Scene 


The NIMH Research Task Force was initiated be- 
fore already bleak trends in the research program had 
assumed the shape of a crisis. Consequently, the re- 
port Research in the Service of Mental Health (2) has 
proven a timely document, a rich resource in the sub- 
stantive concerns of the research scientist and adminis- 
trator: where are we now and where do we go from 
here? 

In addition to providing a scientific review, the task 
force áddressed administrative concerns; some of its 
recommendations, already implemented, have been 
exciting and successful. One of these was the concept 
of the Research Advisory Group to the Director 
(RAG). The RAG brings together key staff, from 
bench scientist to program administrator, for a week- 
ly, no-holds-barred analysis of research issues. 

One dramatic product of RAG deliberations this 
year was the inclusion of a substantial increase in the 
mental health budget in the HEW Forward Plan for 
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Health, the first such recommendation for a turn- 
around in a number of years. The Forward Plan pro- 
posed $105 million; that has been reduced by the Of- 
fice of Management and Budget to $83 million, but it 
still gives grounds for optimism. 

Another reason for optimism is that the President's 
Panel on Biomedical and Behavioral Research recom- 
mended a substantial increase in the level of mental 
health research support.! 


Breaking the Boundaries 


Too often, until a scientist's own application is not 
funded he or she remains unaware of and detached 
from the politics of health research. As a result scien- 
tists have been ineffective in seeking support for and 
fostering mental health research. Many scientists re- 
main naive about governmental processes, believing 
that an editorial in Science or a letter to their Congress- 
man will prove sufficiently effective. Few scientific 
groups work to their political advantage at a local lev- 
el. Few know their local Congressman or, more impor- 
tant, how to reach the constituent power base behind 
the Congressman. 

This power base, the “‘lay public," is the silent ma- 
jority of science. They stand to benefit from its suc- 
cesses, but they are also often the most vulnerable to 
misconceptions about the purpose and process of sci- 
ence research. A foremost need in an era of increasing 
competition for scarce research resources is public 
support. The public has to make a committed and in- 
formed decision as to whether or not it will support 
mental health research needs. 

Neither the scientific community nor the public can 
succeed alone. The blanket of federal support for all 
biomedical research has been pulled, and a new coop- 
erative effort is necessary. One hopeful development 
is that citizen groups such as the 1-million-member 
Mental Health Association, which have been and are 
effective in engendering support for mental health serv- 
ices, are now aware of the research crisis and have be- 
gun to concentrate their efforts behind support of the 
research component of the national mental health ef- 
fort. 

The current crisis is as much a crisis of understand- 
ing as it is one of declining research support. One of 
the most hotly debated issues surrounding the support 
of research by NIMH involves the question of the im- 
pact of the institute's support of nonresearch pro- 
grams—services and training—on the research pro- 
grams themselves. 

On the one hand, some have argued that were it not 


"The optimism foreseen in May 1976 was correct. In June a House 
amendment increased the amount of the NIMH research appropria- 
tion by $10 million. A compromise version reflecting that increase 
was reported out of the Congress. On September 29, 1976, the Presi- 
dent vetoed the appropriation; the following day, the Congress 
voted to override. The iial figure on the research appropria- 
tion (including the rape program, which is separately budgeted) 
stood at $106.9 million, a dramatic reversal of a 10-year decline in 
research resources. 


THE CRISIS IN MENTAL HEALTH RESEARCH 


for the visibility of NIMH's socially oriented programs 
and their strong service delivery orientation, NIMH re- 
search as a whole would have suffered more. Re- 
search, this argument suggests, was the beneficiary of 
the NIMH investment in visible and politically appeal- 
ing programs. 

On the other hand, there are those who argue that 
the initiation of service activities and related manpow- 
er production efforts drained the research programs of 
needed growth resources. From this point of view, re- 
search is perceived as receiving short shrift in budget 
decisions. 

In my estimation, it was the NIMH research base 
and two solid decades of NIMH research experience 
and prestige that led to the success of the community 
mental health centers program. 

Very briefly, I would state that the existing arrange- 
ment has provided the national program with a mea- 
sure of coordination that might not have been attained 
otherwise. In numerous ways it would appear that the 
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structure helped effect and facilitate the "technology 
transfer’’ from research to service. 


COMMENT 


The, present mental health research crisis is not 
merely an economic or administrative debate, the reso- 
lution of which will entail either a recouping of re- 
search resources or a downgrading of research in isola- 
tion. Rather, it is our belief that the decline in research 
support, with all its contributing dynamics, is hinged 
to the cohesiveness and success of the total mental 
health program in this country. 
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Psychiatric Peer Review: The i D.C., Experience, 


1972-1975 


BY PAUL CHODOFF, M.D., AND PHILIP SANTORA, M.D. 


The authors describe the method by which claims 
review for psychiatric practice is carried out by an 
APA district branch peer review committee in the 
Washington, D.C., metropolitan area and analyze the 
claims reviews handled by the committee from 1972 
through 1975. On the basis of their findings they 
conclude that peer review of psychiatric treatment can 
be carried out in a medical framework, that it can have 
some effect in diminishing costs incurred by improper 
utilization or by abuses, and that it canimprove the 
quality of psychiatric practice. 


COMPREHENSIVE INSURANCE for psychiatric disorders 
has been available on a substantially equal basis with 
other medical and surgical conditions since 1967 to the 
approximately 66% of U.S. government employees 
who have chosen Blue Cross and Blue Shield coverage 
for their Federal Employees Health Benefit Program 
benefits. Because the federal government is the princi- 
pal employer in the Washington, D.C., metropolitan 
area a considerable number (often the majority) of the 
patients of most psychiatrists practicing in the area 
pay their bills with this insurance help. Thus they must 
conform to the requirements of the carrier in order to 
be reimbursed. Claims may be denied on a number of 
grounds, including contractual breaches and failure to 
adhere to acceptable standards of practice. A need 
therefore arose for the psychiatric community of the 
Washington, D.C., metropolitan area to develop a for- 
mal mechanism for the evaluation and judgment of 
such cases. Accordingly, a Peer Review and Utiliza- 
tion Committee (PRUC) was organized by the Wash- 
ington Psychiatric Society; it began operation in Janu- 
ary 1972. 

PRUC consists of a chairman and 18 members se- 
lected to be representative of not only the various geo- 
graphic areas that comprise the metropolitan member- 
ship of the Washington Psychiatric Society but also 
the various treatment modalities and interests included 
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in the profession of psychiatry. The members are ap- 
pointed for 3-year periods in a rotating fashion so that 
6 drop out and 6 are appointed each year. The princi- 
pal activity of the committee has been in claims re- 
view, i.e., in recommending denial or approval of 
claims submitted to it for this purpose from various 
sources, principally but not exclusively the Federal 
Employees Health Benefit Program. 

In this paper we will describe the method by which 
this claims review function is carried out by the com- 
mittee. We will then analyze the claims review opera- 
tions for the 4 years 1972 through 1975 and discuss 
some of the important issues that have emerged from 
the experience. 

In relation to its principal source of referrals for peer 
review, Medical Services of the District of Columbia 
(MSDC), the local Blue Cross and Blue Shield organi- 
zation, PRUC operates as an arm of the Peer Review 
Committee of the Medical Society of the District of Co- 
lumbia. Folders containing information about the 
claim and the questions asked by MSDC are sent di- 
rectly to the medical society peer review committee; 
those involving psychiatric treatment are then referred 
by its chairman to the chairman of PRUC. Cases from 
other carriers or from noninsurance sources do not re- 
quire channeling through the medical society. Every 
effort is made to preserve the confidentiality of the rec- 
ords through the deletion of all information in the 
claims review folder identifying the psychiatrist, the 
patient, or the institution in which treatment was car- 
ried out. This precaution is designed to minimize inter- 
ference with the treatment process and to ensure an un- 
biased and objective decision process. 

The PRUC chairman decides which modality or mo- 
dalities of psychiatric care are involved in the case and 
then routes the folder to one of four appropriate sub- 
committees. These subcommittees are concerned, re- 
spectively, with 1) inpatient and somatic treatment, 2) 
treatment of children, adolescents, and families, 3) 
outpatient treatment, including psychotherapy and 
psychoanalysis, and 4) group psychotherapy. Each 
subcommittee makes a preliminary decision in the cas- 
es assigned to it or decides that additional information 
is necessary. In the latter instance, the PRUC chair- 
man requests the information either directly from the 
referring source or through the medical society. When 
received, this information is passed back to the sub- 
committee. 

The subcommittee then presents its findings and rec- 
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ommendations at the next regular monthly meeting of 
the entire committee, which either accepts or rejects 
this decision. This is still not the end of the process, 
however. In cases in which denial of a claim is recom- 
mended, either wholly or partially, the treating psychi- 
atrist (again either through the medical society or di- 
rectly) is sent a copy of the letter containing the PRUC 
decision and is informed of his or her right to appeal 
either through further correspondence or by personal 
appearance before the members of the committee. 

This careful step-by-step procedure has the virtue of 
scrupulously protecting both the confidentiality and 
the interests of patient and psychiatrist, but it is also 
cumbersome and time-consuming. 


SOURCE OF CASES 


Of the 113 cases dealt with by PRUC in 1972-1975, 
85 were referred by MSDC, 17 by Aetna, 4 by other 
commercial insurance carriers (Banker's Life, 1; Mu- 
tual of Omaha, 1; Connecticut General, 1; and North- 
western Mutual, 1), 2 by the providers of services, 1 
by the Public Defender Service, 3 by Medicare, and 1 
anonymously. 

The fact that the majority of the cases originated in 
MSDC has led to an effort to accommodate the com- 
mittee operations to the needs of that organization and 
to cooperate with its officials. Interested representa- 
tives of MSDC may attend committee meetings for the 
discussion of particular cases, but they seldom avail 
themselves of this opportunity. The fact that Blue 
Cross and Blue Shield are physician-operated organi- 
zations has been a major determinant in the decision 
that PRUC should operate primarily through the local 
medical society. 

MSDC is a large bureaucratic organization with a 
number of components that are not always in full 
agreement or communication with each other. Inevita- 
bly PRUC has experienced some frustrations and com- 
munication difficulties in its dealings with MSDC, but 
relations have generally been good. The need to work 
out mutual problems has had an effect in making more 
realistic the attitudes of some psychiatrists who en- 
tered PRUC work with the attitude that insurance car- 
riers were interested only in interfering with their treat- 
ment relationships. 


TIME REQUIRED FOR REVIEW 


The average length of time required by PRUC to dis- 
pose of a case has remained constant through 1972— 
1975 (see table 1). Unfortunately, however, the aver- 
age of about 3 months does not encompass all the time 
during which a case is under review and payment may 
be held up. Before the committee receives the case the 
carrier engages in correspondence with the provider 
and must also prepare the questions to be answered by 
the committee. Furthermore, the material must be 
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TABLE 1 
Time Required for Peer Review of 113 Cases Referred During 1972- 
1975 





Item 1972 1973 1974 1975 


Time required for review 


Unknown 3 2 1 0 
1 month 10 5 6 2 
1-3 months 13 11 7 11 
3-6 months 6 8 4 7 
6-12 months 8 3 3 0 
] year or more 0 l I l 
Average number of months required 
for review 34 34 3.5 32 


"sanitized' before submission. In cases that go 
through the medical society, the recommendation of 
PRUC must be submitted for final approval to the peer 
review committee of the medical society before being 
turned over to MSDC. Cases in which the appeal pro- 
cedure has been invoked, of course, take additional 
time. 

Even when PRUC ultimately recommends payment 
of the claim, payment may be held up during the re- 
view process, imposing burdens on both the patient 
and the psychiatrist, particularly those involved with 
ongoing treatment such as outpatient psychotherapy. 
In these instances treatment may have to be curtailed 
or interrupted if the patient is unable to meet his or her 
payment obligations without the third party's help and 
if the psychiatrist cannot accept deferment of pay- 
ment. Even when payment continues during the peer 
review process, the threat that the claim may be de- 
nied inevitably affects treatment. 


QUESTIONS ASKED BY CARRIER 


In each case submitted the carrier asks one or more 
questions, the answers to which constitute the basis of 
the PRUC decision. These questions are sometimes 
not clear and may betray a certain degree of confusion 
about psychiatric practices. In 1975 MSDC employed 
a local psychiatrist to serve as their paid consultant; 
his efforts have resulted in a better formulation of ques- 
tions. 

As can be seen in table 2, utilizàtion questions about 
the appropriateness and amount of treatment were the 
most frequent. Examples of questions about excessive 
or inappropriate utilization included the following: 
Does a patient with anxiety neurosis need to be seen 
four or five times a week? Is such treatment necessary 
after 3 or 4 years or could a treatment of lesser in- 
tensity be substituted? Is adrenal cortical extract an ac- 
ceptable treatment for schizophrenia? Is a treatment 
course of 20 ECTs customary and appropriate? Is 
more than one psychotherapy session a day custom- 
ary? How much treatment (individual and group psy- 


TABLE 2 


Type of Questions (N=170)* Asked About 113 Cases by Source of Re- 
ferral During 1972-1975 ' 


Number of 
Type of Question Questions 
Questions about utilization (N=127) 
Overutilization generally 18 
Appropriateness of treatment for diagnosis 36 
Amount of treatment generally 2 
Frequency of treatment 27 
Length of treatment sessions 7 
Total treatment time 14 
More than one modality of treatment used 8 
Active versus custodial inpatient treatment 6 
Treatment versus education 8 
Other 1 
Questions about fees 16 
Questions about qualifications of provider 7 
Contractual questions 14 
Adequacy of treatment questions 2 
Miscellaneous 4 


*In a number of cases more than one question was asked. 


chotherapy and family treatment) can a patient in a 
specialized psychiatric hospital absorb each day? How 
many members constitute a group for group psycho- 
therapeutic purposes? 

Other utilization questions included whether an in- 
hospital patient was receiving active or custodial treat- 
ment and whether the purpose of outpatient psycho- 
therapy was treatment or education (this question was 
particularly applicable to psychiatrists and candidates 
in psychoanalytic institutes). 

Questions about fees included the following: Is it 
proper to charge for a telephone consultation? Is it cus- 
tomary to charge for psychotherapy on the same day 
that a patient has received ECT? 

Questions about the qualifications of the provider 
dealt with such matters as whether a general physician 
was qualified to do psychotherapy with a schizophren- 
ic patient and whether a psychiatrist should supervise 
the group psychotherapy in which his son was includ- 
ed. More searching questions about the competency of 
practitioners to provide psychiatric services were not 
dealt with directly; in only two instances was the ade- 
quacy of a treatment regimen for a psychiatric condi- 
tion questioned. 

Because the carrier is obligated to pay only for those 
services included in the contract between the carrier 
and the subscriber group, the committee was some- 
times asked to decide contractual questions, for in- 
stance, whether a particular procedure could be classi- 
fied as direct sex therapy of the Masters-Johnson vari- 
ety (excluded) or was intended for more general 
psychotherapeutic purposes. A particularly knotty 
question was whether the condition being treated exist- 
ed before the patient became a subscriber. 

Sometimes questions that were intended to serve as 
precedents were asked, such as the maximum number 
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of psychoanalytic treatments necessary for a given 
diagnosis. 

In answering these questions, the members of the 
committee draw on their individual and collective 
knowledge of what is usual and customary in the local 
psychiatric community. The guiding principles of the 
committee's operations are to avoid rigid constraints 
on psychiatric practice and the stifling of attempts to 
be innovative or creative and to determine whether 
even an unusual procedure might be justified in a par- 
ticular instance and therefore be reimbursable. 


LOCATION AND MODALITY OF TREATMENT 


More cases involving outpatient treatment than in- 
patient treatment were questioned (see table 3). Of the 
113 cases considered, 27 involved inpatient treatment 
and 86 involved outpatient treatment. This finding 
might indicate a greater degree of carrier acceptance of 
what appears to be traditional medical practice taking 
place in a hospital along with a certain degree of suspi- 
ciousness about outpatient procedures, particularly 
psychotherapy, which seem less conformable to the 
medical model. However, these figures may be decep- 
tive because the questions in some in-hospital cases re- 
ferred to whole patterns of practice of a particular pro- 
vider or institution rather than to a single case. This 
tendency was accentuated in 1976. 

A large number of questions was also concerned 
with individual psychotherapy and psychoanalysis, 
and a substantial number involved group psychothera- 
py and such somatic treatments as drug therapy and 
ECT. The experimental treatment category includes 
procedures of questionable validity, e.g., the use of a 
form of electrostimulation known as SEDAC, autogen- 
ic biofeedback, network psychotherapy, and marathon 
group psychotherapy. The active hospital treatment 
category includes questions designed to separate ac- 
tive from custodial treatment. Cases in which the use 
of more than one modality was questioned included 
combinations of ECT and psychotherapy, individual 


TABLE 3 ‘ 
Treatment Modalities Involved in 113 Cases Referred for Peer Review 
During 1972-1975 


Number of Cases (N=127)* 


Treatment Modality Inpatient Outpatient Total 
Drug therapy I 6 7 
ECT 12 0 12 
Group psychotherapy 2 9 11 
Individual psychotherapy — 11 48 59 
Psychoanalysis 0 25 25 
Experimental therapy 0 $4 3 
Active hospital treatment 7 0 7 
Other 1 0 1 
Total 34 93 127 


*[n 14 cases more than one modality was involved in the question. 


Am J Psychiatry 134:2, February 1977 123 


PSYCHIATRIC PEER REVIEW 


TABLE 4 


Actlons Taken by Peer Review Committee in 113 Cases During 1972-1975 


Actions Taken by Committee (N —127)* 


Treatment Modality Approval 


Drug therapy 

ECT 

Group psychotherapy 
Individual psychotherapy 
Psychoanalysis 
Experimental therapy 
Active hospital treatment 
Other 

Total 


S aS 
SON e LA MO N Dn 
me 


t3 


Denial** 


AC uw OWN eK bh 


Qualified Approval or Percent of 
Qualified Denial No Decision Denials 

1 0 57 
7 1 33 
3 0 9 

14 4 20 
0 10 
0 i 60 
0 1 
I 0 

26 17 19 


*Actions were taken in response to questions asked; because more than one question was asked in some cases there are more actions taken than cases. 
**In 5 cases denial of claim was appealed by the provider; in 3 of these the decision was reversed and the claim finally approved. 


and group psychotherapy, and drug therapy and psy- 
chotherapy. 


PEER REVIEW ACTIONS 


Of the 113 cases reviewed, full approval was recom- 
mended in 58 and denial in 21 (see table 4). In 17 cases 
the decision was qualified, that is, some aspects of the 
claim were approved while others were denied. An ex- 
ample of a qualified decision is one affirming that mara- 
thon group therapy was an acceptable treatment but 
that the fee charged was too high. There was no deci- 
sion in 17 cases because a legitimate peer review ques- 
tion was not present, because information was in- 
sufficient to warrant a decision, or for other reasons. 
Claims were denied with all modalities except psycho- 
analysis and in response to whether a hospital stay was 
for custodial rather than active treatment purposes. 

It can be seen in table 4 that the percentage of de- 
nials and the number of qualified approvals or qualified 
denials was higher for the ECT and drug therapy 
groups than for the psychotherapeutic modalities. This 
interesting finding may indicate that the somatic treat- 
ments are more susceptible to misuse than the psycho- 
therapies or that the evidence in the somatic therapies 
is more objective and therefore more easily examined 


than evidence in the psychotherapies. For instance, if 


a hospital record indicates that more ECTs than usual 
or customary were administered in a case of depres- 
sion, denial is easy. However, with the psycho- 
therapies the decision is based on statements by the 
therapist justifying his or her course of action. Be- 
cause consensus is lacking about the indications for 
the various forms of psychotherapy or the proper 
amount or frequency of psychotherapy for a particular 
diagnosis, it is less likely that a claim in a case that has 
been ably defended by the therapist will be denied. In 
spite of this, however, there was a substantial per- 
centage of denials or qualified approvals in cases of in- 
dividual psychotherapy. 
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For psychoanalysis, however, there were no de- 
nials. Included in the no-decision group for psycho- 
analysis were 6 cases that were not accepted for peer 
review, an action tantamount to approval of the 
claims. In a very high percentage of cases of psycho- 
analysis the claim was approved. This may indicate 
that in the Washington, D.C., metropolitan area psy- 
choanalysis is rendered only by qualified providers for 
proper indications. Again, the subjectivity of the deci- 
sion-making process may also play a role. 

It should be noted that the committee has no assur- 
ance from any of its referring sources that its recom- 
mendation will be followed. However, as far as we are 
able to determine there has been only 1 case in which 
the source did not concur with the PRUC recommen- 
dation. This almost universal acceptance of PRUC de- 
cisions seems to indicate that, at least in our area, bind- 
ing arbitration agreements (which have been instituted 
elsewhere) are not necessary for peer review work. 


DISCUSSION 
Feasibility of Psychiatric Peer Review 


We believe that our 4-year experience in the Wash- 
ington, D.C., area has demonstrated that peer review 
of psychiatric treatment can be carried out in a medical 
framework. Roadblocks have appeared along the way, 
but none has been crippling. One has been the sheer 
amount of time and effort required from the members 
of the committee, all of whom serve on a voluntary 
basis. In the future, peer review activities may be tak- 
en over by PSROs, whose members will receive pay- 
ment for their work and which will have secretarial 
backup. 

As far as can be determined, the operation has been 
satisfactory to the principal carriers who refer cases to 
PRUC. Occasional complaints are heard from psychia- 
trists, but no decision has been seriously challenged. 
Efforts to achieve a reasonable balance between the re- 


quirements of confidentiality and accountability have 
resulted in a compromise that has been accepted (if 
without enthusiasm) by local psychiatrists. It is clear 
that in the world of third-party payment the con- 
fidentiality of the psychiatrist-patient relationship can- 
not be as inviolate as in the two-party out-of-pocket 
system. However, disruptive effects on therapeutic 
relationships produced by peer review actions seem to 
have been rare. 


Effectiveness of Peer Review for Quality Control 


There is reason to believe that the functioning of 
PRUC has had a substantial effect on at least some as- 
pects of psychiatric practice in the metropolitan area. 
Washington, D.C., and surrounding counties and 
cities in Virginia and Maryland are relatively heavily 
populated with psychiatrists, most of whom are well 
trained and competent. However, the psychiatric com- 
munity inevitably also includes less qualified practi- 
tioners whose treatment activities require peer review 
monitoring to protect consumers. As an example, scru- 
tiny by PRUC of one hospital department of psychia- 
try resulted in its investigation and eventual reorgani- 
zation and in the supervision of the practice of one of 
its members by a senior psychiatrist. In other cases, in 
which consensus about what constitutes proper prac- 
tice 1s lacking, the committee obviously is less able to 
assert any control; perhaps this is as it should be. 

The committee imposes control on the quality of 
psychiatric services through the denial of claims. Thus 
it not only brings the unacceptability of the practice in- 
volved to the attention of the particular psychiatrist 
but also establishes a body of precedents for third-par- 
ty guidance. Awareness that they may be called to ac- 
count by their peers may also have a cautionary influ- 
ence on some psychiatrists. 

The case-by-case approach is not entirely satisfac- 
tory, however. Formal criteria for standards of prac- 
tice are also needed, both to serve as benchmarks for 
practicing psychiatrists and to be translated into guide- 
lines for carrier operations. Accordingly, PRUC has 
been engaged in an effort to formulate standards for 
certain psychiatric modalities. This effort has proved 
to be difficult because of the problems involved in 
agreeing on a common denominator for the treatment 
behavior of a diverse group of psychiatrists, the need 
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to avoid putting a straitjacket on innovation, and the 
nature of psychiatric practice, which does not lend it- 
self to rigid rules. 

The committee has become more aware of an addi- 
tional aspect of quality control—the need for practi- 
tioners to have credentials establishing their compe- 
tence in the various treatment procedures that define 
psychiatry as a healing art. This is a problem that psy- 
chiatry shares with other medical specialties because 
technically all that is required to seek third-party reim- 
bursement for any treatment procedure is an M.D. 
degree. 


Effectiveness of Peer Review in Cost Control 


The question of cost control is of paramount impor- 
tance, especially in the light of fears that full psychiat- 
ric coverage will put an intolerable burden on the costs 
of insurance and future national health insurance pro- 
grams. Psychiatrists maintain that these costs can and 
will be controlled by adequate peer review; this claim 
may be somewhat excessive. It is obvious that many 
factors besides abuse or overutilization of treatment 
procedures are involved in the cost of coverage for 
psychiatric treatment, such as the demand for and the 
cost of services and the supply of providers. It may be 
more accurate to say that in the course of its quality 
control operations peer review can have an appre- 
ciable effect in diminishing expenditures made neces- 
sary by improper utilization and abuses. An example is 
the Select Committee on Psychiatric Care and Evalua- 
tion, which, at a cost of $100,000, is said to have saved 
the Civilian Health and Medical Program of the Uni- 
formed Services $5 million. 

When effectively carried out, peer review opera- 
tions inevitably have cost control consequences. How 
extensive these will be must remain a subject for fu- 
ture determination, which will be more meaningful 
when peer review functioning is more widespread 
throughout the country. However, as far as the psy- 
chiatric profession is concerned, it needs to be stated 
unequivocally that cost control is not the only purpose 
of peer review. The principal reason that organized psy- 
chiatry must continue to expand its efforts in peer re- 
view is to control the quality of the practice of psychia- 
try in the interests of better care for individuals suffer- 
ing from psychiatric disorders. 
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The Relationship of Psychiatry to Primary Care 


BY PAUL JAY FINK, M.D. 


Although it is not officially considered a primary care 


specialty, psychiatry is intimately related to training 
and practice in fields that are so designated. The 
primary care physician must have expertise in 
interviewing, counseling, psychophysiological 
disease, dependence syndromes, etc.—all areas in 
which psychiatry has a body of knowledge and 
intervention techniques. It is recommended that all 
primary care training programs develop behavioral 
objectives in the areas of mental illness and 
psychosocial aspects of disease; active liaison and 
consultation with departments of psychiatry should be 
an integral part of these programs. The author 
presents suggestions for possible program design and 
notes that the relationship between psychiatry and 
primary care specialties is a continuing challenge to 
Ihe field. 


PUBLICATION OF the Millis report (1), which called for 
the training of more primary care physicians, the devel- 
opment of a Board of Family Medicine, and increased 
attention to the inadequacy of the American health 
care delivery system have all contributed to the cur- 
rent emphasis and focus on primary care. The Associa- 
tion of American Medical Colleges recently developed 
a comprehensive definition of primary care that stimu- 
lated national attention to the problem through a series 
of workshops on the subject. However, the issue is far 
from clear, as 1s shown by 1) lack of consensus on the 
definition of primary care, 2) confusion about the roles 
of family medicine/family practice and other groups 
that share in the care of ambulatory patients, and 3) 
lack of a precise body of knowledge and skills needed 
to practice primary care. Further, there is still some 
question as to whether the primary care issue is an in- 
vention designed to address academic, political, or 
care delivery problems. 

Primary care is seen as a possible solution to prob- 
lems of inadequacy and maldistribution of health man- 
power as well as a necessary precursor to national 
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health insurance. Because every citizen should have 
the right to adequate health care and appropriate ac- 
cess to medical personnel, these issues are intertwined 
and have taken on national importance. 

Psychiatry is struggling with some of the same is- 
sues as the designated primary care specialties (family 
medicine, general internal medicine, and general pedi- 
atrics). Psychiatry is primarily an ambulatory care pro- 
fession. Like family medicine and pediatrics, it empha- 
sizes the family, primary prevention, and counseling. 
Many of the conditions for which patients seek help 
from primary care physicians are psychiatric in nature, 
either primarily or secondarily. Serious problems that 
must be addressed in any discussion of the primary 
care issue include the lack of sufficient numbers of psy- 
chiatrists to deliver far-reaching mental health care, 
the dependence on foreign medical graduates to deliv- 
er care in most state hospital systems, the concentra- 
tion of psychiatric manpower in a few large urban cen- 
ters (and the resulting massive maldistribution), and 
the chronic exclusion of psychiatric illnesses from full 
and equal reimbursement by all types of insurance pro- 
grams (both federal and private). 


IS PSYCHIATRY A PRIMARY CARE PROFESSION? 


There is no clear answer to the question of whether 
or not psychiatry is a primary care profession. Since 
the term “‘primary care” has not been adequately de- 
fined, the position of psychiatry in the overall concept 
is unclear and totally subjective. Some psychiatrists 
consider themselves to be primary care physicians be- 
cause they deal with the total patient and follow the 
patient through both psychiatric and medical prob- 
lems, even though they do not take primary responsi- 
bility for medical treatment. Others, who consider pri- 
mary care to be synonymous with family practice, are 
horrified by the idea that as medical mental health spe- 
cialists they might have to handle an acute medical 
problem. Baker (2) has defined the ‘‘unique skills” of 
family medicine as ambulatory care, continuity of 
care, use of ancillary personnel and the team ap- 
proach, counseling, preventive medicine, and atten- 
tion to the economics of health care. Certainly, these 
"unique skills" are familiar to the general psychiatrist, 
who works in the same areas but from an entirely dif- 
ferent perspective. In a series of recent articles (3, 4), 
I have collaborated with others in exploring the defini- 
tion of primary care and how by minor changes in the 


underlying concepts it might be made suitable to psy- 
chiatry. 

Of greater significance than the designation of psy- 
chiatrists as primary care physicians is the direction 
that organized psychiatry and psychiatric educators 
have taken in moving closer to medicine as we struggle 
to define the roles and tasks of a psychiatrist. It is clear 
that our identity as medical specialists has become 
very important in any definition of our profession. In 
getting closer to medicine and in defining both the lim- 
its of our practice and the skills specific to and inherent 
in the profession, we will undoubtedly find psychiatry 
impinging on the primary care professions and vice 
versa. 


EDUCATION OF PRIMARY CARE PROFESSIONALS 


There is almost total agreement that the field of psy- 
chiatry has an essential and special role to play in the 
education of all primary care professionals. It was with 
this in mind that the American Psychiatric Association 
and the American Association of Chairmen of Depart- 
ments of Psychiatry joined forces to suggest in- 
troduction of the following amendment to the recently 
passed health manpower bill: 


[that] schools of medicine, osteopathy, hospitals, health 
professions schools and health service providers, in order 
to provide for expanded curriculae in Psychiatry shall (A) 
train primary care physicians to identify, diagnose and 
treat patients with mental and emotional illness, (B) re- 
quire all designated primary care training programs to in- 
clude training in psycho-social aspects of medicine 
through cooperation with accredited psychiatric practi- 
tioners and/or programs and (C) develop consultation/liai- 
son working relationships between primary care physi- 
cians and psychiatrists.! 


Although we often fail to communicate adequately 
with our associates in medicine, we do have skills and 
a body of knowledge that must be appropriately in- 
troduced into their overall armamentarium. Further- 
more, primary care was invented to reintroduce into 
scientific medicine such concepts as the total patient 
and humanistic care. The primary care physician must 
be knowledgeable in such areas as interviewing, coun- 
seling, the effects of the physician's role and attitude 
on the health of his patients, patient compliance, 
personality issues in health and illness, psycho- 
physiological disease, emotional stress secondary to 
illness and hospitalization, alcoholism, marital dys- 
function, and faulty child-rearing patterns if he is to be 
fully competent in the practice of his profession. These 
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are areas in which psychiatry has accumulated a body 
of theoretical knowledge and techniques of inter- 
vention. 

There is a long history of cooperation between fam- 
ily medicine and psychiatry in developing continuing 
education programs. In recent years significant train- 
ing in psychiatry in undergraduate medical curricula 
and family medicine residency training programs has 
increased, although we have yet to develop jointly de- 
signed and universally accepted model curricula. 
There is also excellent cooperation between child psy- 
chiatry and pediatrics in the development of liaison 
and educational programs in scores of academic cen- 
ters. However, in contrast to family medicine, these 
pediatric programs generally have been based in hospi- 
tals rather than in ambulatory care centers. 

Internal medicine, obstetrics and gynecology, and 
surgery have been slower in incorporating psychiatric 
education into their residency training programs. How- 
ever, a great deal of thought is being given within these 
fields to a baseline of psychiatric knowledge and skills 
that such practitioners should have. 


BEHAVIORAL OBJECTIVES 


All primary care training programs should develop a 
series of behavioral objectives in the areas of mental 
illness and psychosocial aspects of disease, which 
should include some variation on the following in- 
complete list: 

1. To recognize that evaluation and, where appro- 
priate, treatment of mental and emotional problems 
are within the scope of practice of a primary care phy- 
sician. 

2. To acquire interviewing skills, with proper use of 
open-ended and specific questions to enhance data col- 
lection in short periods of time. 

3. To gain the ability to recognize and deal with 
emotional and mental problems in patients presenting 
with essentially nonpsychiatric conditions. 

4. To diagnose and manage selected psychosomatic 
and emotional disorders consistent with the physi- 
cian's training and practice. 

5. To develop skills necessary for dealing with com- 
mon anxiety, depression, and problems of living, in- 
cluding couples counseling and dealing with marital, 
sexual, adolescent, and family problems. 

6. To provide initial management of psychiatric 
emergencies until the services of a psychiatrist can be 
arranged, if the latter service is necessary. 

7. To acquire knowledge and skills in diagnostic and 
therapeutic aspects of psychoses and neuroses and to 
determine over the course of the residency which 
areas are within the physician's management capabili- 
ties for total care and which must be referred. This in- 
cludes appropriate knowledge of the use of psycho- 
tropic drugs. 

8. To be able to manage problems of grief, terminal 
illness, and adjustment to disability. 
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9. To be knowledgeable and experienced in the dis- 
orders of craving, obesity, alcoholism, and drug abuse 
and to be aware of personality patterns that put the 
patient at risk of developing habituation to medica- 
tions prescribed by the physician. 

10. To be capable of sufficient introspection to as- 
sess one's own attitudes and values. 

Each training director may make deletions or.addi- 
tions to such a list, but the general concepts are accept- 
ed, for the most part, by leaders in all primary care 
fields. None of the specific objectives listed above ad- 
dresses the more global issues of the quality of patient 
care and the doctor-patient relationship, which are im- 
portant to all physicians. Psychiatrists have vigorously 
attempted to present an attitude toward patient care 
that includes a humanistic approach and a respect for 
the patient. 


A MODEL CURRICULUM 


The ideal primary care training program would in- 
tegrate appropriate training in psychiatry into the en- 
tire fabric of the resident's curriculum. A one- or two- 
month rotation in a psychiatric unit or hospital does 
not constitute proper training. Such an experience is 
not only inadequate, it is antithetical to the basic needs 
of the resident in primary care. There is no absolute 
answer or ideal curriculum, but the following outline 
might suggest essential ingredients for training family 
practitioners, internists, or pediatricians as primary 
care physicians. 

1. Weekly conferences that can be either case con- 
ferences in which residents present cases to the psychi- 
atrist for evaluation and discussion, case-oriented 
workshops (based on the Balint model) that deal not 
only with the emotional aspects of the patient but also 
the emotional responses of the residents, or a lecture 
series on specific important topics in psychiatry and 
behavioral science. (A training program might provide 
all three types over the course of the residency.) 

2. Rounds (at least once a week) with members of 
both the training program faculty and psychiatric facul- 


ty. 

3, Supervision of ambulatory cases using the same 
techniques as those employed with psychiatric resi- 
dents (i.e., one-to-one private discussion with suf- 
ficient time to discuss. both the case and the physi- 
cian’s response to it.) 

4. Availability of psychiatric consultation and con- 
sultation with other mental health professionals (e.g., 
psychologists and social workers) in the model prac- 
tice units so that it will become routine to include con- 
sideration of psychosocial problems. 

5. Development of an active psychiatry liaison and 
consultation service in the general hospital so that spe- 
cialty and critical care units would routinely deal with 
psychiatric issues in the care of patients. 

It is essential that there be a partnership between 
psychiatry and primary care specialties on learning 
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and patient care within the milieu of the primary care 
specialty. Variations on the themes described shoüld be 
encouraged so that the trainees and the two sets of fac- 
ulty, primary care and psychiatric, will feel the excite- 
ment of learning from and with each other and the com- 
fort of accepting the differences between the two pro- 
fessions. 


LIAISON PSYCHIATRY 


The legislation referred to earlier in this paper specif- 
ically encourages the development of liaison and con- 
sultation programs. These programs have not thrived, 
largely because they go beyond simple hospital consul- 
tations to programmatic activities that address the 
needs of both hospital staff and aggregates of 
patients—activities that are not covered by third-party 
payers. Therefore, hospitals incur increased costs 
without immediately obvious and measurable results. 

However, liaison programs represent one of the best 
methods for bringing psychiatry and other medical spe- 
cialties into closer cooperation. It is imperative that 
the psychiatric profession view the development of liai- 
son-consultation programs as a top priority in the train- 
ing of psychiatrists. They are also an excellent milieu 
for the training of medical students and nonpsychiatric 
physicians, both residents and staff. Psychiatry has a 
major role to play in areas of general medicine as well 
as specialty units. Liaison psychiatry in renal dialysis 
and cardiac surgery has matured in the last decade. - 
The paradox of innumerable articles proving the bene- 
fit of liaison psychiatry in the face of lack of funds, in- 
terest, and priority for this important area must be ad- 
dressed by the profession. 

Every hospital administration and every department 
of medicine, family medicine, and pediatrics should in- 
sist on adequate liaison services in order to maintain 
quality patient care. Currently, liaison programs are 
the top priority of the psychiatry training branch of the 
National Institute of Mental Health. 


THE ASSAULT FROM WITHOUT AND WITHIN 


In discussing the relationship of psychiatry to prima- 
ry care, it would be remiss to overlook the attitude that 
other medical specialties, as well as other mental 
health professions, hold toward the field of psychiatry. 
Because many psychiatrists are ambivalent about the 
legitimacy of their role and uncertain of the boundaries 
of their appropriate sphere of influence, they are 
treated with humor or contempt by medical col- 
leagues, and the field is encroached upon by other men- 
tal health professionals. In the academic world, psychi- 
atry truly forms the bridge between medicine and the 
healing arts on the one hand and the behavioral and so- 
cial sciences on the other. Any plan that calls for the 
development of a close link between psychiatry and 
the primary care professions in terms of both educa- 





| 

` tion and clinical services must also call for a redüction 
. of the affective distance and the animosity jthat has. 
been responsible for widening the gap over the past 50 


^ years. | ; 


"THE POLITICS OF PRIMARY CARE 


The drive toward increasing the total number of pri- 
mary care providers in the United States has led to leg- 
: islative ploys that would 1) increase the number of 
medical schools, 2) increase the number of students en- 
rolled in those schools, 3) determine the actual number 
and percentage of residency slots dedicated to primary 
care and, finally 4) mandate where physicians who 
graduate from such programs would eventually settle 
and practice. In all of this the emphasis on primary 
care and financial support of primary care programs 
has left specialties not so designated, such as psychia- 
try, in a secondary position. Since we also have prob- 
Jems of total manpower and manpower distribution, 
we are seeking recognition of these facts by pressing 
for designation of 10% of all residency slots in the na- 
tion for psychiatry. If such a policy were adopted at 
the national level, the relationship of psychiatry to the 
primary care specialties would undoubtedly be af- 
fected. Although this puts us in a competitive posture 
vis-à-vis the primary care specialties, it is essential 
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that there be more psychiatric practitioners and teach- 
ers if we are to fulfill the missions described in this pa- 


per. 


CONCLUSIONS 


The relationships between psychiatry and the desig- 
nated primary care specialties are currently being ex- 
amined by medical educators. Psychiatry, although 
not officially considered a primary care specialty, cer- 
tainly plays an essential role as a required academic 
field of study for these specialties. The objectives of 
such educational programs and the methods for achiev- 
ing them are the challenge of the future in defining the 
relationship of psychiatry to primary care. 
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Whom to Refer for Group Psychotherapy 


BY HENRY GRUNEBAUM, M.D., AND WILLIAM KATES, M.D. 


The authors believe that group psychotherapy is a 
useful modality in terms of both economic use of 
resources and manpower and effective treatment for 
many common problems. Three major indications for 
group therapy are inappropriate patterns of 
interpersonal relationships, the tendency to act 
immediately on feelings, and the potential or existence 
of a transference that impedes individual therapy. 
Patients in these categories who are also in crisis or 
have a neurotic problem for which the development of 
a transference neurosis is indicated may require 
individual therapy instead of or in addition to group 
therapy. The attitude of the referring physician is 
crucial; he/she must provide support during the 
transition and must believe that group therapy can 
substantially benefit the patient. 


Tuis PAPER will present a clinical perspective on the 
frequently asked question, How do you decide wheth- 
er to refer a patient for group or for individual psycho- 
therapy? We believe that group therapy is a useful 
treatment modality for many patients seeking help in 
an outpatient clinic setting, not only because it pro- 
vides economic use of staff time and energy, but also 
because it is an appropriate and effective treatment for 
a number of common problems. | 

Discussion of referrals for group psychotherapy is 
often clouded by strong ideological opinions—typi- 
cally, the feeling that group therapy is “‘second-rate 
treatment.” Such a position is often reinforced by clini- 
cians having had rewarding personal experiences in in- 
dividual psychotherapy or analysis but no such experi- 
ences in group psychotherapy. However, a review of 
the literature on the effectiveness of group and individ- 
ual psychotherapy (1) suggested that there is no scien- 
tific reason to believe that individual therapy is superi- 
or to group therapy. The most carefully controlled 
study (2) was of discharged but previously hospitalized 
schizophrenics and found that group therapy was more 
effective than individual therapy carried out by the 
same therapists. Other studies of treatment outcome in 
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the clinic setting have been poorly designed or in- 
conclusive. 

How, then, are treatment modalities to be chosen? 
In answer to that question, we have arrived at a set of 
clinical guidelines that reflect a position between the 
scepticism of scientific outcome studies and the con- 
viction of preference and ideology. 

At this point, a brief description of the kinds of indi- 
vidual and group treatment we are discussing seems 
necessary. Individual treatment is conceived of as is- 
sue-focused, insight-oriented psychotherapy. This 
therapy is long-term and involves considerable activity 
by the therapist, with careful attention to the transfer- 
ence, and has been well described by Malan (3), Balint 
and associates (4), and Balsam and Balsam (5). Group 
treatment is also seen as long-term, occurring in a 
stable group of peers where the members are provided 
opportunities for demonstrating habitual difficulties in 
relationships (being) and for trying out new styles of 
relating (becoming). The leader's task is to foster ma- 
ture peer relations and growing intimacy while keeping 
the focus not on himself and the transference but on 
the group members and their feelings about each oth- 
er. Yalom (6) has presented a similar perspective on 
group therapy. 

The patient population with whom we are concerned 
is the broad range of adults who come to the outpatient 
department of a mental health center or general hospi- 
tal. These adults (excluding addicts, alcoholics, delin- 
quents, psychotics, and older people, who present dif- 
ferent problems in choice of treatment modalities) 
have neurotic, characterological, borderline, and situa- 
tional problems. They are perceived as treatable, as 
having the potential to benefit from insight, and as ex- 
cellent candidates for. psychotherapy. Choice of treat- 
ment modality becomes an urgent question as the clin- 
ic year progresses and all individual therapy time is 
filled. Group therapy referrals are then made because 
"nothing else is available," and many therapists feel 
that they are referring first-class patients to second- — 
class treatment. The clinic is forced to consider the 
question as it is usually phrased: ‘‘Whom shall we re- 
fer to group or individual therapy?” 

Our clinical experience suggests a more effective for- 
mulation of this question that can help clinicians to use 
therapeutic resources more rationally as well as pro- 
vide more flexible opportunities for patient growth. In 
this view, one particular kind of patient is not assigned 
to one kind of treatment; rather, over time the patient 
is referred flexibly to the treatment modality most use- 
ful for the pattern of action that he/she wishes to 


change. Decisions about treatment alternatives may be 
made several times in the course of a patient's treat- 
ment at the clinic. 


MAJOR INDICATIONS FOR GROUP 
PSYCHOTHERAPY 


Faulty Interpersonal Patterns 


First, group treatment seems to help patients under- 
stand and change patterns of difficult interpersonal 
relationships, particularly with people of the opposite 
sex (although we have also seen these difficulties in ho- 
mosexual relationships). The difficulties are often man- 
ifested in one of three ways: 1) withdrawal from rela- 
tionships, 2) multiple transient relationships, and 3) 
very sticky and overdependent relationships, often 
with inappropriate partners. 


Ms. A, a 22-year-old secretary, had been terrified of 
men since adolescence, when her aunt was raped. She 
was referred to group therapy because her individual ther- 
apist was concerned that she knew nothing about sex and 
sexuality. It was suggested that she learn to talk to men 
before becoming sexually involved. Gradually, over the 
course of a year in group treatment, she reported that she 
was talking to men at work x having lunch with them for 
the first time. 


Mr. B, a 37-year-old architect, had had long periods in 
his life when he lived alone and saw only a few old friends. 
However, there were also periods when he became sex- 
ually invólved with women who were usually uneducated 
but quite motherly. As he became increasingly involved 
and they began to care for him, his feelings of desire gradu- 
ally turned to contempt. In the group, his need to look 
down on people was brought forcefully to his attention 
and this behavior slowly changed. Concurrently, his ef- 
forts to relate warmly were rewarded by the group's in- 
creasing enjoyment of his intelligent and way assess- 
ments of situations. 


"The group provided both of these fearful people with 
a chance to get to know members of the opposite sex 
gradually and safely. Similarly, the promiscuous 
patient often is unable to get to know members of the 
other sex since he/she relates predominantly in a tran- 
sient, uncaring, casual way. 


Mr. C wasa businessmbh who made frequent trips dur- 
ing which he conducted both business and sex. When he 
became attached to one of the women in the group, it was 
not possible for him to deal with her casually as had been 
his pattern in the past. He had to deal with her as a whole 
person week after week, which provided him an opportu- 
nity to study his conflicts regarding intimacy. He gradu- 
ally came to see that intimacy was possible and more re- 
warding than his previous patterns. 


The interpersonal patterns described in these exam- 
ples are manifestations of the patient’s character, here 
defined as the ego-syntonic aspects of an individual’s 
personality (as opposed to neurotic or ego-alien fea- 
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tures). Guttmacher (7) has also written about the effi- 
cacy of group psychotherapy in the treatment of char- 
acter problems. Confronting aspects of a. patient's 
character in individual therapy is often hazardous— 
confrontation may be experienced as rejection rather 
than as help. Commenting on a patient’s boring tone of 
voice, provocative or seductive behavior, or sense of 
entitlement may sound to the patient like a statement 
of the therapist’s personal feelings and opinions rather 
than factual observation. In group therapy, character 
patterns such as those in the examples above are not 
described but are instead experienced in the actual in- 
teractions in the group. Since reactions to the patient 
are multiple, confrontations are modulated and made 
possible by the simultaneous offer of support and em- 
pathic identification. The skillful leader can, if neces- 
sary, regulate the force and sadism of the con- 
frontation. 

Confrontation by a peer is received and accepted 
more readily than that offered by a “‘parent.’’ The com- 
mon ‘‘sibship” of the members makes the experience 
more friendly and less rejecting. Finally, members can 
see their own characterological problems in others and 
experience both confrontation and support vicari- 
ously. The shifting focus in the group allows for silent 
participation when the patient is too threatened to par- 
ticipate more directly. One need not always be in the 
“hot seat’’ in a group. 


A man from a grouse hunting family was told by another 
man who was also to the manor born that he seemed to 
have difficulty accepting his ''aristocratic roots." When 
he replied in anger, ‘‘You only know that because you are 
from the same sort of family,” the soft-spoken rejoinder, 
“Of course," defused the anger and demanded an honest 
self-scrutiny. 


Many of the patterns that interfere with patients’ 
relationships with others do not reflect regression in 
the face of unconscious conflict but seem instead to re- 
sult from early deprivation and fixation. Uncovering 
and interpretation of conflict do not seem useful for 
these kinds of problems. Balint (8) labeled the predica- 
ment of the patient ‘‘the basic fault’’ and described his/ 
her need for ‘‘healing, not explaining." Group thera- 
py, with its supportive atrhosphere and multiple rela- 
tionships, can often provide some of the corrective 
emotional experience that allows people to try out new 
modes of relating and move beyond fixated patterns. 


Impulsive Behavior 


A considerable number of young adults find it diffi- 
cult to control the need to act immediately on their feel- 
ings. The unique advantage of group therapy is that 
some members of the group become participants in the 
patient's characteristic pattern of action while others 
serve as the chorus to the drama, commenting on the 
behavior. The psychotherapist conducting individual 
therapy often finds it more difficult to be both partici- 
pant and observer. The temporal simultaneity or con- 
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tiguity of action and commentary tend to force the 
patient to examine feelings underlying the action. Com- 
mentary from other group members is experienced, as 
noted earlier, as less threatening than that from the 
therapist. The actual data of the patient's behavior are 
available to the therapist, and his/her comments can 
take into account all parties in the interaction, focusing 
attention on initiators, recipients, and witnesses. For 
instance, he/she can say: ''It appears that Tom gets him- 
self attacked, something Steven is only too happy to 
engage in, while Mary says, ‘Lefts you and him 
fight." The therapist can see first-hand how the 
patient gets himself attacked. These data are much 
harder to come by in individual therapy. 

The problem for the therapist is to contain the action 
within the group, i.e., to prevent sexual feelings from 
leading to intimate subgroups, or anger to fragmenta- 
tion. Responsibility for group boundaries and rules are 
shared by the leader and members. The more disturbed 
and fragmented the members, the more responsibili- 
ty the leader must take for group rules. With healthier 
patients, responsibility for group rules is given to mem- 
bers. In discussing these rules and their infringements, 
group members can learn about the feelings that under- 
lie action. It is our belief that the group leader should 
strive to make the group a setting in which inter- 
personal relationships and personal expression can be 
approached playfully. Like play, the expression of real 
feelings and reactions need not have weighty con- 
sequences in action but instead can be an opportunity 
for learning. 


Transference 


Group therapy is extremely useful when predicted 
or existing transference cannot be placed in per- 
spective by the patient who insists on the “‘reality”’ of 
feelings. Szasz (9) has emphasized that transference in- 
terpretations always involve reality testing and that 
the patient must be able to experience certain feelings 
as being inappropriate to the therapeutic relationship. 
If the patient is unable to do this, therapist and patient 
have a difference of opinion rather than an opportunity 
for understanding. Dealing with such problems is eas- 
ier in the group, which offers the patient several 
unique opportunities. The reality-testing clarifications 
are offered by peers rather than by the object of the 
transference distortions; thus they can be more readily 
accepted by the patient. 


Ms. D was a waif-like young woman who had almost no 
relations with her family and required constant support 
from her therapist. Moreover, she sought a second thera- 
pist on whom she also made demands. In the group she 
felt that the therapist, by not gratifying her wishes, was 
rejecting her. The other group members pointed out that 
not only did she get her share of attention but they were 
worried that she was the leader's favorite. 


Members of the group can support the patient by 
sharing the perspective they have gained on similar 
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feelings about the leader. Peers can present a realistic 
view of the therapist as a human being with limitations 
and idiosyncracies. 


Mr. E joined the group despite the fact that he believed 
the therapist was insufficiently experienced to help him. A 
referral by the group therapist to an individual therapist 
was unsuccessful. The patient could not find the right ther- 
apist and derogated the efforts of the group leader. The 
group repeatedly pointed out to him that he wanted a god, 
not a human being, as a therapist. They also told him that 
he talked down to the therapist as though he thought of 
himself as superior. He was eventually able to accept a re- 
ferral—this time to a woman, even though he believed 
‘no woman could know enough to help me." He was able 
to agree with the group therapist that seeing a woman ther- 
apist would enable him to detour his need to expect too 
much of certain men and his disappointment with their fail- 
ures. The new therapist and patient were able to begin pro- 
ductive work within a short time. 


Finally, the acceptance by the patient of the limita- 
tions of the transference object is greatly enhanced by 
the real gratification provided by the multiple relation- 
ships offered in the group. All demands for gratifica- 
tion are not focused on one limited being (the thera- 
pist). When life or death is dependent upon the vicissi- 
tudes of an untestable transference, as is often the case 
with some suicidal patients, the addition of group ther- 
apy multiplies the possibilities of gratification and re- 
duces the all-or-none impact of the individual transfer- 
ence. 


SUMMARY AND CONCLUSIONS 


There are three types of problems, then, that are 
uniquely approachable in group therapy: 1) un- 
satisfying patterns of interpersonal relationships, 2) 
tendencies to put feelings immediately into action, and 
3) the potential to develop a transference that will be 
difficult to interpret and study. Although these prob- 
lems are often associated with one another, the pres- 
ence of any one of them is sufficient to suggest referral 
to a group. This referral may require modification if, 
for example, the patient is also in crisis. Patients in 
crisis require immediate help and intervention that 
is best supplied by individual therapy. Unless the 
group is organized around a shared common crisis 
(e.g., natural groups like mourners or arranged groups 
like heart attack victims), group cohesion does not 
take place rapidly enough to provide the new member 
with the necessary support that individual therapy and 
the power of transference can provide. After the crisis 
is over and if the patient wants help with one of the 
three major problem areas we have described, referral 
from individual to group therapy is indicated. 

Modification of group referral is also required when 
the patient is extremely. paranoid and severely mis- 
trustful of others. This is often the case in inpatient 
populations and among drug addicts, and techniques 


` and goals of group therapy must be modified accord- 
ingly. Examples of such modifications are mandatory 
treatment, introduction of co-leaders, and increased 
frequency of group meetings. The leader may need to 
focus his/her expectations on helping group members 
to tolerate being in each other's presence, with con- 
frontations kept to a minimum. 

The third set of circumstances requiring modifica- 
tion of group referral is the existence of specific neurot- 
ic problems for which the development of a transfer- 
ence neurosis and its analysis are indicated. This can 
best be achieved in individual therapy or analysis, 
where the search for an answer to the question, ‘‘How 
did I get to be this way” is also best pursued. Con- 
current or subsequent group therapy may be a useful 
supplement to treatment for this type of patient. 

The acceptance by the patient of a referral to group 
therapy depends on both the conviction of the referring 
person that groups have much to offer patients and his/ 
her ongoing support during the transition to group 
therapy and often for some time after its beginning. 
Groups must be seen as useful places for change and 
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growth, not as second-class treatment for second -class 
patients. 
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Patients! Attitudes Toward Behavior Therapy and Psychotherapy 


BY R. BRUCE SLOANE, M.D., FRED R. 
AND ALLAN H. CRISTOL, M.D. 


A questionnaire survey of 50 patients treated by 
behavior therapy or short-term, analytically oriented 
psychotherapy revealed that both groups, as well as 
those patients who improved the most, placed a high 
value on insight, the patient-therapist relationship, 
catharsis, and trust. The findings suggest that 
behavior therapy patients tend to place more 
emphasis than do their therapists on factors that have 
traditionally been thought important in analytic 
psychotherapy. 


CONSISTENT WITH their belief that the proper treat- 
ment of abnormal behavior consists of the application 
of principles of learning derived from the experimental 
laboratory, behavior therapists have placed major em- 
phasis on the therapeutic use of specific techniques 
such as desensitization, aversion, operant condi- 
tioning, and the like. Cognitive and interpersonal vari- 
ables have received comparatively little atten- 
tion (1, 2). Nevertheless, behavior therapists become 
involved in a close, helping relationship with their 
patients. In such an atmosphere it would be expected 
that other potentially therapeutic factors operate as 
well. 

Frank (3) and others (4) have emphasized the impor- 
tance of such nonspecific factors as the provision of a 
theoretical model to explain the patient's distress and 
how to relieve it; an emotionally charged, confiding 
relationship; provision of new information about the 
patient's problem; arousal of the expectation of help; 
provision of success experiences; and facilitation of 
emotional arousal. The opportunity for these factors 
and other techniques such as catharsis and transfer- 
ence, which are emphasized in analytic therapy, 
should be present in behavior therapy as well. Ryan 
and Gizynski (5) interviewed 14 behavior therapy 
patients after treatment and found them more con- 
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cerned with their relationship with their therapist than 
with specific treatment techniques. These authors felt 
that such interpersonal factors played an important 
role in the outcome of treatment. 

The present paper compares the attitudes toward 
their therapists and the treatment process of patients 
treated by behavior therapy and those treated by 
short-term, analytically oriented psychotherapy. 


METHOD 


Data for this study were collected as part of a com- 
parative outcome study of behavior therapy and psy- 
chotherapy; that study is reported in detail else- 
where (6). To describe the study briefly, 94 patients 
were assigned to 1 of 3 groups—psychotherapy 
(N=30), behavior therapy (N=30), or a waiting list 
(N34). The patients, who had applied for treatment 
at the Temple University Hospital Outpatient Clinic, 
were considered good candidates for individual thera- 
py by most criteria. They were young, intelligent, well 
educated (average of 2 years of education beyond high 
school), for the most part had received diagnoses of 
neurosis or pathological personality, and had signifi- 
cant but not entirely incapacitating problems. At the 
end of 4 months' treatment, 8096 of both the behavior 
therapy and psychotherapy patients and 50% of those 
on the waiting list showed sufficient gains to be consid- 
ered improved or symptomatically recovered. 

The 60 patients in the 2 active treatment groups 
were seen by 1 of 3 therapists in each group, i.e., each 
therapist saw 10 patients. The therapists in each group 
were matched in terms of experience. One therapist in 
each group had more than 20 years' experience, one 
had 10-15 years’ experience, and one had 6-8 years’ 
experience. Two of the psychotherapists were psycho- 
analysts, while the third was in personal analysis with 
a training analyst. All had considerable experience in 


‘using short-term treatment techniques based on the 


analytic model. Behavior therapists were free to use 
whichever techniques they felt most appropriate for 
the individual patient. They were not limited to a spe- 
cific technique, such as desensitization or assertive 
training, because of the variety of patient problems 
presented. 

One year after beginning treatment, the patients 
were mailed a questionnaire that asked for their im- 
pressions of the treatment. Of the 60 treated patients, 


50 (half from the behavior therapy group and half from 
the psychotherapy group) completed and returned 
their questionnaires. There were no apparent differ- 
ences between those who failed to respond and those 
who did. 

The first section of the questionnaire contained 
open-ended questions that allowed the patients to com- 
ment on which parts of treatment were helpful, which 
were not helpful, what expectations they had held 
about treatment, and how these expectations were or 
were not met. 

In the second section the patients rated the impor- 
tance of 32 factors to their treatment. The items ranged 
from those characteristic of behavior therapy (for ex- 
ample, ‘“‘by training in muscle relaxation") to those 
characteristic of psychotherapy (e.g., “by explaining 
the relationship of your problem to early events in 
your life”). They also included items characteristic of 
both forms of therapy (for example, ''the appearance 
and manner of your therapist"). Each item was rated 
on a 5-point scale (extremely important," ‘‘very im- 
portant,” important," **slightly important,” or ‘‘not 
important”). 

The last section of the questionnaire offered patients 
an opportunity to comment on what they had learned 
during treatment. 


RESULTS AND DISCUSSION 


General Findings 


Table 1 shows the percentage of behavior therapy 
and psychotherapy patients who rated each item as 
"extremely important” or ‘‘very important’ and of 
those who rated each as *'slightly important’’ or ‘‘not 
important." The items are presented in rank order of 
importance to psychotherapy patients. 

What is most striking about these data are the simi- 
larities between the behavior therapy and psychothera- 
py patients (rank-order correlation p=.80, p<.001). 
Both groups emphasized the same factors as being 
most important in their treatment. The most frequently 
endorsed items largely refer to factors that have tradi- 
tionally been thought important in analytic psychother- 
apy. These include insight, or providing an explana- 
tion of the patient's problem; the patient-therapist rela- 
tionship; catharsis; trust; and development of 
confidence. A behavior therapist might be surprised to 
learn that his patients consider such items as ‘‘the per- 
sonality of your doctor” and ‘‘being able to talk to an 
understanding person’’ so important. Similarly, a psy- 
chotherapist might be surprised at the inclusion of ''by 
encouraging you gradually to practice facing the things 
that bother you.’ 

There were few significant differences between the 
behavior therapy and psychotherapy groups. More 
psychotherapy patients felt the item ''by explaining 
the relationship of your problem to early events in 
your life” was extremely or very important. More be- 
havior therapy patients felt that items involving relax- 
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ation training, systematic desensitization, assertive 
training, setting specific goals, and explaining the treat- 
ment process were very important to their treatment. 
These differences are consistent with the specific tech- 
niques used in each therapy. 

Many items reflecting specific techniques were con- 
sidered very important by only a minority of patients 
in each group. This may be due not only to a general 
feeling that they were a less significant part of treat- 
ment but also to the fact that not every technique was 
used with every patient. For example, only 52% of the 
behavior therapy patients considered assertive train- 
ing (item 16) extremely or very important. Twenty- 
four percent considered it slightly or not important; it 
may well be that many of these patients did not recetve 
assertive training. 


Most Versus Least Successful Patients 


Many of the factors considered most important un- 
doubtedly make therapy a more pleasant experience. 
A professional person who provides a sympathetic au- 
dience and helps in achieving some understanding of 
the nature of the problem may appear very important 
to the suffering patient with a bruised ego. However, 
these factors may have little to do with how much im- 
provement is shown. The opinions of those who 
showed marked improvement in therapy and of those 
whose treatment was less successful may be more rele- 
vant. 

Consequently, we considered separately the per- 
ceptions of the most successful and least successful 
patients. Before beginning therapy, and again after 4 
months’ treatment, patients were extensively inter- 
viewed by an experienced psychiatrist who rated the 
severity of their general maladjustment and of the 3 
specific “‘target symptoms” that bothered them the 
most. In the present analysis “‘most successful" 
patients were defined as those who showed a marked 
reduction in the severity of their 3 target symptoms 
(average of more than 2 points on a 5-point scale) and 
considerable improvement in their overall functioning 
(assessor rating of at least ‘‘much better"). Twelve be- 
havior therapy and 9 psychotherapy patients met these 
criteria. 

Table 2 shows the factors considered extremely or 
very important by at least two-thirds of the most suc- 
cessful patients. In general, these factors are similar to 
those rated most important by the total sample. In- 
sight, catharsis, and the therapist’s personality were 
considered central by patients in both groups. Again, 
there was considerable similarity between the behav- 
ioral and psychotherapy patients. Factors commonly 
thought to be characteristic only of psychotherapy 
were also considered important by at least half of the 
most successful behavior therapy patients. These fac- 
tors were very important to a higher proportion of the 
"most successful" patients than to the treatment 
groups as a whole. This is particularly evident for the 
psychotherapy group, where the 9 factors considered 
important by 67% to 89% of the most successful 
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ATTITUDES TOWARD BEHAVIOR THERAPY AND PSYCHOTHERAPY 


TABLE 1 


Rating of the Importance of 32 Factors by Patients Receiving Psychotherapy (N=25) and Behavior Therapy (N=25), In Percents 


*p«.05. 
** p.01. 


patients were considered important by only 50% to 
76% of the total group. 

Five patients in each of the 2 groups showed only 
minimal improvement, i.e., they averaged no more 
than 1-point improvement on their 3 target symptoms 
and were rated no higher than *'slightly improved" in 
their overall adjustment. 
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Extremely or Very Slightly or 
Important Not Important 
Psycho- Behavior Psycho- Behavior Chi- 
Factor therapy Therapy therapy Therapy Square 
3. His helping you to understand your problems 76 88 12 8 1.0798 
1. The personality of your doctor 68 72 12 8 0.0950 
6. By encouraging you gradually to practice facing the 
things that bother you 64 7] 20 21 0.2598 
5. By helping you relax 60 54 24 25 0.1700 
9. Encouraging you to shoulder your own È 
responsibilities by restoring confidence in yourself 60 58 24 8 0.0139 
12. The skill of your therapist 60 52 24 28 0.3246 
11. By helping you to understand yourself 56 64 20 12 0.3332 
29. Giving a direct answer when you asked a question 54 72 33 20 1.6753 
7. Being able to talk to an understanding person 52 75 32 21 2.7871 
27. His confidence you would improve 50 56 38 28 0.1767 
18. By helping you face reality even if it was unpleasant 48 48 36 28 0 
20. Changes in your life not related to treatment 48 44 32 36 0.0804 
4. By explaining the relationship of your problern to 
early events in your life 48 21 36 63 3.9884* 
2. The appearance and manner of your therapist 44 33 28 25 0.5866 
23. The practical advice of your doctor 36 56 40 12 2.0126 
25. Showing you why you were reluctant to talk or help 
yourself 36 44 48 40 0.3332 
31. The way he dealt with your doubts about treatment 33 36 54 0.0383 
22. By showing pleasure when you made progress 32 40 56 36 0.3472 
10. By just plain liking you 32 32 36 0 
.17. By following the doctor's suggestions of things to do 
between interviews 28 44 52 32 1.3888 
21. By expecting you to try to react in a more mature 
way 28 36 44 32 0.3676 
16. By encouraging you to speak up for yourself 24 52 56 24 4.1594* 
28. Setting goals for you to reach 21 48 58 36 3.9884* 
13. By practicing with the therapist behavior that had 
been difficult for you 20 40 72 44 2.3808 
24. Discussing your personal feelings toward the 
therapist himself 20 36 64 52 1.5872 
30. His explanation of how the treatment works 17 44 63 40 4.3066* 
26. Showing you the meaning of your dreams 17 8 75 84 0.8557 
8. By helping you to understand that many other i 
people have similar problems 16 33 60 58 1.9890 
15. By training you to stay relaxed as you imagine uii 
things which used to make you anxious 8 32 84 36 4.5000* 
19. The medicine you were taking 8 12 80 76 0.2222 
32. His efforts to influence other people 8 12 79 80 0.1794 
14. By training in muscle relaxation 0 20 100 64 3.5554 ** 


The less successful psychotherapy patients showed 
no consistent pattern. The only factor that 4 of the 5 
agreed on was "giving a direct answer when you asked 
a question." However, the behavior therapy patients 
presented an interesting picture. Their list of most im- 
portant factors was virtually identical with that of the 
most successful psychotherapy patients (see table 2). 


TABLE 2 
Factors Considered Extremely or Very Important by Two-Thirds of the 
Most Successful Patients, in Percents 


Psycho- Behavior 


therapy Therapy 
Factor (N79)  (N-12) 
Common to both therapies . 
1. The personality of your doctor 89 67 
3. His helping you to understand 
your problems 89 83 
6. By encouraging you gradually to 
practice facing things that bother you 78 67 
12. The skill of your therapist 78 67 
7. Being able to talk to an 
understanding person 67 75 
Characteristic of psychotherapy only 
5. By helping you relax 78 58 
11. By helping you to understand yourself 78 64 


9. Encouraging you to shoulder your 
own responsibilities by restoring 
confidence in yourself 75 58 


27. His confidence you would improve 67 50 
Characteristic of behavior therapy only 
23. The practical advice of your doctor 44 67 


These items reflect such traditional variables as in- 
sight, catharsis, trust, relationship with the therapist, 
and gaining confidence, rather than behaviorally ori- 
ented factors. The reasons for this are not clear. One 
possibility is that specific behavioral techniques such 
as desensitization or assertive training may have been 
ineffective with the less successful patients. What ben- 
efit these patients did receive might be attributed to the 
nonbehavioral aspects of treatment. 

In addition, the less successful behavior therapy 
patients had some unrealistic expectations from thera- 
py. All of them stated that they had expected dramatic 
cures from their treatment, for example, ‘‘a miracu- 
lous cure,” *a panacea,” **a complete change of my 
attitudes," make me well by some magic formula.” 
By contrast, the less successful psychotherapy 
patients either expressed more limited and realistic 
goals or did not know what to expect from treatment. 

A few patients who had expected an analytic ap- 
proach expressed disappointment with the more 
"mechanistic" behavioral approach. While many of 
these patients felt that therapy was not as helpful as it 
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might have been, they all showed considerable objec- 
tive improvement and were included in the more suc- 
cessful group. It is possible, although only conjecture, 
that these patients would have felt more satisfied with 
treatment had their therapists attended more to the 
relationship, which the patients found so vital. 


CONCLUSIONS 


1. The behavior therapy and psychotherapy 
patients reacted similarly to their experience in thera- 
py. They tended to value the same personal qualities in 
their therapists and the type of therapeutic alliance 
that was formed. 

2. Many of the factors that both treatment groups 
most frequently considered important resemble the 
nonspecific factors outlined by Frank (3). For ex- 
ample, ‘‘helping you to understand your problems" 
was the item most frequently endorsed by both 
groups. The type of explanatory model provided by 
each type of therapy and the kind of insights achieved 
were undoubtedly quite different. However, both 
served the same therapeutic purpose in the eyes of the 
patient. 

3. It would appear that behavior therapy patients 
place much more emphasis on the therapeutic relation- 
ship than do their therapists. Analytically oriented 
therapists feel that in many cases the relationship is 
the treatment (6). Such attitudes are rarely cited in the 
behavior therapy literature, and behavior therapists 
may sometimes diminish or underutilize a powerful 
force that is nevertheless operating, unacknowledged, 
in their treatment. 
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y-Aminobutyric Acid (Gaba) and the Dopamine Hypothesis of 


Schizophrenia 


BY DANIEL P. VAN KAMMEN, M.D. 


y-Aminobutyric acid (Gaba) has been shown to 
influence dopamine activity in the brain. The author 
suggests that Gaba could be involved in the 
hypothesized dopamine hyperactivity in 
schizophrenia. He discusses pharmacological 
interventions that may raise Gaba-mediated function 
in the brain and states that further development of 
Gaba analogues seems clearly indicated. It is 
conceivable, he concludes, that these compounds 
could enhance the antipsychotic activity of dopamine 
receptor blockers, which could lead to the use of lower 
doses and therefore fewer extrapyramidal side effects. 


THE DOPAMINE HYPOTHESIS of manic and schizophren- 
ic psychosis suggests a hyperactive dopamine system 
in the acute phases of the illness. This may be related 
to an increase of dopamine available in the syn- 
apse (1, 2) or an increase in sensitivity of the dopa- 
mine receptor (3). A third possibility is a relatively un- 
deractive neurotransmitter system that controls the 
dopamine system. Such a neurotransmitter could be y- 
aminobutyric acid (Gaba). 

The following observations led to the formulation 
that dopamine could be mediating mania and schizo- 
phrenia: 

All known antipsychotic compounds seem to inhibit 
dopamine receptors (4). High doses of amphetamine 
and methylphenidate, which increase dopamine activi- 
ty in the brain, induce a schizophreniform psychosis in 
normal subjects (5); some patients with schizophrenia 
and mania become more psychotic when given low 
doses of amphetamine and methylphenidate (6). This 
has been reported for L-dopa as well. Low doses of am- 
phetamine, methylphenidate, or L-dopa do not induce 
psychosis in nonschizophrenic subjects (2). Further- 
more, antipsychotic agents antagonize amphetamine 
effects. 

Biochemical data from schizophrenic patient popu- 
lations have neither supported nor refuted the dopa- 
mine hypothesis (7-9). 
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GABA AND DOPAMINE 


Evidence has been presented that Gaba not only is a 

neurotransmitter in its own right but may play a pre- 
synaptic modulating role on dopamine neu- 
rons (10, 11). Gaba is an inhibitory substance that is 
widely distributed through the brain. It is present in 
much larger quantities than the behaviorally active 
monoamines. It also appears to be in nonneuronal tis- 
sue. 
The highest Gaba levels are found in the dopamine 
areas of the brain (basal ganglia) (12). Moreover, al- 
though Gaba levels are no indication of functional ac- 
tivity or turnover rate, Gaba has been shown to be a 
neurotransmitter in the same areas (13, 14). Gaba path- 
ways may function as the long-loop feedback system 
from postsynaptic to presynaptic dopamine neu- 
rons (15, 16). Although the evidence most strongly 
supports the largest dopamine system, the nigrostriatal 
pathway, inhibition of Gaba at the ventrotegmental 
dopamine neurons increases neuronal activity in the 
nucleus accumbens, where terminals of this dopamine 
tract are located (17). This mesolimbic dopamine sys- 
tem has been implicated in psychosis (18). Stevens 
and associates (17) suggested a possible role for Gaba 
in schizophrenia from the behavior displayed by the 
animals in their study (see figure 1). 

Increases in dopamine turnover induced by dopa- 
mine receptor blockade (by neuroleptic agents) or mor- 
phine can be antagonized by Gaba-transaminase 
(Gaba-T) inhibition (19). This also slows down dopa- 
mine disappearance after administration of a-methyl- 
p-tyrosine, which inhibits dopamine synthesis (20). 

Clinicochemical studies further support the possible 
connection between the two systems. Neurological dis- 
orders believed to be mediated through a hypoactive 
or hyperactive dopamine system have been associated 
with a decrease in Gaba levels and L-glutamic acid de- 
carboxylase (GAD) activity in the brain (21-23). 
Chronic L-dopa treatment has been shown to increase 
brain GAD activity in patients with Parkinson’s dis- 
ease, presumably through a tropic effect by dopamine 
on the Gaba system (24). A single-blind study of B-(p- 
chlorophenyD-y-aminobutyric acid (baclofen) reported 
dramatic improvement in severely psychotic 
patients (25), but this has not been replicated in a 
double-blind placebo-controlled study by Bigelow and 
associates, according to a personal communication re- 
ceived from Bigelow in March 1976. 


FIGURE 1 
Gaba and the Dopamine Synapse 
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It is evident that the interaction of the two neuro- 
transmitter systems should be investigated further. 


GABA METABOLISM 


The Gaba-synthesizing enzyme, GAD, uses almost 
exclusively L-glutamate for the formation of Gaba (see 
figure 2). A product feedback inhibition has been pro- 
posed but could not be shown to take place in vitro 
with the purified enzyme (11). Pyridoxal phosphate 
serves as cofactor for GAD, as it does for other pyri- 
doxal phosphate-dependent enzymes. Thus GAD can 
be inhibited by a variety of pyridoxal antagonists, in- 
cluding various carbonyl trapping agents, such as ami- 
nooxyacetic acid (AOAA) and hydrazines. GAD is 
mainly localized in the presynaptic terminal. Uptake 
into presynaptic terminals or into surrounding post- 
synaptic neurons and glia is the major way of removing 
Gaba from its active site. The only known major degra- 
dative pathway for Gaba is transamination by Gaba- 
T (10) into succinic semialdehyde (SSA). Gaba-T is al- 
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so pyridoxal phosphate-dependent and is localized in 
the mitochendria of the postsynaptic neurons and the 
extraneuronal intracellular sites. It is not known 
whether this means that Gaba-T and a Gaba uptake 
system are present in dopamine neurons. SSA is, in 
turn, broken down by succinic semialdehyde dehy- 
drogenase (SSADH). 


RESEARCH STRATEGIES 


Because the synaptic mechanisms of the Gaba neu- 
ron have become better understood recently, the clas- 
sic approaches developed to evaluate and change 
monoamine function in man may be adapted to evalu- 
ate Gaba activity in schizophrenia and mania. This 
methodology includes the following: 1) pharmacologi- 
cal manipulation of synaptic mechanisms (see appen- 
dix 1), 2) measuring neurotransmitter levels and meta- 
bolic enzyme activity in the brains of deceased 
patients, 3) studies of levels in CSF of neurotransmit- 
ters and metabolites (particularly turnover rate), 4) 
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FIGURE 2 
The Gaba Synapse* 
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studies of levels in serum, urine, and CSF of the hor- 
mones regulated by the hypothalamopituitary axis 
(e.g., prolactin, growth hormone), and 5) EEG studies 
of waking and sleeping states and other psycho- 
physiological testing. 

The application of these methods to the pharmaco- 
logical approach is obvious. In this paper I will focus 
on the pharmacological evaluation of Gaba function in 
the brain. 


PHARMACOLOGICAL MANIPULATION OF 
SYNAPTIC MECHANISMS 
Changing Gaba activity in the brain is the major ob- 


jective of the pharmacological approach. To decrease 
the amount of Gaba activity is not feasible because a 
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decrease may be connected with seizure activity. Tra- 
ditionally, increase in neurotransmitter function can 
be accomplished in the following steps: 1) neurotrans- 
mitter administration, 2) increase in the activity of the 
rate-limiting step in synthesis, 3) precursor load, with 
or without protection against peripheral breakdown, 4) 
inhibition of metabolism, 5) increase in release, 6) de- 
crease of uptake, 7) stimulation of receptor activity, 
and 8) administration of compounds that simulate spe- 
cific neurotransmitter activity. 

Neurotransmitter administration. Gaba is a hydro- 
philic (lipophobic) substance that unfortunately does 
not easily penetrate into the brain. However, in some 
disease states the blood-brain barrier may be impaired, 
which may explain the therapeutic effect of Gaba in 
some patients with seizure disorders and Huntington's 
chorea (26, 27). There are reasons to assume that the 


blood-brain barrier is impaired in schizophrenia (28). 
By adding a Gaba-T inhibitor (see appendix 1) the 
. breakdown of Gaba may be slowed down while it pass- 
es through the vessel walls into brain tissue, and sys- 
temic levels increase. A similar strategy is applied in 
the treatment of Parkinson's disease when a peripheral 
decarboxylase inhibitor is administered with L-dopa (a 
dopamine precursor). 

Increase in synthesis. It is not yet possible to in- 
crease the activity of GAD. 

Precursor load. 1-Glutamate has a neurotransmitter 
role of its own, although it may not cross the blood- 
brain barrier. In some cases hypersensitivity to this 
compound has been described (e.g., Kwok’s disease). 
Besides, increasing L-glutamate levels may not affect 
Gaba levels if GAD activity is decreased. 

Inhibition of metabolism. It is conceivable that 
blockade of Gaba-T increases Gaba levels at the synap- 
tic site. Drugs that inhibit Gaba breakdown have been 
reported to enhance postsynaptic inhibition of cortical 
neurons after electrical stimulation of pathways 
thought to release Gaba (29). They also inhibit meso- 
limbic dopamine turnover after dopamine receptor 
blockade (20). 

AOAA, p-cycloserine, and certain monoamine oxi- 
dase inhibitors (MAOIs), which are inhibitors of Gaba- 
T, are available for human use. AOAA may inhibit 
GAD as well; it has been used as an anticonvul- 
sant (30). p-Cycloserine, a potent Gaba-T inhibitor, 
has been used as a tuberculostatic agent. Its psycho- 
tropic properties need further evaluation (31). 

MAOIs that interfere with pyridoxal phosphate, 
such as isoniazid (INH), phenylpropylhydrazine, phe- 
nelzine, and pargyline, raise Gaba levels, presumably 
by inhibition of Gaba-T. Pyridoxine, which prevents 
the neurotoxicity of INH, also increases the seizure 
threshold and may protect GAD from being af- 
fected (32). In general, however, MAOIs have not 
been found very effective in schizophrenia, although 
they may be effective in some subtypes (33). Inherent 
to their well-known effects is an increase in dopamine, 
which could worsen the psychosis. They are not specif- 
ic enough to be used for testing the involvement of 
Gaba in schizophrenia. 

Di-n-propylacetic acid (DPA, Valproate, Ergényl, 
Dépakine), an anticonvulsant drug (34), has been 
shown to increase Gaba levels in the brain in a dose- 
dependent way in animals, supposedly by inhibiting 
SSADH. DPA has been reported to be ineffective in 
Huntington’s chorea (35). Interestingly, DPA raised 
dopamine and serotonin turnover rate in the CNS. In 
contrast to reports from animal studies, however, 
Gaba levels were not changed by administration of 
DPA (35). It is currently under study in patients with 
tardive dyskinesia (36). 

Increase in release of Gaba. Haloperidol has been 
reported to increase Gaba release (37). Diazepam may 
be involved with release. 

Gaba uptake inhibition. Uptake in presynaptic and 
postsynaptic neurons or into glial tissue is the major 
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way of rendering Gaba inactive. Gaba uptake inhibi- 
tion, either by itself or in combination with inhibition 
of Gaba-T, is another approach that may lead to an in- 
crease in Gaba at its active sites. The Gaba derivative 
2-hydroxy-Gaba was reported to be an uptake inhib- 
itor (38). Many psychoactive drugs, e.g., chlorproma- 
zine and imipramine, exert similar nonspecific Gaba 
uptake inhibition (38). Diaminobutyric acid (DABA) 
and B-alanine have been reported to exert uptake inhi- 
bition differentially in glial and neuronal tissue in vi- 
tro 38). DABA interacts with pyridoxal phosphate- 
dependent enzymes and influences glutamic acid up- 
take. 8-Alanine was not effective in vivo. None of the 
known uptake inhibitors is specific enough to warrant 
study. 

Gaba receptor stimulation. Imidazole-A-acetic acid 
(IMA), a naturally occurring metabolite of histamine, 
satisfies many of the criteria for a Gaba receptor agon- 
ist. Because it may not cross the blood-brain barrier in 
man as it does in animals (39), IMA may not enter the 
brain in large enough quantities. Whether it would act 
at sites to affect dopamine activity in psychosis is un- 
known. 

Muscimol (40), a Gaba receptor agonist, has not 
been studied in psychiatric patients. 

Diazepam (Valium) preferentially antagonizes the 
seizures associated with a reduction in the biosyn- 
thesis of Gaba. Costa and associates (41) reported data 
suggesting that diazepam inhibits presynaptic and post- 
synaptic neurons (hyperpolarization) and diminishes 
dopamine turnover through Gaba. Antipsychotic com- 
pounds (e.g., clozapine) have been developed from the 
group of benzodiazepines that traditionally have been 
used most widely as anxiolytic and anticonvulsant 
agents. Bunney and Aghajanian (42) tested a number 
of drugs thought not to have antipsychotic action for 
their ability to reverse the amphetamine-induced sup- 
pression of midbrain mesolimbic dopamine neurons. 
Of the drugs they studied, only diazepam reversed d- 
amphetamine depression of these cells. Diazepam was 
active at doses of 0.8-1.6 mg/kg given intravenously, 
which is comparable to doses at which clozapine is ef- 
fective. Studies with oral diazepam in high doses are 
indicated in schizophrenia. 

Inhibition of neurons. 1-Hydroxy-3-aminopyrroli- 
done-2 (HA-966) may have a direct effect on the Gaba 
system. HA-966 is a derivative of Gaba with a specific 
antidopamine effect like y-hydroxybutyrate (GHB) 
and y-butyrolactone (GBL) (43). It could be used in 
evaluation of an increased dopamine turnover and to 
enhance the antipsychotic effects of the neuroleptics. 
Whether one of its metabolites is Gaba has yet to be 
disclosed. It reportedly has Gaba-mimetic properties 
in that it inhibits acetylcholine and L-glutamate recep- 
tors. It does not affect norepinephrine or seroto- 
nin (44), but it counteracts some amphetamine effects 
in animals (43). 

Baclofen is not a Gaba-T inhibitor, as previously as- 
sumed (45). It has been used in man as a spasmolytic 
agent. It inhibits the presynaptic firing rate of several 
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types of cells. It has a Gaba-like action that cannot be 
blocked by a Gaba receptor antagonist. It also has a 
phenylethylamine moiety in its molecule that may inter- 
act with phenylethylamine receptors (45). One of its 
metabolites is p-chloro-GHB. This may suggest GHB- 
like effects. Thus its effects seem not to be mediated 
through direct effects on Gaba receptors. Its alleged 
therapeutic effects in schizophrenia (25) have not been 
replicated. It also may worsen psychotic behavior. 


CONCLUSIONS 


Since Roberts (46) indicated that an imbalance in 
the Gaba system could be involved in schizophrenia, 
no systematic evaluation of this hypothesis has ap- 
peared in the literature. Some brain autopsy studies 
are being undertaken. According to a personal commu- 
nication from Snyder and Wyatt in 1976, Gaba recep- 
tors and the synaptic mechanisms of the Gaba neuron 
are better understood now than they have been, which 
allows for pharmacological manipulation. Limitations, 
however, are the nonneuronal presence of Gaba and 
the lack of specific compounds. Because Gaba and 
dopamine appear to regulate each other's functional 
activity, the dopamine hypothesis of schizophrenia 
and mania could implicate Gaba in these psychiatric 
disorders. 

The following recent clinical biochemical data raise 
the likelihood of Gaba involvement in psychosis: 1) 
diazepam, which facilitates Gaba transmission (41), re- 
versed amphetamine-induced inhibition of dopamine 
neurons in doses comparable to those used for an anti- 
psychotic benzodiazepine (clozapine) (42), and 2) inhi- 
bition of Gaba receptors in the ventrotegmental dopa- 
mine system in vivo increased the activity of dopamine 
neurons in the nucleus accumbens and olfactory tu- 
bercle and induced behavior suggestive of psychosis in 
animals (17). 

Gaba-T inhibition (like p-cycloserine and AOAA in- 
hibition), with and without Gaba administration and 
Gaba receptor stimulation, seems the most likely way 
to increase Gaba activity. Muscimol, a relatively spe- 
cific Gaba receptor agonist, was developed in 
1974 (40). Compounds that specifically inhibit Gaba 
uptake, either neuronally or into glial tissue, are not 
yet available. 

The compounds mentioned above may have antipsy- 
chotic properties of their own, but they may also po- 
tentiate the effects of traditional neuroleptic 
agents (47). If they appear to be therapeutically effec- 
tive, lower doses of neuroleptics could be used, which 
would lead to fewer extrapyramidal side effects, in- 
cluding tardive dyskinesia. Only a few compounds that 
may have some of the required specificity have been 
developed. They may allow for testing this hypothesis. 
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APPENDIX 1 
Pharmacological Approaches to Increasing the Functional Activity of 
Gaba In the Brain 


NEUROTRANSMITTER ADMINISTRATION: Gaba may cross the 
blood-brain barrier in schizophrenia. Gaba-T inhibition may 
help get Gaba into the brain. 


INCREASE IN SYNTHESIS: Not yet possible to increase GAD 
activity. 


PRECURSOR LOAD ADMINISTRATION: L-Glutamate has neuro- 
transmitter role of its own. Hypersensitivity to it shown in 
Kwok’s disease. Does not easily cross the blood-brain bar- 
rier. Not recommended. 


INHIBITION OF METABOLISM 


Gaba-T Inhibition: AOAA inhibits dopamine turnover and 
prevents increase in dopamine release; has been used as anti- 
convulsant. p-Cycloserine has been used as tuberculostatic 
agent. MAOIs have been reported effective in pseudoneurot- 
ic schizophrenia; vitamin Bg may have to be added to pre- 
vent inhibition of GAD and/or neurotoxicity. 


SSADH Inhibition: DPA does not increase Gaba in human 
CSF; has been used as anticonvulsant. It may improve tar- 
dive dyskinesia. 


INCREASE IN RELEASE OF GABA: Haloperidol may possibly re- 
lease Gaba. Diazepam may be involved in release (see be- 
low). 


GABA UPTAKE INHIBITION: Only nonspecific inhibition avail- 
able. 


GABA RECEPTOR STIMULATION: Muscimol is a hallucinogenic 
isoxazole derivative. It is presently the most specific Gaba 
receptor agonist available. IMA is a naturally occurring hista- 
mine metabolite; it is unclear whether it enters the human 
brain. Diazepam’s action is mediated through Gaba; has po- 
tential for use as antipsychotic drug when given in same 
doses as clozapine. 


GABA-LIKE INHIBITION: HA-966 has not been tested in schiz- 
ophrenic patients; it turns off dopamine neurons. Baclofen's 
therapeutic effect in schizophrenia could not be replicated. 
GHB also depresses the firing rate of dopamine neurons. 
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The Effects of Caffeine on Reaction Time in Hyperkinetic and 


Normal Children 


BY CATHERINE CAMPBELL REICHARD, M.S., AND S. THOMAS ELDER, PH.D. 


Using a double-blind design, the authors investigated 
1) caffeine's effect in hyperkinetic children on a choice 
reaction time task, 2) whether caffeine has different 
effects on simple reaction time and choice reaction 
time, and 3) whether its effects in the hyperkinetic 
compared with the normal group of children are best 
described by the law of initial values or asa 
‘paradoxical effect” The results indicate that 
caffeine produced an increase in the accuracy of 
stimulus identification and processing and a decrease 
in lapses of attention for the hyperkinetic group. The 
law of initial values best represented the phenomena 
observed. 


A PREFERRED technique for controlling hyperkinetic 
behavior is stimulant drug therapy. Methylphenidate 
and dextroamphetamine sulfate, both central nervous 
system stimulants, are the drugs most commonly used 
and considered most effective. The use of ampheta- 
mines to treat children with hyperkinesis was in- 
troduced by Bradley in 1936. Since it was known that 
these drugs stimulate adults and since they were re- 
ported to reduce hyperactivity in hyperkinetic chil- 
dren, it was assumed that they were sedating the chil- 
dren. It was thought, therefore, that the amphetamines 
were having a pharmacologically paradoxical effect. 

Hyperkinetic children give the clinical impression of 
being hyperaroused, but recent literature has indicated 
that these children often exhibit physiological signs of 
low arousal (1~3); methylphenidate and dextroam- 
phetamine tend fo raise the state of physiological 
arousal to more normal levels (4). Apparently the stim- 
ulants are activating the hyperkinetic children, just as 
they do adults. 

How, then, can reported decreases in activity be ex- 
plained? Using reaction time tasks as measures of at- 
tention, a number of investigators have concluded that 
the stimulants improve ability to maintain attention in 
hyperkinetic children (2, 5-7). It therefore seems that 
the apparent decrease in physical activity following 
stimulant medication may be secondary to an increase 
in the ability to sustain attention, i.e., an increase in 
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goal-directed activity, less disorganization, and more 
inhibition. 

Recently, however, several unfavorable side effects 
of methylphenidate and dextroamphetamine have 
been reported. Perhaps the most alarming is the find- 
ing that long-term use (2 years or more) of these drugs 
causes an inhibition of growth in height (8, 9). 

An alternate chemical therapy free from the problem 
of such undesirable side effects when administered in 
therapeutic doses (10-15) may be caffeine, also a cen- 
tral nervous system stimulant. Recently Schnacken- 
berg (15) reported caffeine to be a suitable substitute 
for the more potent stimulating drugs in controlling hy- 
perkinetic behavior. He based its effect on a global 
measure of behavior including activity level, attention 
span, variability of behavior, impulsiveness, irritabili- 
ty, and explosiveness. However, since methylpheni- 
date and dextroamphetamine have been shown to have 
a primary effect on attention as measured by various 
vigilance and choice reaction time tasks, it would be 
useful to investigate whether caffeine has a parallel ef- 
fect. 

It has been suggested that caffeine decreases reac- 
tion time (10, 13), but these data are difficult to inter- 
pret because some investigators have failed to distin- 
guish between simple reaction time and discrimination 
or choice reaction time. The matter requires additional 
clarification. 

Drug research has determined that the magnitude of 
change following drug administration is related to pre- 
drug level of functioning, a concept referred to as the 
“law of initial values” (16). Hyperactive children in 
general have been shown to have a slower reaction 
time (7), to be less able to maintain attention on one 
task (6, 7), and to have a lower rate of correct re- 
sponses on a vigilance performance task (17) when 
compared with normal children. On this basis, one 
might expect caffeine to have a relatively larger effect 
on reaction time, sustained performance, and correct 
responses in hyperkinetic children than in normal chil- 
dren. 

The purposes of this study, therefore, were 1) to in- 
vestigate caffeine's effect in hyperkinetic children on a 
choice reaction time task, 2) to determine whether caf- 
feine has different effects on simple reaction time and 
choice reaction time, and 3) by comparing the effects 
of caffeine on normal children with its effects on hyper- 
kinetic children, to demonstrate that these effects are 
best described by the law of initial values. 
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METHOD! 


Subjects 


. Informed consent was obtained from the parents of 
all of the subjects after the nature of the procedure had 
been fully explained to them. The hyperkinetic sample 
was composed of 6 children, 5 boys and 1 girl, under 
treatment for hyperkinesis. These children had been 
judged by their physicians to be methylphenidate-re- 
sponsive but were off of the drug, for the most part, 
during the summer months when they were tested. 
None of the children at the time of testing exhibited 
signs of obvious sensory deficits, severe emotional 
problems, or gross neurological impairment such as 
cerebral palsy or epilepsy. Their mean age was 9.3 
years, and their mean intelligence score (Peabody Pic- 
ture Vocabulary Test) was 102.52:13.7, with no scores 
lower than 80. All of the children in this group obtain- 
ed scores on Davids’ Rating Scale? (mean=30.5) well 
within the hyperkinetic range. 

The normal sample was composed of 6 children who 
were matched with the hyperkinetic group by age and 
sex. Intelligence scores of the normal group 
(mean= 104+ 14.7) were not significantly different from 
the hyperkinetic group (t=.60, df=5, n.s.). Scores for 
the normal group on the Davids’ Rating Scale fell in 
the nonhyperkinetic range with a mean of 13, which 
was significantly different from the hyperkinetic group 
(t=6.59, df=5, p<.005). None of the normal children 
showed obvious sensory deficits, severe emotional 
problems, or gross signs of neurological damage. 


Procedure 


A session consisted of the simple reaction time (RT) 
task and the choice RT task with a 10-minute interval. 
In the simple RT task, the subject was instructed to 
press a microswitch with his dominant hand as fast as 
he could when a light went on—this constituted a trial. 
There were 10 trials preceded by a practice session of 
5 trials. Intertrial intervals varied randomly from 5-10 
seconds. In both simple RT and choice RT tasks micro- 
Switches were connected to a precision timer from 
which RT was recorded. © 

In the choice RT task, two adjacent upper-case let- 
ters were projected onto a screen. In response, the sub- 
ject was to use his dominant hand to press the corre- 
sponding microswitch if the letters were the same and 
his nondominant hand to press its corresponding mi- 
croswitch if the letters were different. The letter pairs 
(half same, half different) were repeated in each block 
of 20 trials with randomized sequences that differed 
from block to block. There were 6 blocks of trials pre- 
ceded by a practice block of 10 trials. Intertrial inter- 
vals varied randomly from 6-12 seconds. A 10-minute 


'For a more detailed presentation of methodology refer to Rei- 
chard (18). 


*A score of 18 or less on this rating scale is usually taken as in- 
dicating an absence of hyperkinetic behavior; 19-23, suspicion of hy- 
perkinesis; 24 and above, strong evidence of hyperkinesis (19). 


rest was scheduled between blocks 3 and 4 to obtain a 
measure of recovery and performance decrement, but 
no consistent trend was found in this regard. 


Design 


There were three test sessions for each subject. In a 
double-blind design, the subject was given 6 mg/kg 
(with an upper limit of 200 mg) of caffeine mixed with a 
fruit drink before one session—the mean amount of 
caffeine given to the hyperkinetic group was 163.3 mg 
and to the control group, 168.3 mg (t=.68, df=5, n.s.). 
Before another session the subject was given a placebo 
(fruit drink plain); in the control session, the subject 
was given nothing. Sequence combinations and order 
of task presentation were counterbalanced with each 
other and across sessions. 

The caffeine or placebo was administered 30 min- 
utes before testing (20). No other caffeine in the form 
of coffee, tea, or cola drinks had been consumed for at 
least 12 hours before testing. 

There was a post hoc addition of a methylphenidate 
session for three of the hyperkinetic children who had 
been returned to methylphenidate therapy for at least 1 
month following the initial three sessions of testing. In 
this fourth session, they were given methylphenidate 
from 1 to 2 hours before testing. 


RESULTS 


The effect of caffeine on all measures and the differ- 
ences between the hyperkinetic and normal groups 
were ascertained by means of repeated measures anal- 
yses of variance. None of the scores was transformed. 


Choice Reaction Time Task 


Three measures from the choice RT task were exam- 
ined: 1) mean choice RT by blocks of trials; 2) initial 
choice RT (blocks 1 and 2) so that a measure of choice 
RT relatively free from performance decrement due to 
fatigue could be obtained; and 3) the mean number of 
correct responses made per block of trials. The mean 
choice RTs in the caffeine condition were not signifi- 
cantly shorter for either group, F(2, 20)=.98, p«.39. 
Across all sessions, the normal group's mean choice 
RT was 24% shorter than the hyperkinetic group's 
mean choice RT (figure 1). Although clinically signifi- 
cant, this was not a statistically significant difference, 
F(1, 10)=2.43, p<.15. 

Initial choice RT was in the predicted direction for 
the hyperkinetic group in the caffeine session but did 
not reach significance, F(2, 10)=2.904, p<.105. This 
measure was not found to yield information that was 
remarkably different from the mean choice RT. 

As can be seen in figure 2, there was a decided differ- 
ence among sessions for the hyperkinetic group. With 
the exception of block 1, the rate of correct responses 
is much higher in the caffeine session. Although peak 
plasma levels are reached within 30 minutes after the 
subject ingests the amount of caffeine administered, 
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FIGURE 1 Simple Reaction Time 
Choice RT for Hyperkinetic and Normal Groups by Blocks and Ses- . : : 
sions The effect of caffeine on simple RT in the two groups 


was not a statistically significant difference, F(2, 20)= 
.035, p<.97. There was, however, a tendency for the 
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As a point of interest, a comparison of the effects of 
methylphenidate with the effects of caffeine on choice 
RT and on simple RT was made on the basis of data 
from 3 subjects who had resumed their methylpheni- 
date therapy. No statistically significant differences 
were found between the two sessions on any of the 
measures. The measures in the two sessions were as 
follows. The mean choice RT in the methylphenidate 
session (mean=.959 seconds) was 18% faster than in 
the caffeine session (mean- 1.326 seconds). The mean 
correct responses for the two sessions were 18.04 cor- 
rect per block of trials for the methylphenidate session 
and 18.83 correct per block of trials for the caffeine ses- 
sion. In the simple RT task, the means were .639 sec- 
onds for the methylphenidate and .996 seconds for the 
caffeine session—a 3606 faster RT in the methylpheni- 
date session. This difference was clinically significant. 


DISCUSSION 


Caffeine significantly raised the rate of correct re- 
ponses on the choice RT task for the hyperkinetic 
group. More correct responses and fewer errors have 
been interpreted as reflecting an increase in the ability 
to filter out irrelevant material (focus) (23), a decrease 
in momentary lapses in attention (24), and more accu- 
rate identification and processing of the task stimu- 
li (6). This has important educational implications, for 
if the child can perform school tasks with more accu- 
racy and fewer lapses of attention, it is probable that 
learning will be enhanced. 

Although the mean and initial choice RT tended to 
be reduced in the caffeine session for the hyperkinetic 
group, they were not significantly shorter than in the 
placebo and. control sessions. Identification, process- 
ing, and response encoding did not proceed significant- 
ly more rapidly in the caffeine condition.  . 

The question of whether caffeine has a different ef- 
fect on simple RT than on choice RT cannot be satis- 
factorily answered by this study. Neither the effect of 
caffeine on simple RT nor its effect on choice RT in ei- 
ther group was significant enough for clear dis- 
tinctions. | 

It was also the purpose of this study to determine 
whether caffeine has a paradoxical effect in hyper- 
kinetic children or whether the law of initial values op- 
erates in this regard. The magnitude of change follow- 
ing administration of caffeine was expected to be re- 
lated to predrug level of functioning. With a CNS 
stimulant such as caffeine, greater rapidity of reaction 
time and a greater tncrease of correct responses were 
predicted for initially slow and less accurate reactors 
(hyperkinetic group) and less of a change for initially 
faster and more accurate reactors (normal group). The 
results of this study bear out the expected lower rate of 
correct responses and slower simple RT and choice 
RT in the hperkinetic group than in the normal group. 

The law of initial values was evident in the effect of 
caffeine on the rate of correct responses. There was an 


increase in the rate of correct responses for both 
groups with a larger increase among the hyperkinetic 
children than among the normal children. This trend 
was not as clear in the choice RT and simple RT re- 
sults, as caffeine did not have a statistically significant. 
effect on choice RT or simple RT for either group. 
There was, however, a tendency for the effect of caf- 
feine on simple RT to differ in the two groups. The nor- 
mal group’s simple RT tended to be reduced by the caf- 
feine (6—796), whereas the hyperkinetic group's simple 
RT tended to be increased (7-10%). 

If the law of initial values can be interpreted as im- 
plying that an identical amount of drug would act as a 
Jarger amount in a group with a lower baseline of be- 
havior (hyperkinetics) than in a group with a higher or 
normal baseline of behavior (normals), then a case can 
be made for the operation of this law in the effect of 
caffeine on simple RT. There is evidence that at larger 
doses of caffeine (approximately 300 mg or more) hand 
tremors and unsteadiness result (10, 13, 25). If the hy- 
perkinetics who received an average of 163 mg of caf- 
feine were reacting as normals would to a larger dose, 
hand tremors and unsteadiness would result—this oc- 
curred in some hyperkinetic subjects during testing. In 
the simple RT task, the subjects were required to press 
a small, relatively tense button situated 10 cm above 
the hands; in the choice RT task they were to press a 
Jarger, less tense button 2.5 cm above the hands. Hand 
tremor would impair their performance on the simple 
RT task whereas it would not appreciably affect per- 
formance on the choice RT task. There was, then, an 
apparent confounding of the peripheral and central 
effects of the drug along with experimental artifact on 
the measure of simple RT. . 

It may be tentatively concluded that caffeine does 
not produce a paradoxical effect in hyperkinetic chil- 
dren. Rather it produces an effect parallel to but more 
intense than that produced in normal children. 

There was a post hoc methylphenidate session one 
to two months after the regular testing for 3 hyper- 
kinetic subjects who had been returned to methyl- 
phenidate therapy. It was found that for these three 
children methylphenidate reduced simple RT 36% 
more than caffeine and choice RT 18% more; however, 
the rate of correct responses was the same in the two 
sessions. A greater reduction in choice RT but no dif- 
ference in the rate of correct responses suggests that 
methylphenidate may produce more rapid processing 
and response encoding than caffeine but not more ef- 
fective identification and processing of stimuli. 

Recently two studies (26, 27) comparing the effects 
of caffeine and of methylphenidate on hyperkinetic 
children's behavior concluded that methylphenidate 
was significantly more effective in controlling such 
global clinical behavior as impulsivity and hyper- 
activity. However, different medications may not have 
equal effects on social and cognitive behavior. When 
researchers (28) compared haloperidol and methyl- 
phenidate in terms of clinical (social) behavioral ef- 
fects and cognitive effects, they found that parents 
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rated methylphenidate as less effective than haloperi- 
dol in terms of social behavior while in the laboratory 
methylphenidate was shown to be more effective in im- 
proving cognitive behavior. Likewise, caffeine could 
have an effect on cognitive behavior without having as 
pronounced an effect on social behavior. 

The results of this study indicate that caffeine may 
be a suitable alternative to the more potent stimulant 
drugs for some hyperkinetic school children. Although 
it is possible that caffeine may be less effective than 
methylphenidate in some areas of functioning, in con- 
junction with behavior modification techniques it 
could be a valuable therapeutic tool. Kinsbourne (29) 
describes the hyperkinetic child as having an extro- 
verted personality. Keister and McLaughlin (30) dem- 
onstrated that caffeine improved performance of extro- 
verts on a vigilance performance task and attributed 
that improvement to caffeine's heightening the effec- 
tiveness of reinforcement. Many hyperkinetics are 
characterized by diminished capacity for negative and 
positive affect; perhaps caffeine would help them to be- 
come more receptive to the reinforcement condi- 
tioning techniques on which behavior modification is 
based. This possibility remains to be explored. 
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Thiazide-Lithium Synergy in Refractory Mood Swings 


BY JONATHAN M. HIMMELHOCH, M.D., JOHN FORREST, M.D., JOHN F. NEIL, M.D., 


AND THOMAS P. DETRE, M.D. 


The unfortunate experience with lithium chloride as a 


salt substitute in the 1940s still directs the clinical 
usage of lithium carbonate to a certain extent. We are 
still warned that lithium salts should never be used in 
low-sodium situations (e.g., with thiazide diuretics or 
salt-restricted diets); however, it has recently been 
shown that thiazide diuretics may be safely used in the 
treatment of lithium-induced nephrogenic diabetes 
insipidus (NDI). The authors recapitulate the dangers 
inherent in the use of this drug combination and 
present detailed clinical-pharmacologic data on 13 
patients which suggest that thiazides are useful in the 
treatment of lithium-induced NDI and may actually 
synergize with lithium to produce improved mood 
control in some lithium-refractory manic-depressive 
patients. 


THE UNHAPPY experience with lithium chloride as a 
salt substitute during the late 1940s (1) and the classi- 
cal paper by Radomski and associates (2) in 1950 on 
the toxicology of lithium salts have left those of us who 
in the 1970s freely use lithium carbonate as the princi- 
pal treatment for manic-depressive illness with the leg- 
acy that lithium must not be used when sodium is ei- 
ther restricted by diet or wasted by the kidneys (3). Re- 
cently, however, Forrest and associates (4) have 
clearly demonstrated that thiazide diuretics are very ef- 
fective in controlling the severe polydipsia and poly- 
uria of lithium-induced nephrogenic diabetes insip- 
idus (NDJ) and that institution of diuretics often allows 
a manic-depressive patient with NDI to stay on lith- 
ium. MacNeil and associates (5) have had similar clini- 
cal experience, but they reported that the increased se- 
rum lithium produced by a thiazide adjunct, rather 
than being inevitably toxic and harmful, can produce 
marked clinical improvement in certain lithium refrac- 
tory bipolar patients. This paper reports detailed clini- 
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cal data on 13 patients treated simultaneously with lith- 
ium carbonate and thiazide diuretics and demonstrates 
that thiazides and lithium may not only be used safely 
together but in certain clinical situations may actually 
synergize, as suggested by MacNeil and associates. 


METHOD 


Thirteen bipolar patients on lithium carbonate were 
clinically evaluated in the absence and the presence of 
thiazide diuretics. Clinical data were recorded accord- 
ing to the KDS system (6), which has been proven re- 
liable in the evaluation and follow-up of behavioral 
syndromes. Lithium levels were measured three to four 
hours after the last dose by atomic absorption spectro- 
photometry. Lithium doses, serum lithium levels, pres- 
ence of other psychotropic medications, estimates of 
mood levels, and description of toxic reactions to ad- 
ministered medications were carefully tabulated. All 
serum lithium values presented in table 1 represent the 
mean of at least three consecutive serum lithium deter- 
minations. Intraerythrocytic lithium levels were not 
measured because our original experimental focus was 
on lithium's effect on renal physiology. 


RESULTS 


The first 8 patients charted were either already on 
thiazide diuretics for an important medical reason or 
were placed on thiazides by us because of the occur- 
rence of clinically documented lithium-induced NDI, a 
subjective report of severe and discomforting ankle 
edema and weight gain, or the incidental appearance of 
mild essential hypertension. All 8 patients showed sig- 
nificant elevation in serum lithium after institution of 
diuretics. In 6 of the 8 patients thiazide produced help- 
ful elevations of serum lithium levels on lower daily 
doses of lithium. Of the 7 patients who were having a 
mood swing at the time they were placed on diuretics, 
4 demonstrated significant mood stabilization coinci- 
dent with their thiazide-induced elevation of serum 
lithium levels, and another probably improved. 

The last 5 patients were placed on thiazides because 
they were having a mood swing and were not devel- 
oping reasonable serum levels in spite of substantial 
doses of lithium. Moreover, they were already com- 
plaining about polydipsia and/or polyuria. From our 
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TABLE 1 
Thiazide-Lithium Synergy in 13 Bipolar Patients 


EET 








Before Thiazide After Thiazide 
Lithium Dose Serum Lithium Level — Thiazide Dose Serum Lithium Level Lithium Dose 

Type of Patient (mg/day) (mEg/liter) (mg/day) (mEq/day) KDS Change* (mg/day) 
1. Inpatient 1800 0.70+0.08 1000 1.53+0.04 D-6, M-8** 1200 
1200 0.61--0.10 1000 1.55+0.06 M-10 900 
2. Inpatient 1800 1.18+0.34 1000 1.91+0.10 M-3 12006 
3. Inpatient 1800 1.20+0.00 500 2.50+0.00 M-9 900 
4. Inpatient 2400 0.67+0.20 750 1.39+0.00 M-4 1800 
5. Outpatient 1500 0.65+0.00 750 1.03+0.18 D-9 1200 
6. Outpatient 900 0.78+0.09 500 1.11+0.16 D-6 900 
7. Outpatient 900 0.59+0.24 500 1.07+0.07 D-0, M-0** 900 
8. Outpatient*** 1200 1.81+0.19 = i 0.55+0.00 D-5 300 
9. Outpatient 1200 0.51+0.15 750 0.97+0.12 D-9 1200 
10. Outpatient 900 0.50+0.10 500 0.87+0.12 D-5 900 

ii. Inpatient 1200 0.55+0.06 1000 1.2140.34 M-10 600—900 
12. Outpatient 1800 0.39+0.00 750 0.91+0.04 D-9, M-8** 1200 
13. Inpatient 1800 0.60+0.17 1000 1.63+0.11 M-10 500 


* According to the KDS System (6), significant mood change score for depression is D-6 or greater and for mania is M-5 or greater. D-5 represents a probable 


mood change. 


**These patients were simultaneously experiencing mixed manic and depressive symptoms. 
***'This patient's values are in reverse order because the patient was on a combination hydrochlorthiazide-triamterene (50:25 mg) preparation before institution of 


lithium carbonate. 


previous experience we felt that a thiazide adjunct 
might produce therapeutic lithium levels and prevent 
the development of NDI at the same time. Four 
patients showed significant improvement in mood con- 
trol, and the other probably improved. In 3 patients, 
daily lithium doses could be reduced. No patient devel- 
oped NDI. 

A total of 13 patients, 12 of whom were having mood 
swings at the time, were treated with thiazides. Of 
these 12, 5 were manic, 5 were depressed, and 2 were 
experiencing mixed episodes. Two of the 5 manic 
patients were already on adjunctive phenothiazines, 
and 3 of the 5 depressed patients were already on the 
monoamine oxidase inhibitor, tranylcypromine. Eight 
of the 12 showed significant improvement of their psy- 
chiatric impairment, 2 probably improved, and 2 did 
not improve. Thus, thiazide-induced elevation of se- 
rum lithium levels seemed to have therapeutic signifi- 
cance. It should also be noted that easily reversible but 
potentially serious toxic effects occurred in 7 patients 
after the institution of diuretics, so that the rules of 
good clinical management had to be carefully fol- 
lowed. Usually these side effects merely consisted of 
nausea and tremor, but a mild organic brain syndrome 
was experienced by 3 subjects. These toxic effects 
were all quickly corrected by lowering the daily lith- 
jum dose. Patients were seen frequently and had se- 
rum lithium, electrolyte, and BUN determinations dur- 
ing each visit. Their potassium level was maintained ei- 
ther by diet or by oral supplement. They were required 
to report all febrile and gastrointestinal illnesses. The 
first 4 patients were started on this drug combination in 
the hospital, but 7 of the last 9 were treated as out- 
patients. Patients whose symptoms make them unre- 
liable or who are on large doses of lithium (1800 mg/ 
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day or more) should probably be started on lithium- 
thiazide combinations in the hospital. All patients for 
whom this combination treatment seems indicated 
should be treated by physicians experienced in the use 
of lithium salts. 


CLINICAL CONSIDERATIONS 


The 1975 edition of the Physician's Desk Reference 
(PDR) includes the warning that *' Lithium should gen- 
erally not be given to patients receiving diuretics” (3, 
p. 1384). This warning has been reinforced by the clini- 
cal experience of numerous investigators (7-10). Al- 
though no one would cavil that careful attention to se- 
rum and RBC lithium levels and to fluid and electrolyte 
balance is the sine qua non of lithium maintenance, it 
sometimes seems as if the tragic mortalities of the late 
1940s still direct the clinical use of lithium carbonate in 
the 1970s. Much has been learned since then about 
both renal physiology and the pharmacology of lith- 
ium. This new knowledge should dispel the old ghosts 
that inhibit experienced clinicians from designing new 
and effective pharmacologic interventions. Yet there 
are still articles in the literature that call forth those 
ghosts whenever the use of lithium in unusual circum- 
stances is discussed (11, 12). McKnelly and asso- 
ciates (13) demonstrated that lithium may be used in 
the most hazardous situations as long as the kidneys 
retain some capacity to excrete lithium and the prin- 
ciples of good management are followed. 

Skovbo and associates (14) reported that more than 
1126 of individuals over 50 in Denmark take diuretics. 
Perris (15), Himmelhoch and associates (16), and Akis- 
kal and McKinney (17) reported an increased in- 


cidence of hypertension and cardiovascular disease in 
persons with bipolar affective disorders. The appear- 
ance of a patient who needs both lithium and thiazides 
is therefore not rare. As things stand now, many 
patients who need lithium but take diuretics for medi- 
cal reasons are needlessly deprived of a valuable op- 
portunity for effective treatment. What is worse, we 
are losing important possibilities for new knowledge 
about renal physiology and neuropharmacology (18)— 
possibilities that could be safely exploited by experi- 
enced clinicians working with competent basic scien- 
tists. 


IHE PROBLEM OF LITHIUM-INDUCED NDI 


Lithium-induced NDI was first described by 
Schou (19), Angrist and associates (20), and Lee and 
associates (21). Many others have since reported this 
syndrome (22-26), and Forrest and associates (4) have 
shown that it is not uncommon. Polydipsia is reported 
by 40% of patients on lithium, and polyuria of greater 
than 3 liters/day occurs in 12% of patients. The vast 
majority of polyuric (and most polydipsic) patients 
take a maintenance dose of at least 1200 mg/day of 
lithium carbonate, which means that patients with 
lithium-induced NDI probably represent a more se- 
verely ill subgroup of manic-depressive patients. 

Lithium carbonate is known to be ineffective in cer- 
tain bipolar patients. In the face of clinical improve- 
ment experienced by 10 of our patients with lithium- 
induced NDI, one might wonder whether NDI in some 
way makes mood control more difficult and whether 
clinical or subclinical lithium-induced NDI has been in- 
volved in some of the ‘‘lithium failures’’ seen in regu- 
Jar clinical practice. Our patients’ mood control 
seemed to improve along with their renal con- 
centrating deficit. All we can say for sure, however, is 
that certain patients with severe manic-depressive ill- 
ness go on to develop NDI when higher doses of lith- 
ium carbonate are used to control their mood swings. 
These patients often seem to be caught between the 
Scylla of high lithium dosage and the Charybdis of 
nephrogenic diabetes insipidus. Institution of thiazide 
diuretics may represent a clinical technique for steer- 
ing them through these clinical hazards. 


THE MECHANISM OF THIAZIDE-LITHIUM 
INTERACTION 


Petersen and associates (7) reported that thiazide ad- 
ministration leads to a 24% reduction in renal lithium 
clearance. Baer and associates (27) experimentally 
demonstrated how quickly lithium toxicity may occur 
after acute salt depletion by chlorthiazide. Blei- 
weiss (28) and Demers and Heninger (29) demon- 
strated that lithium ion retention can also be produced 
by a low sodium diet. Reduction of renal lithium clear- 
ance probably occurs because in low sodium condi- 
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tions there is an eventual increase of sodium reabsorp- 
tion in the proximal tubule in compensation for thia- 
zide-induced sodium loss. Lithium is reabsorbed with 
sodium in the proximal tubule but, unlike the situation 
with sodium, little lithium is lost at distal tubular sites. 
Thus a net retention of lithium results. 

There is no reason why this extra ''retained'' lithium 
should not be therapeutic, unless it does not reach 
those sites where it exerts its therapeutic influence. In- 
deed, Demers and Heninger (29) noted that patients 
treated with lithium while on experimental low sodium 
diets had better therapeutic effects, although they also 
had more side effects. Our data strongly suggest that 
thiazide diuretics improve mood control and ease the 
management of patients who need large doses of lith- 
ium to reach therapeutic lithium levels. Of course, 
such patients are the ones who have the most severe 
mood disorders. The frequent appearance of reversi- 
ble toxic effects also emphasizes that utmost care must 
be exercised when using this drug combination. Never- 
theless, minor toxicity is clearly not a contraindication 
to the use of thiazides. Indeed, the occurrence of mi- 
nor side effects may actually indicate that a useful ele- 
vation of serum and intracellular lithtum concentration 
has taken place, and that therapeutic, nontoxic levels 
of lithium can now be attained by simply lowering the 
dose of lithium. 

There is no absolute guarantee that the improved 
mood attributed by us to thiazide is not a placebo ef- 
fect, since the data of our study were not collected by 
means of a blind technique. The unexpected nature of 
clinical situations where thiazide and lithium are used 
simultaneously prevents the use of such methodology. 
Nevertheless, our ability to use lower doses of lithium 
without clinical relapse argues that thiazide-induced 
elevations of serum lithium are clinically significant. 
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Children's Rights on Entering Therapeutic Institutions 


BY DEREK MILLER, M.D., AND ROBERT A. BURT, J.D. 


The authors delineate aspects of adolescent 
psychological development that should be considered 
in decisions regarding psychiatric residential 
treatment, reviewing the issue of consent to treatment 
in the context of developmental psychology. They 
state that rather than jettisoning the whole system of 
placing treatable disturbed young people in residential 
facilities without their explicit consent, the court 
should take as its proper role to ensure that 
adolescents placed in residential psychiatric facilities 
receive adequate treatment. 


LAWS REGULATING ACCESS for adolescents to residen- 
tial psychiatric facilities are being reexamined. The 
existing law has provided two paths into such institu- 
tions: placement by the parents or placement by the ju- 
venile court. Both routes gave the adolescent no legal- 
ly sanctioned voice. 

New rules being offered stipulate that adolescents 
who protest their hospitalization may obtain court re- 
view and representation by appointed attorneys. The 
idea is also presented that, apart from cases in which 
the adolescent is being wayward, courts may take cus- 
tody of an adolescent only by adult standards, i.e., 
when he or she has been adjudged dangerous to self or 
others. 

Critiques of the current law point to the manifest in- 
adequacies of residential facilities for children and ado- 
lescents, particularly those under the aegis of the juve- 
nile court. In effect, these critiques also involve psychi- 
atric hospitals for children. They sometimes appear to 
reject any therapeutic possibility in any psychiatric 
facility without the explicit consent of the adolescent; 
thus they rest on a fundamental misconception of ado- 
lescent psychology. 

The purpose of this paper is to delineate those as- 
pects of adolescent psychological development which 
must be considered in any decision regarding psychiat- 
ric residential placement. We will review the issue of 
consent in the context of developmental psychology 
and identify a role for court supervision of adolescent 
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psychiatric placements that does not work at odds 
with the psychological needs of adolescents. 


TECHNIQUES OF ADOLESCENT COMMUNICATION 


The communication techniques of adolescents may 
differ from those of adults. Depending on their matura- 
tional age, adolescents may be highly concrete in their 
thinking (1) and may have little or no affective aware- 
ness that their present actions influence the future. 

As a communication device, words, which are least 
meaningful in infancy and most meaningful in adult- 
hood, may be considerably less important for the ado- 
lescent than action. Concrete thinking is related to 
physiological and psychological development as well 
as social class and educational attainment. It implies a 
limited capacity for future orientation, which is related 
to the development of abstract thought. 

The important communication techniques of adoles- 
cents are behavioral, i.e.: 1) acting out (impulsive re- 
lief of internal tension or externalization of internal 
conflict by the conscious or unconscious manipulation 
of external reality), 2) acting up (socially unacceptable 
behavior apparently designed to test the adult capacity 
for care and control; some types of delinquent behav- 
ior may fall into this group), and 3) playacting (experi- 
mental behavior designed to gain personal experience 
of the environment and to test oneself; initially, sexual 
activity may involve playacting). 

These communication techniques may become de- 
velopmental stumbling blocks if they are in- 
appropriately gratifying. Words themselves may be an 
action communication. Adolescents struggling for au- 
tonomy may deny any need for adult assistance. Thus 
they act out independent wishes, act up to test the 
strength of the external world, and playact the experi- 
ence of defiance. 


LEGAL CHANGES AND PARENTAL AUTHORITY 


Legislatures and courts have not substantially at- 
tempted to improve the inadequacies of facilities for 
disturbed and disturbing adolescents. However, these 
bodies have chosen to intervene most dramatically in 
parent-child relationships in the provision of psychiat- 
ric treatment (2). The Supreme Court is currently con- 
sidering a case in which a lower court held that every 
child placed by his or her parents in a residential psy- 
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chiatric institution has a right to an appointed at- 
torney (3, 4). One state court provided that adoles- 
cents may themselves decide to leave treatment at the 
age of 16 unless they are committable under adult 
standards (5). Another state legislature provided that 
adolescents 13 years old may invoke court hearings to 
protest their parents' placement decisions and that 
treatment personnel must initiate ‘‘therapeutic’’ con- 
tact with the adolescents by ‘‘warning’’ them of these 
rights (6). 

These rules disregard central issues of adolescent 
psychology. In adolescence there is inevitably a covert 
and often an overt conflict between parents and child, 
if only because the child is struggling for autonomy. 
Laws that automatically give unexamined authority to 
parents to make a wide range of decisions on behalf of 
their children support family units, whichare historical- 
ly part of a stable network of human relationships. To 
some extent, the law reinforces a preexisting sense of 
value that adolescents accord to parents even though 
conflicts might exist. 

The more children are isolated from stable social net- 
works, the greater is the stress on their relationship 
with their parents (7). Parents need to be invested with 
the support of society at large, which the legal system 
should represent. 

The nuclear family has been weakened by its in- 
creasing isolation due to horizontal and social mobility 
and by the general instability of society. By in- 
troducing formal adversarial techniques into parent- 
child relationships, recent changes in the law reinforce 
the likelihood of the disintegration of the nuclear fam- 
ily. 

In many states adolescents may obtain treatment for 
venereal disease or drug abuse without the knowledge 
or consent of their parents (8). There is clinical psychi- 
atric evidence that when authority figures implicitly or 
explicitly act with children against their parents, the re- 
sults of treatment are generally unsatisfactory. If the 
law reinforces the pseudo-autonomy rather than the 
real autonomy of adolescents by implying that parental 
intervention is unsatisfactory, it is likely that results 
will be equally disappointing. 

By acting on the belief that truth can be arrived at by 
adversarial techniques the proposed changes in the 
law miss such ambiguous issues as unconscious paren- 
tal collusion in and provocation of disturbed behavior 
in adolescents (7, pp. 522—524). The problem in the 
psychological treatment of disturbed adolescents often 
appears to be the reluctance of parents to support ther- 
apeutic endeavors, not their overanxiety to dump their 
youngsters on the mental health system. 

For a number of reasons the result of the proposed 
changes in the law is likely to be that adolescents who 
could be treated effectively in inpatient psychiatric 
facilities may not get treatment anywhere. It is almost 
inevitable that psychologically disturbed adolescents 
who are struggling for autonomy will defy authority by 
verbally denying that they need help. The more narcis- 
sistic the adolescent, the more intense is the struggle. 


154 Am J. Psychiatry 134:2, February 1977 


Such youngsters often have parents who are unable to 
withstand this type of pressure, as the following case 
report illustrates: 


Case 1. A 15-year-old boy was referred to a psychiatrist 
because his parents had heard him on the telephone dis- 
cussing drug abuse. When interviewed, he revealed that he 
was using street drugs moderately but that he was a very ac- 
tive dealer, although he was only a middleman. 

He talked of his drug dealing with affective coldness and 
indicated that his goal was to make as much money as pos- 
sible. He said that if his father attempted to interfere with 
him he would have to use physical force against him. When 
he was asked about this he indicated that he kept a knife and 
a gun at home and carried one of them to school every day to 
protect himself from possible attack by other students. He 
had never been in a situation in which he needed to defend 
himself, but he said that if he were attacked he would use his 
weapon. 


This potentially treatable young man was a can- 
didate for admission to a hospital in a state whose law 
invited judicial review of adolescent admissions. He re- 
fused to be admitted without a court order. His parents 
felt they could not risk having the judge refuse to have 
their son admitted because they would then be fearful 
for their lives. Nothing was done. 


LEGAL CHANGES AND RESIDENTIAL CARE 


Many psychiatric residential institutions refuse to 
consider admitting young people who are likely to be 
involved with the courts. The institutions reason that 
the treatment of disturbed adolescents is sufficiently 
difficult without the complication of attorneys, who 
are easily seduced by adolescents and who appear 
competitive with physicians (often because of the auto- 
matic application of an adversary relationship). Physi- 
cians may recognize their own defensiveness with at- 
torneys and prefer not to be involved with them. 

The new laws may work antitherapeutically by re- 
quiring explicit acquiescence to hospitalization from 
adolescents who may not have insisted on court pro- 
ceedings. The psychologically disturbed young person 
Is not permitted to safeguard his or her fragile sense of 
autonomy by withholding explicit concurrence to hos- 
pitalization. 

The new rules ignore the potentially disheartening 
impact on an adolescent of an explicit choice for or 
against hospitalization. The choice itself may breed 
feelings of rejection. One boy said to his therapist, ''I 
know what you and Dr. T. and all of the ward staff 
mean when you tell me over and over again about my 
rights, and that I can go to court if I don't want to stay, 
and all that. What you really mean is that you don't 
want me." 

Most adolescents need to feel that they have some 
choice, even if they really do not. Explicit court com- 
mitment of an adolescent is a demand for submission 
that, even in a good treatment setting, is likely to lead 


to overcompliance, emotional withdrawal, institution- 
al paranoia, and, on occasion, planned elopement. Fur- 
thermore, when an adolescent in a residential institu- 
tion calls on the court in an attempt to leave and his or 
her psychiatrist successfully argues that treatment 
should continue, the patient may feel that the therapist 
is being intolerably seductive. The following case re- 
port presents an example of this situation: 


Case 2. A 16-year-old boy in a psychiatric hospital de- 
manded a court hearing, insisting that he should be released. 
A strong case was made by his psychiatrist for his retention 
in a hospital because of suicidal wishes. The court con- 
curred. 

The immediate response of the boy was that now he was in 
the hospital because the psychiatrist wanted him there. He 
began to lie by omission to his therapist (previously he had 
been quite honest and direct). He planned to run away and 
within a week did so quite skillfully. On his return he told his 
therapist that he had been planning to leave for a week be- 
fore he actually went. He also said that he was no longer go- 
ing to talk to his psychiatrist or to the staff. Eventually his 
passive withdrawal convinced his parents that he should not 
be in the hospital. His attitude toward the psychiatrist was, 
‘‘You forced me to be here, now do what you want with 
me.” Treatment foundered. 


On the other hand, if the court decides that a young- 
ster should not stay in residential care and recom- 
mends outpatient treatment, the psychiatrist who pre- 
viously treated the youngster is no longer able to do so 
satisfactorily because he or she is now perceived as de- 
valued. 

The important test of psychological well-being is the 
typical response to stress of the individual concerned. 
One typical response to stress that occurs in a hospital 
setting is the demand to be discharged. Direct and ex- 
plicit confrontation with this demand coupled with the 
legal imprimatur of an adversary relationship may in- 
terfere dramatically with the possibility of a successful 
resolution of the issues surrounding autonomy. 


The ultimate goal of psychiatric hospitalization for _ 


adolescents is to provide them with opportunities for 
unlocking their potential for constructive, successful 
confrontation with the adult world. This is the goal, 
not the precursor, of therapeutic endeavors. 


A PROPER ROLE FOR THE COURTS 


Individual court hearings to review the cases of ado- 
lescents placed in psychiatric facilities by their parents 
are not the best way to accomplish the goal of ensuring 
that abuse does not take place. However, the courts 
have a useful role. In O'Connor v. Donaldson (9) the 
Supreme Court inconclusively addressed the proposi- 
tion that involuntarily committed adults have a consti- 
tutional right to treatment in psychiatric facilities. 
Lower courts have established wide-ranging standards 
to define and guarantee the content of treatment rights 
for involuntarily confined adults. More recently this 
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has been extended to facilities for adolescents and 
younger children (10). 

Courts have so far restricted their remedies to the 
cases of children explicitly committed in court pro- 
ceedings (10, 11). Most children who are in psychiat- 
ric facilities because of their parents’ decisions are 
placed without regard to their stated wishes and are 
therefore involuntarily placed. Insofar as parental 
placement power is sanctioned by law, the child's in- 
voluntary placement is achieved under state authority. 

Legal reformers argue from these two propositions 
that a court hearing must precede every such place- 
ment as a matter of constitutional law. However, this 
reasoning is not compelling because there are com- 
peting constitutional norms. The constitutionally sanc- 
tioned idea that personal liberty cannot be deprived 
without due process of law points toward mandating 
court hearings on each individual case. However, the 
constitutional norm that parents have authority to make 
important childrearing decisions without state inter- 
ference points in a different direction (12, 13). 

The competing values expressed in these constitu- 
tionally sanctioned propositions cannot be accommo- 
dated through the psychologically false idea that chil- 
dren are always victimized by their parents' placement 
decisions or its opposite—that they are never victim- 
ized by them. Courts can accommodate both com- 
peting values by viewing children placed in psychiatric 
facilities as voluntary patients for one purpose—that 
individualized hearings need not precede placement— 


‘but as involuntary patients for a different purpose—to 


permit courts to guarantee the right to treatment for 
children in any therapeutic residential facility. 

A balance should be struck between the competing 
constitutional norms of maximal personal liberty and 
parental childrearing discretion. Courts should scruti- 
nize with special care the degree to which psychiatric 
residential placement interferes with the child's per- 
sonal liberty, especially in the use of locked wards, 
"quiet rooms,” physical and chemical restraints, and 
the restriction of contact with the extrahospital com- 
munity necessarily involved in geographically remote 
placement. 

There are many opportunities in a psychiatric facili- 
ty located within a community for contact by its resi- 
dents with the world outside. Token confinement with- 
in physical facilities implicitly safeguards the adoles- 
cent's right to personal liberty. 

For most psychiatrically disturbed young people, 
the implicit opportunity to.run away from a facility, 
without the pressure of an explicit commitment to 
stay, provides a reasonably accurate gauge of the 
patient's essential evaluation of his or her placement. 
Implicit opportunities for elopement avoid the thera- 
peutic trap (set by individual court hearings) of forcing 
an explicit acquiescence or protest in response to hos- 
pitalization. i 

Adolescents demonstrate their willingness in action. 
In typical cases, at least before the promulgation of the 
new legal rules, they enter the hospital with only token 
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resistance or with no trouble. Elopement from the hos- 
pital is a multidetermined communication, but it is rela- 
tively rare for young people not to arrange to be 
caught. Often they return voluntarily. 

When an adolescent runs away from an institution 
and does not return spontaneously, therapeutic person- 
nel should review the individual's entire treatment 
process. If such flight occurs in a substantial number 
of cases, such external review agencies as peer review 
mechanisms overseen by the judiciary are indicated. 

Placement in facilities with a capacity for effective 
security should be reserved for adolescents who would 
act in ways that are seriously dangerous to themselves 
or others if they were free in the community. Place- 
ment in such facilities should be restricted to those for 
whom social control is found appropriate in a juvenile 
court hearing. 

The visible security aspects of such placement have 
critically important therapeutic implications. In secure 
facilities the adolescent is forced to sacrifice many au- 
tonomy values and therefore can easily regress. On the 
other hand, the court hearing gives high visibility to 
the proposition that society has found it appropriate to 
interfere with the autonomy of the particular adoles- 
cent. This proposition can assist skilled therapists to 
confront the youngster with the implications of his or 
her problem behavior. 

This stark confrontation is appropriate for seriously 
disturbed adolescents who gain so much instinctual 
gratification from their antisocial behavior that they 
cannot easily abandon it. It may unnecessarily com- 
plicate therapeutic possibilities for most adolescents, 
however. 

‘To assume that all residential psychiatric facilities 
for adolescents are equally confining jettisons the pos- 
sibility of therapeutic work for many adolescents. 
Laws regulating access of adolescents to psychiatric 
residential facilities should differ according to the criti- 
cal differences in degree of security among facilities. 


INDICATIONS FOR RESIDENTIAL PLACEMENT 


The decision for residential placement should be 
made on the basis of not only the severity of the adoles- 
cent’s symptomatic behavior but also how successful- 
ly this behavior can be contained within the context of 
human relationships. 

For an adolescent who is drug dependent, who runs 
away from home or school, or who seeks nurture in 
sexual promiscuity, outpatient interventions usually 
fail unless he or she makes a very rapid attachment to 
the therapist. Usually no individual can offer the ado- 
lescent the gratification obtained from these regressive 
activities. If an adolescent's ability to make positive 
‘one-to-one relationships is inhibited, residential psy- 
chiatric care is appropriate, but that care need not be 
provided in secure facilities. Residential care can be 
used to remove the adolescent from a psychonoxious 
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environment and permit the initiation of problem solv- 
ing. 

For more destructive problems—suicidal, homicid- 
al, or seriously antisocial conduct—that cannot be con- 
tained within the context of an interpersonal relation- 
ship, more secure residential placement is appropriate. 
Such placement makes individual court hearings ap- 
propriate, but the basis for predicting such conduct by 
the adolescent should be made explicit. 

Placement should not be made solely on the ground 
that the community must be protected; such con- 
finement can be equally tf not more in the personal in- 
terests of the adolescent. The inadequacies of juvenile 
court placement facilities in this country militates 
against such favorable results. The hypocritical prom- 
ises of benefits made in the past by juvenile courts 
have led many critics to urge abandonment not only of 
any rehabilitative rhetoric but also of the recommenda- 
tions made by such groups as the Commission on Juve- 
nile Justice Standards, chaired by Judge Irving Kauf- 
man (14). 

Although the task of designing effective treatment in- 
stitutions for disturbed juvenile offenders is formi- 
dable, we do not think that wholesale jettisoning of the 
rehabilitative ideal will serve any useful purpose. 

The arguments of those who would radically change 
the law seem to mirror adolescent delinquent reason- 
ing. Magic answers are sought for complex problems, 
magic fails to work, and then punitive reactions take 
place. Punitive incarceration holds no potential as a so- 
lution for the problems posed by the aggressively dis- 
turbed young person. It only puts a social imprimatur 
on the currently unsatisfactory way of treating chil- 
dren in the residential care that takes place under the 
auspices of the juvenile justice system. It would signal 
the end of any social commitment for improvement. 
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The Treatment of Drug Abuse: Evolution of a Perspective 


BY LEON BRILL, M.S.S. 


Current approaches to the treatment of drug addiction 


are based on an earlier approach derived from a 
traditional psychoanalytic framework. The author 
describes how this framework has been modifted by 
three broad areas of understanding, i.e., issues 
related to addicts, to the methods of psychoanalysis, 
and to the earlier incomplete understanding about 
drugs. The comprehensive, multimodality treatment 
approach used today draws on psychoanalysis's 
contribution of a rational framework for the 
understanding of personal behavior in all forms of 
treatment and the need for a relationship as the core 
of all treatment, regardless of the modality. 


MUCH OF THE professional thinking about drug addic- 
tion in the 1930s, 1940s, and 1950s emanated from a 
psychoanalytic framework. Many of the conceptual- 
izations related back to analysts such as Ernst Simmel 
and Sandor Rado, who had had experience with ad- 
dicts, including barbiturate addicts and alcoholics, in 
European psychiatric hospitals. However, the primary 
drugs with which American society was concerned 
were heroin, the *''bad"' drug; marijuana, legally defined 
as a narcotic and viewed as addictive and leading inevi- 
tably to heroin use; and cocaine. There was far less 
public concern about drugs such as barbiturates, am- 
phetamines, and alcohol, which are better understood 
today as far more serious in terms of their physical ef- 
fects as well as the number of users involved (1). 

In the psychoanalytic framework drug addiction has 
been variously linked with ‘‘impulse neuroses,” ““per- 
versions," ‘‘compulsion neuroses,” ''character dis- 
orders," and, at times, the manic-depressive cycle. 
Drug addicts have been uniformly viewed as persons 
with oral-narcissistic fixations emanating from a very 
early point in their psychosexual development (2, 3). 
Simmel (4) undertook to develop a typology of alcohol- 
ics, distinguishing among social drinkers, reactive 
drinkers, neurotic alcoholics, and sporadic (spree) 
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abusers. He suggested ancillary treatment approaches 
such as occupational therapy in hospitals, environmen- 
tal manipulation, and Alcoholics Anonymous, whose 
principles he found very close to those of the psycho- 
analytic framework. 

Regarding the therapeutic approach to be under- 
taken with drug addicts, Simmel suggested the follow- 
ing: 


The best time to begin an analysis is obviously during or 
immediately after withdrawal. But it is not to be expected 
that the patient will remain abstinent throughout analysis. 
If he has an opportunity he will probably use the drug 
again whenever the resistance in his analysis pre- 
dominates. This is the reason why addicts are to be ana- 
lyzed in institutions rather than as ambulatory 
patients. (4, pp. 28-29) 


While current approaches to the treatment of drug- 
dependent persons draw from this early psycho- 
analytic thinking, it became clear during the 1950s and 
1960s that the traditional techniques of psychoanalysis 
were minimally effective and that forced institution- 
alization for this purpose was not justified. This newer 
thinking derived from at least three broad areas of un- 
derstanding, as follows: 1) issues related to addicts 
themselves, 2) problems emanating from the methods 
of psychoanalysis, and 3) issues related to the state of 
the art, that is, the incomplete understanding about 
drugs prevailing at the time. These areas will be consid- 
ered in the succeeding section, followed by discussion 
of our current approaches. 


ISSUES RELATED TO ADDICTS 


1. Because so many confirmed addicts use acting- 
out behavior as a means of coping with their under- 
lying depression and anxiety, it proved generally im- 
possible for them to relate to the fixed schedules and 
time-limited sessions of psychoanalysis. 

2. The drug user’s need to escape insight and re- 
lease of feelings ran counter to the techniques of in- 
sight-oriented therapy. The more therapists probed, 
the more anxiety was engendered and the faster 
patients tended to act out and terminate treatment. 

3. There were additional problems, such as devel- 
oping trust toward authority figures and relinquishing 
or lowering the defenses and coping mechanisms being 
used. 

4. Most addicts were engaged in the ‘‘hustling syn- 
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drome,” i.e., they resorted to illegal or, at best, bor- 
derline activities to maintain their supply of drugs and 
support their habit. Their ‘‘street junkie” lifestyle, the 
problems of maintaining a continuous heroin supply, 
and the persistent recurrence of crises and emer- 
gencies led to their acute need for help at different 
times. Therapists needed to relate to them in the midst 
of these crises and hope to engage them gradually in 
more sustained treatment. 

5. Addicts frequently resorted to criminal activities 
to support their habit. Since the possession of heroin 
and the implements of its use was in itself illegal, ad- 
dicts were often involved with the law and psycho- 
analysts were reluctant to intervene in such situations. 

6. Most addicts used all their money to purchase 
heroin and did not have the funds to pay for treatment 
unless their parents or others were willing to subsidize 
them. 

7. Drug addiction was only later understood to be a 
chronic relapsing condition, with many ups and downs 
and much acting out to be expected along the way. It 
was difficult for therapists to relate to such turmoil and 
crises or to tolerate addicts' excessive dependency, in- 
satiable demands, and severe testing-out behavior. 

8. Because addicts already had a ‘‘pharmacologi- 
cal” solution that they used to insulate themselves 
against awareness of problems and feelings, they did 
not seek help voluntarily or even feel a need for it so 
long as their supply of drugs was available. Thus in 
therapy the battle lines were often drawn early be- 
tween the addict and the therapist: the addict's “‘hid- 
den agenda'' was to remain on drugs at all costs, and 
the therapist's plan was to get him off drugs at all 
costs. For the most part, therapists also insisted on to- 
tal and immediate abstinence, a goal impossible for 
most addicts to achieve. 

9. "Character disorder" has been the diagnosis 
used most often to categorize heroin addicts. Their act- 
ing out provided immediate gratification of their needs 
and satisfied their impulsivity. Such behavior was 
therefore closer to, and augmented, the id rather than 
the defensive functions, i.e., it was ego-syntonic rath- 
er than ego-dystonic. Many addicts were described as 
manipulative individuals who had learned to ''con" 
their parents and, subsequently, society in the service 
of their own impulsive needs (5). 

10. Because of the severe dependency of many ad- 
dicts, treatment became a terrible drain on the thera- 
pist's patience. It was difficult to remain tolerant and 
objective in the face of the patient's continuous testing 
of limits, acting out, and challenges, which drained the 
therapist's endurance and patience. 

11. Since most addicts in the 1950s and 1960s came 
from minority groups (6), many therapists found it dif- 
ficult to relate to their special problems and sociocul- 
tural patterns. Classic psychoanalytic techniques had 
emanated from a middle-class European framework 
and needed to be adapted to the special needs and 
sociocultural contexts of lower-class individuals from 
a variety of ethnic backgrounds. 
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12. More than insight, addicts frequently required 
help with concrete or tangible needs, including legal in- 
tervention in the courts, medical care, detoxification, 
financial and housing assistance, and family prob- 
lems (7). If they were further along in treatment, then 
vocational guidance and employment, the advance- 
ment of educational levels, and related services were 
indicated. Most therapists were not geared to provide 
such services. 

13. Because every addiction has a physical under- 
lay, there was a frequent need for medical care and 
coordination with hospitals to deal with overdoses, de- 
toxification, medical illnesses such as hepatitis, ab- 
scesses, infections, endocarditis, and other traumata 
associated with chronic drug use. 

14. Because any addiction is a chronic relapsing 
condition, many of the patients were frequently under 
the influence of drugs and caught up in new crises. 
Most therapists found it difficult to relate to them in 
the midst of their drug use and crises. 


PROBLEMS EMANATING FROM 
PSYCHOANALYSTS 


1. As mentioned earlier, psychoanalysts ap- 
proached addicts in terms of their established treat- 
ment techniques. Most therapists had fixed stereo- 
types about addicts and fears about being robbed, as- 
saulted, or ‘‘conned’’ for medication. They were also 
concerned that addicts coming to their office would 
*"contaminate'' other patients not on drugs (5). 

2. Many therapists had unreal goals for addict- 
patients, usually including extensive personality 
reorganization. Actually, most addicts were not ca- 
pable of such personality changes, of probing into the 
unconscious, or of developing insight (7). Our current 
understanding stresses the factor of diversity of patient 
population, of responses required, and of the goals to 
be pursued. Today we recognize the likelihood that 
many addicts may never be able to achieve a complete- 
ly drug-free existence and may need to be maintained 
on a drug such as methadone indefinitely, if not for- 
ever (8). 

3. Because most therapists found it difficult to un- 
derstand the special sociocultural problems of minor- 
ity and lower-class groups in treatment, they tended to 
dismiss such patients by offering them. institution- 
alization or medication instead of talking with them as 
with their middle-class patients. One result of this gap 
in understanding was the need to rely on inter- 
mediaries, such as paraprofessionals or ex-addicts, as 
a bridge between therapists and their addict-clients. 
With the passage of time, therapists learned to relate 
more directly to their clients and involve them in treat- 
ment in the sense of a treatment contract. 

4. The psychoanalytic literature tended to describe 
drug users as if they were all alike, had the same kinds 
of family constellations, and the same uniform traits, 
such as self-defeating impulses; weak egos; rigid, unde- 


veloped superegos; oral fixations; narcissism; poor 
frustration tolerance; and intolerance of pain (2). 

5. For many decades therapists focused exclusively 
on psychological dimensions as the primary or sole de- 
terminants of addicts’ drug problems. There has been 
increased understanding that the psychological dimen- 
sions are only part of the many reasons why a person 
becomes dysfunctionally involved with drugs. We also 
need to consider the special social problems of minor- 
ities and disadvantaged groups in ghettos, where the 
problems of living and the lack of opportunity leap- 
frog, as well as the problems of alienation among 
middle-class youth, as described by Keniston (9). 
Beyond this, we need to consider physiological, phar- 
macological, epidemiological, and legal factors as well 
as the availability of the drug. These numerous dimen- 
sions support Freud's dictum (10) that the etiological 
factors in any problem are multifaceted and over- 
determined. 


ISSUES RELATED TO THE STATE OF THE ART 


1. Still other problems emanated from the inability 
of analysts to draw upon a wide-ranging experience 
and rational perspective on drug problems. For what- 
ever reasons, Ámerican society for many decades fo- 
cused on heroin as the villain drug, largely, no doubt, 
because of its association with crime. This, in turn, 
was confounded by the social definition of heroin as a 
criminal problem, which proved to be a self-fulfilling 
prophecy. 

2. The question of goals was also grossly misunder- 
stood. Along with the therapeutic emphasis on reorga- 
nization of the personality went the need to take users 
off heroin at all costs, often without concern about 
how the individual would function without drugs (8). 
In addition, there was, for a time, a lack of understand- 
ing about withdrawal since it was felt that, once a 
patient was off drugs, he would be able to remain off. It 
was quickly learned, through follow-up studies (11) 
and other experiences, that heroin addiction was a 
chronic relapsing condition, with recidivism and con- 
tinued involvement with drugs to be anticipated over a 
period of many years, and in some cases, forever. 

3. Many stereotypes prevailed about the addict's in- 
ability to be located, reached, and treated (12). 

4. There was also a tendency to regard all drug use 
as ‘‘bad’’ without understanding that many drugs are, 
in fact, adaptive and help people function better. Even 
heroin was not clearly recognized to be the tranquil- 
izer and antidepressant that it is. In the 1950s and 
1960s it became clearer that many individuals could 
live and function better with the aid of tranquilizers 
and antidepressant drugs (I). This understanding 
helped pave the way for a more rational perspective on 
drug use and the subsequent enlistment of methadone 
stabilization as a mode of treatment. 

5. There was an increasing awareness that many ad- 
dicts are recalcitrants, i.e., they do not enter treatment 
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of their own accord. Some structuring of services was 
therefore required to engage and retain them in treat- 
ment. What this meant was that some cases required 
the use of coercion, which, it was hoped, would be 
used as "rational authority" and not as punish- 
ment (8, 13, 14). Most treatment personnel had not 
worked with such authority or controls and tended to 
react against the use of any kind of compulsion in treat- 
ment. They therefore could not relate to court 
agencies with responsibility for the client, such as 
those which dealt with probation and parole. 

6. Still another dimension was the fact that many 
patients could not function stably in the community 
and required a period of residential treatment before 
they could return to the community. 

7. In sum, the state of the art did not permit an ade- 
quate assessment of the basic factors that we under- 
stand better today, namely, the chronic relapsing as- 
pect; the need for varied approaches; the need for rela- 
tive, often limited goals; and other factors cited 
earlier (7). 


EVOLUTION OF A RATIONAL PERSPECTIVE ON 
DRUG USE 


Looking back from the vantage point of several dec- 
ades of experience and a better understanding of the 
treatment issues, how can we today define a rational 
perspective on drug use? 

As indicated earlier, the former stereotyping about 
the heroin addict has given way to a better understand- 
ing of the factor of diversity, that is, that drug users 
comprise a wide range of individuals from various so- 
cial-class, ethnic, and geographical backgrounds. In 
addition, they have different psychological and social 
needs, and in some cases, no problem at all. They also 
have different degrees of involvement with different 
kinds of drugs and with the ‘‘addiction system"' (12). 

We are moving away from the tendency to focus on 
the "terminal cases’’ (that is, the confirmed street 
junkie or chronic alcoholic in the tertiary stage of 
chronic addiction) as if they constituted the entire ad- 
dict population. The fact is that the overwhelming ma- 
jority of drug users are only minimally involved or else 
discontinue drug use after a short period of experimen- 
tation (1). To spell out further the range of drug users, 
a typology has been developed covering such varied in- 
volvement as experimental use, social-recreational 
use, more active ''seeking'' use, self-medicating use, 
and dysfunctional use. 

Until recently the primary focus was on the drug, 


. with no real examination of the person using the drug 


and the role it played in his life. Emphasis is now 
placed more appropriately on the drug user and the cir- 
cumstances under which he uses drugs (12, 15). 

Still another point relates to the fact that no single 
program can meet the needs of all drug users. We need 
a comprehensive system of care. What has gradually 
evolved is a better understanding of the need for com- 
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prehensive; multimodality programs (8, 14, 16). 

It is interesting that the modes which today consti- 
tute the major modalities for the treatment of heroin 
addiction and, in some cases, other kinds of drug 
abuse entail approaches that would not have been to- 
tally acceptable to therapists in the 1950s. These modes 
comprise the following: chemotherapy, therapeutic 
communities for ex-addicts, religious approaches, and 
the use of ‘‘rational authority," among oth- 
ers (8, 13, 14, 16). 

The role of a central coordinating agency Is also still 
not clearly understood. Because of the wide range of 
services and modalities required for different kinds of 
drug users, there is a need for a central state agency to 
help all drug-related programs interact in a coordi- 
nated way. As part of this system, centralized intake 
units should be available to reach out and engage indi- 
viduals with drug problems (12, 15). 

Finally, dysfunctional alcohol use has emerged 
more clearly as probably our primary drug problem. In 
the past there was a tendency to stereotype all alcohol- 
ics in terms of the 596 who are skid-row alcoholics. 
What is clearer today is that a significant part of the 
remaining 95%, including young adolescents and 
young adults, may also need help. If we focus again on 
the person rather than the drug, and if we use the un- 
derstanding derived from individual and group thera- 
py, we can move to mix different kinds of drug users in 
treatment as long as there is a suitable balance in 
terms of their personal and social characteristics, ages, 
and needs (12, 15). 

These are some of the things learned over the years. 
While there are still gaps in the state of the art, a ratio- 
nal perspective does prevail based on a better aware- 
ness of the issues and what remains to be done. What 
psychoanalytic thinking has offered us is a broad ratio- 
nal framework for understanding personal behavior in 
all forms of treatment and the need for a relationship 
as the core of all treatment regardless of the modality. 
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TOPICAL PAPERS: Some Aspects of Stress, Depression, and Aggression 


Current Social Stressors and Symptoms of Depression 


BY FREDERIC W. ILFELD, JR., M.D. 


The author explores the relationship of current social 
stressors (circumstances of daily social roles that are 
generally considered problematic or undesirable) to 
depressive symptoms. Subjects were 2,299 adults aged 
18-65 in the Chicago area. Over a fourth of the 
variance in depressive symptoms is accounted for by 
five social stressors. Depression is most closely 
related to the social stressors of marriage and 
parenting, and symptoms increase proportionately to 
the total number of stress areas. These data suggest 
that a focus on intervention and prevention in areas of 
family and marital life is desirable. 


THIS PAPER is one of a series derived from a large-scale 
cross-sectional survey on social stress and coping in 
the Chicago metropolitan area. The overall goals of the 
. larger project are as follows: 1) to measure the current 
social stressors engendered in the everyday social situ- 
ations of marriage, job, neighborhood, parenthood 
and economic activity, 2) to statistically relate these 
stressors to different aspects of psychological status, 
and 3) to evaluate the means by which different popu- 
lations cope with the everyday stressors. The present 
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paper deals with the second goal, namely, analysis of 
the relationship between current social stressors and 
symptoms of depression. I will compare the influence 
of different life stressors (defined as circumstances or 
conditions of daily social roles that are generally con- 
sidered problematic or undesirable [1]) on depression. 
Depression was measured on a 10-item scale obtained 
from a factor analysis of the 29-item Psychiatric Symp- 
tom Index (2). 

A relationship between life stress and psychiatric 
disorder has been found in a number of populations. 
Langner and Michael (3) reported that the total num- 
ber of life stressors influenced psychiatric disorder 
more than the presence of any one particular life 
stress. Berkman (4) replicated this finding and, using 
an 8-item index of psychological well-being, found that 
the greater the stress, the greater the psychiatric risk, 
regardless of socioeconomic status. In a longitudinal 
study, Dohrenwend (5) found that scores on the Lang- 
ner 22-item symptom inventory increased or de- 
creased according to negative or positive life experi- 
ence over 2 years. 

Perhaps the most notable studies relating symptoms 
to stress in a normal population have been undertaken 
by Myers and colleagues (6, 7). They reinterviewed 
720 of an original sample of 938 adults in New Haven 
after a 2-year period. The respondents were ques- 
tioned specifically as to 62 life events as well as the 
presence of psychiatric symptomatology. Among their 
findings were the following: 1) a net increase in life 
events was associated with a worsening of symptoms, 
2) a net decrease in life events was associated with im- 
provement in symptoms, and 3) the greater the net 
change in a number of life events, the greater the move- 
ment on the symptom inventory. More recently, Uh- 
lenhuth and associates (8) reported a close correspon- 
dence between symptom levels and life event scores 
in a sample of 735 respondents in Oakland, Calif. Sub- 
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stantiating the relationship between life events and 
psychiatric status is an ongoing study by Markush and 
Favero (9) in Kansas and Maryland. Their preliminary 
analysis shows a significant overall association of life 
change scores with both depressed mood and psycho- 
physiological symptom scores. 


Stressful life events are also associated with im- - 


paired psychiatric status for patient populations. Coop- 
er and Sylph (10), drawing from the patients of general 
practitioners in England, found that stressful life 
events occurred twice as often for those with psychiatric 
diagnoses as for the matched control cases. Life 
events and the occurrence of schizophrenia and de- 
pression have been investigated by Brown and asso- 
ciates (11), who showed that stressful events preceded 
the onset of illness for both of these diagnostic cate- 
gories, although the pattern of occurrence was differ- 
ent for the two diagnoses. For depression, life events 
occurred within a 6-month period before the illness on- 
set. Thompson and Hendrie (12) found no differences 
in the number of life events preceding different types 
of depressions (reactive and endogenous) in 74 hospi- 
talized patients. In a New Haven study (13) depressed 
patients reported almost 3 times as many life changes 
as the matched controls with little or no depression. 
In summary, stressful life events consistently have 
been found to be related to psychological problems in 
both normal individuals and identified patients. How- 
ever, these studies have concentrated on past stressful 
changes or events, many of which are fortuitous and 
most of which are time-limited. My view is that cur- 
rent social stressors that are patterned into our eve- 
ryday roles as marital partners, breadwinners, and par- 
ents are equally important in affecting mental status. 
Other researchers have emphasized past rather than 
present events primarily to solve methodological is- 
sues of whether stressors come before symptoms or 
vice versa; if one could show that the stressful events 
precede symptoms, then the direction of a causal rela- 
tionship is more certain (14). However, my re- 
search (15) has indicated that current social stressors 
are usually present before symptom onset, which sup- 
ports the contention that such stressors influence 
symptoms more than they are influenced by them. Sur- 
vey respondents independently estimated duration of 
current social stressors and the duration of their de- 
pressive symptoms. Each respondent was asked not to 
compare which came first, but rather to give the dura- 
tion in time that he/she had been experiencing a partic- 
ular stress and/or depressive symptoms. The data anal- 
ysis compared for each respondent which of his/her 
own separate estimates of duration of stressors and of 
symptomatology was longer. Stressors showed a sig- 
nificantly longer duration than depressive symptoms 
(59% versus 29%, with 12% having equal duration). 
The conceptualization of current social stressors as 
those circumstances or conditions of daily social roles 
which are generally considered to be problematic or 
undesirable is very different than that of ''life events" 
used by most investigators (16, 17). In the present defi- 
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nition stressors are tied to a social role, usually consist 
of an ongoing circumstance instead of discrete events, 
and are commonly regarded as problematic or undesir- 
able. Note that according to this definition, social stres- 
sors are really “‘possible’’ stressors, since they are 
problematic for most but not necessarily all individ- 
uals. I chose this perspective, which has more poten- 
tial for methodological difficulties, because I believe it 
has greater therapeutic potential in that current life 
events are more amenable to change and correction. 
My own clinical impression is that the more common 
stressors in everyday life are taking a significant toll of 
suffering above and beyond fortuitous and dramatic 
life crises in the past. Because they are current and not 
past events, they may be even more relevant for pos- 
sible prevention and treatment programs. I feel con- 
fident that this perspective is not particularly risky, 
since my research (15) and the New Haven study (7) 
offer substantial support for the theory that stressful 
circumstances usually precede symptom onset. Fur- 
thermore, my past work (15) has demonstrated that re- 
spondents' reports of current social stressors and psy- 
chiatric symptoms are relatively independent phenom- 
ena, so statistical comparison between the two 
categories of stressors and symptoms ts feasible. 

Another departure from previous research has been 
the comparison of the potency of different life. stres- 
sors. Most studies in the past have grouped different 
stressors into one global measure and then compared 
this measure to symptoms or some other psychiatric 
variable. The fact that life stress produces symptoms 
is no great revelation; it is more valuable to find out 
which kinds óf stress under what conditions have the 
most impact. It is hoped that separating social stres- 
sors into different roles (e.g., marriage, job, finances, 
parenting) and examining how stressors in each of 
these roles relate to symptoms of depression will en- 
hance preventive therapeutic efforts toward relieving 
psychiatric morbidity. 


METHOD 


In the summer of 1972, a probability sample of 2,299 
households was drawn from the Chicago-North- 
western Indiana Standard Metropolitan Statistical 
Area and a respondent from each household was inter- 
viewed. The interviewers were professionals who 
were trained in the particulars of our questionnaire. 
Only respondents between the ages of 18 and 64 were 
interviewed because we wanted to study adults who 
were most likely to be in the job market. The cluster 
size in the sample selection was 4 houses per block, 
with 11 additional houses listed in each block to substi- 
tute for households that did not qualify, were not 
reachable, or refused to be interviewed. Of those re- 
spondents initially approached, 31% either refused an 
interview or were unavailable after 3 attempts at con- 
tact. 

The 114-hour questionnaire administered to each re- 


spondent covers 1) background and demographic as- 
pects, 2) potential sources of social stress in the sever- 
al contexts of neighborhood, job, economic activity, 
parenthood, and marital relations, 3) the, various 
means by which respondents cope with 'different 
stresses in their lives, and 4) several measures of psy- 
chological status (psychiatric symptoms, psycho- 
somatic disorders, psychoactive drug use, and levels of 
self-esteem and of self-efficacy). 

Chicago was chosen not because it is typical or rep- 
resents a microcosm of urban America—no one city 
does. It does, however, contain a substantial propor- 
tion of different social class, occupational, ethnic, ra- 
cial, and religious groups that are comparable to the na- 
tional averages of the larger American cities. This di- 
versity is not only desirable but necessary to the 
study, which will use such characteristics as indepen- 
dent variables. The survey population has been com- 
pared to the 1970 Census population for the Chicago 
area in regard to major demographic character- 
istics (2). Some differences occur in sexual distribu- 
tion (preponderance of women) and educational level 
(slightly higher than average) of the survey population. 

We examined psychological status.along different di- 
mensions (symptoms, psychosomatic disorders, use of 
psychoactive drugs, self-esteem, self-efficacy) rather 
than in a holistic manner, since each dimension may 
have a unique pattern of relationship to current social 
stressors. We are not trying to assess ''caseness"' (i.e., 
who should be a psychiatric patient), '*mental illness" 
(no consensus exists as to this entity), or ‘‘impair- 
ment” (role functioning has not been assessed). We 
are merely interested in comparing groups of persons 
exhibiting more or less of each psychological charac- 
teristic. 

In this paper I am focusing on depressive symptoms 
measured by items 16—25 of the 29-item Psychiatric 
Symptom Index, which factor-analyzes (principal com- 
ponent method with orthogonal varimax rotation) into 
4 clinical syndromes: depression, anxiety, anger, and 
cognitive disturbance (2). (The parent scale of this in- 
dex is the Hopkins Symptom Distress Check- 
list [18, 19].) All respondents were asked about the fre- 
quency of each symptom over the past week. The 10 
items that load most heavily on the depression factor 
are as follows: have a poor appetite, feel lonely, feel 
bored or have little interest in things, lose sexual inter- 
est or pleasure, have trouble getting to sleep or staying 
asleep, cry easily or feel like crying, feel downhearted 
or blue, feel low in energy or slowed down, feel hope- 
less about the future, have any thought about possibly 
ending your life. 

The particular advantages, the assessed validity, 
and the statistical properties of the Psychiatric Symp- 
tom Index and its subscales are described else- 
where (2). As a test of internal consistency, the alpha 
coefficient for the depression subscale has been calcu- 
lated to be .84, a quite acceptable level. Validity has 
been ascertained by three criteria: having sought pro- 
fessional help for emotional problems, having recently 
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used psychoactive drugs, and the interviewer's rating 
of the respondent's degree of tension. Keep in mind 
that when I refer to depression, I am speaking of the 
level of depressive symptoms as measured by the 10- 
item subscale rather than a clinical diagnosis of depres- 
sion. 

The indicators of current social stressors evolved 
from detailed, largely open-ended tape-recorded inter- 
views with approximately 175 people. A range of life 
problems was compiled, and these questions were re- 
fined over a period of several years to their present 
state. The language in the questionnaire used to de- 
scribe these social stressors has been adopted from 
that used by our interviewees. Interviewers also asked 
about specific, concrete circumstances that have an im- 
mediacy for the respondent. 

The 9 social stressor indices and their statistical 
characteristics are reported elsewhere (1); I will give 
only a brief overview here. For married respondents 
there are 17 questions regarding degree of fulfillment 
of basic role expectations (e.g., companionship, affec- 
tion, finances, wage earner), issues of control and fair- 
ness of exchange between partners, and the individ- 
ual’s feelings of self-actualization in the marital rela- 
tionship. Employed respondents answer a 19-item 
scale that assesses the degree of adversity of work con- 
ditions, issues of income and job benefits and security, 
and problematic interpersonal relationships in the job 
setting. The scale on parental stressors is complex and 
covers diverse topics; the exact questions asked de- 
pend on the ages of the respondent’s children. Exam- 
ples include health difficulties, divergent moral or re- 
ligious beliefs, unacceptable behavior, disobedience, 
poor schoolwork, and improper treatment of parents. 
Financial and neighborhood stressor scales were ad- 
ministered to all respondents. The financial stressor 
scale consists of 9 questions about difficulties in paying 
monthly bills and about having enough money to af- 
ford adequate living quarters, household equipment, 


transportation, food, medical care, clothing, and lei- 


sure activities. In the neighborhood stressor index, re- 
spondents were asked to rate their neighborhood along 
a 4-point scale of goodness as to personal safety, 
friendliness, cleanliness, schools, type of people, qui- 
etness, protection of property, and race relations. 


RESULTS 


Current social stressors do have a rather strong asso- 
ciation with depressive symptoms. Perhaps the most 
revealing way of reviewing their relationship is 
through a table of intercorrelations. Table 1 displays 
Pearson product-moment correlation coefficients be- 
tween social stressors and depression. Note that the 
sample has been broken down into 5 subgroups, which 
makes it possible to compare the relative potency of 
different social stressors and also to view the differ- 
ential effects of any one social stressor across each of 
these populations. 
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TABLE 1 


Correlations and Multlple Regression Analysis Between Current Soclal Stressors and Depression 


te. 


Employed Employed 
Married Married 
Fathers Mothers 
Item (N=365—472)t (N = 146—180)T 
Stressor 
Neighborhood .10* .28** 
Job aoe 21499 
Homemaking — .02 
Financial .A4** .28** 
Parental 7T" tt 
Marital/singlehood A6** ,37** 
Regression analysist 
R? .26 .29 
F 24.73 7.93 
df 5, 350 6, 117 
p <.001 <.001 


*p«.05, one-tailed test. 
**5«:.001, one-tailed test. 
** *p«.01, one-tailed test. 


Depression l 
Unemployed Employed Employed 
Married Single Single 
Mothers Men Women 
(N 2346—471)t (N-—103—110)f (N —75—82)t 
.08* mw. 14 
— it Al 
fl — — 
.20** .36** .40** 
.29** PUN wm 
.42** 43** 28*** 
.25 .26 .20 
22.58 8.26 4.25 
5, 330 4, 93 4, 70 
<.001 <.001 <.01 


tNumber of subjects varies with each correlation. The number drops to the low point for the scale on “‘parental stressors” because this scale was constructed 
only for parents who had a child 6 years or older, and a sizable proportion of our parents had no child this old. 


+The "homemaking'' variable was not included in this analysis. 


Several patterns stand out in table 1. Generally 
speaking, current social stressors are significantly re- 
lated to depressive symptoms for each of the 5 groups. 
Note, however, the differences in magnitude among 
the correlations. Current marital stressors have the 
highest correlations with depression. Parenting, job, 
and financial stressors are intermediate in association. 
For most of our population, neighborhood stressors 
have little or no correlation with depression. Other 
findings of note are the differences among the 5 
groups. Employed married fathers are greatly affected 
by their marital situation but significantly less so by 
their parental or job situation. Employed married moth- 
ers, on the other hand, are equally affected by parental 
stresses and marital stresses. Depression is more high- 
ly correlated with current social stresses for employed 
single men than for employed single women. 

These correlations have held up even when a num- 
ber of variables are introduced as controls, including 
age, education and income level, score on a denial 
scale, an interviewer's rating of the respondent's frank- 
ness, number of memberships in social settings, and 
duration of social stressors. An even more precise 
view of symptoms and stressors can be gained by us- 
ing partial correlation techniques, in which we assess 
the relationship between depression and any one stres- 
sor area while controlling for the other stressor areas. 
With third and fourth order partial correlations, mari- 
tal stressors continue to have the highest and most sig- 
nificant relationship with depression. Parental stres- 
sors (for mothers) and job stressors (for married men) 
are among other correlations with depression that re- 
tain statistical significance. 

Table 1 also summarizes the results of a multiple re- 
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gression analysis for the 5 groups with depressive 
symptoms as the dependent variable and the current 
social stressors of marriage (or of being single), fi- 
nance, parenthood, job, and neighborhood as the inde- 
pendent variables. These five stressors explain approx- 
imately 25% of the variance in depression (R? ex- 
pressed as a percentage). In a further multiple 
regression analysis, demographic characteristics of 
sex, age, marital status, and income were used as the 
independent variables and were found to account for 
only 8% of the variance of depression. 

Thus far we have viewed each stressor as an inde- 
pendent entity, but what about combinations of stres- 
sors? Respondents were considered to be experiencing 
a social stressor if they were in the top 25% of those 
reporting stress for a given life area. We totaled the 
number of social stressors for each respondent; it was 
possible for each respondent to have anywhere from 0 
to 6 social stressors, depending on the number of so- 
cial settings he/she was involved in. We found that ap- 
proximately one-fourth of the sample fell into each of 
the following categories: no social stressors, 1 social 
stressor, 2 social stressors, and 3 or more social stres- 
sors. As for depressive symptoms, using previous 
epidemiological work as a guide (20-22), the 15% most 
symptomatic respondents have been arbitrarily la- 
beled as having ‘‘high depression.” 

Previous work has suggested that the greater num- 
ber of social stressors, the higher the psychological dis- 
order (3, 7). The findings of this study strongly con- 
firm that view; the Pearson product-moment correla- 
tion between depression and number of social 
stressors is .40 (N=2,281, p<.001). Figure 1 illustrates 
this relationship. The percentage of respondents with 
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*The numerator in the ratios is the number of respondents with that particular 
number of social stressors who have high symptoms of depression; the de- 
nominator is the total number of respondents with that number of stressors. 
The total is only 2,281 because 18 individuals did not answer enough questions: 
to be rated on the depression scale. 


high depression more than doubles with each in- 
crement of social stress (chi square=249, p<.001). On- 
ly 3% of those reporting no social stressors have high 
depression, but 34% with 3 or more social stressors re- 
port high amounts of symptoms. The same analysis 
was applied to the separate groups of employed mar- 
ried fathers, employed married mothers, and unem- 
ployed married mothers; the direct, highly significant 
relationship between the total number of current social 
stressors and depression continues to hold for each 


group. 


DISCUSSION 


The purpose of this paper has been to assess the rela- 
tionship between depression and a number of current 
areas of social stress encountered in everyday life. I 
was fortunate in having access to a cross-sectional and 
representative population of normal adults, with a 
sample size large enough (N =2,299) to allow statistical 
comparisons that otherwise would have been difficult. 
In contrast to most previous studies on the effects of 
life stress, I have looked at social stressors both sepa- 
rately and in combination and as arising not from 
short-term and often fortuitous life changes but from 
the continuing pressures of daily social roles. 

The significance of these findings are several-fold. 
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First, about 25% of the variance of depressive symp- 
toms can be attributed to 5 current social stressors 
as compared with the 8% variance contributed by the 
demographic variables of age, sex, marital status, and 
income. Current stressors are not only closely related 
to symptoms; they are also differentially related. For 
four of our 5 population groups, stress in the prima- 
ry adult relationship (i.e., stress of marriage or of 
being single) is the life area most closely related to de- 
pression, which suggests this as a focal point for pre- 
ventive and therapeutic intervention.! Finally, there is 
a direct and dramatic relationship between depression 
and the total number of stressors experienced by re- 
spondents. These findings hold when a number of con- 
trol variables are introduced into the relationship. 

I am fully aware that socioenvironmental stressors 
are only one of a number of factors that influence de- 
pression. Early experiences, such as loss of a parent 
during childhood, have a lasting impact. Genetic 
makeup may play a major role in depression. Uncon- 
scious psychological conflicts and past maladaptive 
habit patterns contribute substantially to symptoms. 
And, as previously noted, recent major life changes 
take a large toll on the individual. Furthermore, the 
relationship between symptoms and stressors is circu- 
lar. While my work and the work of others has demon- 
strated that the predominant direction of effect is from 
environmental stresses to individual distress, there is a 
sizable influence in the opposite direction. All clini- 
cians are familiar with the vicious cycle of depression, 
wherein being depressed handicaps coping and further 
impairs role functioning, which in turn increases the 
depression. 

Several major methodological difficulties are at issue 
in this study. Elsewhere I have examined the relative 
independence of our variables of stressors and symp- 
toms and the primary direction of effect between 
them (15). However, since all the data are gathered by 
interviews, the issue of subjective distortion still re- 
mains. Even with this method of data collection, there 
are variations in the degrees of objectivity in the infor- 
mation solicited by different questions. Items in our 
questionnaire range along an objective-subjective con- 
tinuum; biographical data are most objective, reports of 
social circumstances (such as stressor situations) are 
intermediate, and reports of attitudes, feelings, and 
symptoms are the most subjective. Moreover, we have 
used a denial scale and a rating of frankness by the in- 
terviewer as controls, and the significance level of our 
findings has not been altered. 

The results of this study have direct clinical implica- 
tions. Given the finding that marital and parental stres- 
sors bear the closest relationship to depressive symp- 
toms, psychiatry’s increasing emphasis on marital and 
family therapy seems very much on target (24). Mental 


‘Clinical reports buttress these findings, with almost half of 179 con- 

secutive new patients indicating that a marriage-related or family- 
Eee o ee led them to seek an appointment at a psychiatric 
clinic (23). 
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health professionals can intervene in the social arenas 
that have the most powerful relationship to depres- 
sion. In fact, there are now wide-scale efforts outside 
the mental health establishment to shore up the be- 
sieged structures of marriage and the family (e.g., 
"marriage encounter” sessions sponsored by religious 
groups). On the other hand, the low association be- 
tween neighborhood stressors and depressive symp- 
toms calls into question some fundamental assump- 
tions psychiatry has made about the importance of ef- 
fecting change in the community setting. According to 
the data in this study, neighborhood problems are not 
directly related to depression; therefore, relieving 
neighborhood stressors, while possibly providing oth- 
er benefits, should not be expected to strikingly lower 
the level of psychological distress in the community.? 
In short, our findings support the major commitment 
of mental health efforts to the microsocial level of the 
family but not to the macrosocial level of community 
affairs. 

This work suggests a number of pathways for future 
research. Behavioral observations could supplement 
subjective reports, as would information from persons 
close to the respondent. Longitudinal investigation 
would shed light not just on the cause and effect rela- 
tionships but also on the natural course of both current 
social stressors and psychiatric symptoms. Beyond 
these methodological refinements, however, lie ques- 
tions as to why certain social stressors more than oth- 
ers have a stronger association with depression and 
whether other indices of psychological status meas- 
ured in this survey (psychiatric symptoms, psycho- 
somatic disorders, levels of self-esteem and self-effi- 
cacy, use of psychoactive drugs) bave similar relation- 
ships to social stressors. How indec*] are respondents 
coping with these social stressors? These are the major 
topics that we are currently investigating. 
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Depression in Veterans Two Years After Viet Nam 


BY EDGAR P. NACE, M.D., ANDREW L. MEYERS, M.ED., CHARLES P. O'BRIEN, M.D., PH.D., 


NORMAN REAM, M.D., AND JIM MINTZ, PH.D. 


` The authors evaluated the incidence of depression in a 
sample of 202 Viet Nam veterans an average of 28 
months after their return from Viet Nam. 
Approximately one-third of the sample fell within the 
clinically depressed range of the Beck Depression 
Inventory. Comparison of the depressed and 
nondepressed groups indicated that the former had 
higher frequencies of drug abuse (particularly while in 
Viet Nam), more marital difficulties, a higher 
unemployment rate, and more current legal problems. 
This high incidence of depression, coupled with the 
finding that few of these men were being treated for 
the illness, indicates the need for an outreach 
approach to this population. 


SEVERAL STUDIES have evaluated Viet Nam veterans 
as they returned to duty in the United States (1-3). 
These studies, however, have not dealt with the veter- 
ans' adjustment on return to civilian life. Strange and 
Brown (1) found that 65% of the men being treated at a 
Naval hospital for psychiatric disorders displayed evi- 
dence of a depressive syndrome, and Hampton and 
Vogel (2) reported that 5596 of a sample of Viet Nam 
veterans identified as heroin users scored within an 
*abnormal range” on the MMPI. Bonus (3) found that 
about 25% of Viet Nam veterans who returned to a 
stateside post experienced recurrent nightmares or ob- 
trusive thoughts and 40% felt more irritable and short- 
tempered, although the latter symptoms seemed to be 
. temporary. 

We are aware of only one study that has evaluated 
- the adjustment of Viet Nam veterans after their return 
to civilian life. Robins (4), in a study conducted with 
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veterans 8-12 months after their discharge from the 
service, evaluated affective state based on subjective 
reports of depressive symptoms. They found that 796 
reported a ‘‘full-blown depressive syndrome,” 9% re- 
ported suicidal thoughts, 2096 reported anorexia suf- 
ficient to account for a 3.6-kg weight loss, and 19% re- 
ported insomnia of several weeks' duration. 

We conducted an evaluation of depression in Viet 
Nam veterans as part of a larger follow-up study as- 
sessing adjustment of men who had served in Viet 
Nam. Our interest in this evaluation was prompted by 
the paucity of data on this subject noted above. 

In this study we used the Beck Depression In- 
ventory (5), an objective, standardized instrument that 
has demonstrated reliability and validity in the assess- 
ment of depression. Our evaluation has been focused 
on men an average of 28 months after their discharge 
and is therefore less likely to be affected by the imme- 
diate changes associated with transition from military 
to civilian life. 


METHOD 


Sample 


The subjects for this follow-up study were obtained 
from two sources. First, all available admissions face 
sheets of clinical records (N=10,650) of soldiers admit- 
ted to either of the two drug treatment centers in Viet 
Nam during the period of operation (June 1971 through 
December 1972) were screened. 

Second, we screened medical records (N 714,780) of 
soldiers admitted to one of four United States Army 
hospitals in Viet Nam in 1971 and 1972. We pooled and 
filed all face sheets that listed an emergency addressee 
(usually father, mother, or wife) as residing in the city 
of Philadelphia or within a 55-mile radius in Pennsylva- 
nia or New Jersey. 

A sample of 312 veterans was potentially available 
for follow-up evaluation—188 who had been found 
drug-positive on urine screening while in Viet Nam 
and a medical control group of 124 who had not been 
found to be drug users. This study presents data on the 
202 veterans interviewed, 125 of whom were identified 
as drug users and 77 not so identified. 


Procedure 


Using the addresses provided by the drug treatment 
centers and the Army hospitals, we contacted the vet- 
erans by telephone, letter, or field visit. The nature 
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and purpose of the follow-up study was explained and 
an appointment for an interview was scheduled. Inter- 
views were conducted by one of two trained male inter- 
viewers who were skilled in interview techniques and 
highly capable of establishing rapport with the sample. 
The interview was semi-structured, lasted 14-2 
hours, and assessed areas of current adjustment (em- 
ployment, marital status, drug and alcohol use, etc.) as 
well as relevant past and current variables. Each veter- 
an was paid $15 for his participation. At the close of 
the interview each veteran was asked to complete the 
BDI and to provide a urine sample for drug screening. 

Of the 202 men interviewed 1 refused to complete 
the BDI and 2 refused to provide urine samples. Most 
interviews were conducted at the veteran’s place of 
residence; the exceptions were a few interviews at the 
Drug Dependence Treatment Center at the Phila- 
delphia Veterans Administration Hospital. 


RESULTS 


The subjects interviewed in this study had served an 
average of 11 months in Viet Nam and were inter- 
viewed, on the average, 28 months after their return 
from Viet Nam. Of the sample of 202 subjects, nearly 
one-third (N=65) fell within the clinically depressed 
range of the BDI. Subjects’ verbal reports of depres- 
sion were significantly related to their responses on the 
BDI. Those who reported depression in the previous 3 
months had a mean BDI score of 11.41; those who did 
not report depression had a mean score of 4.21 
(p<.001, t test). 

In order to better understand the factors associated 
with this high rate of depression, the sample was di- 
vided into those who scored within the clinically de- 
pressed range of the BDI (N=65, mean BDI 
score= 18.0) and those whose score was less than that 
associated with clinical depression (N=136, mean BDI 
score=3.7). 


Service History 


The depressed and nondepressed groups did not dif- 
fer with regard to age at time of entry into the service 
(means=19.2 and 19.1 years, respectively), length of 
time spent in Viet Nam (10.6 and 11.0 months), or age 
at time of discharge from the service (22.0 and 21.7 
years). Mode of entry into the service did not distin- 
guish between the two groups, which contained com- 
parable percentages of draftees (33% in the depressed 
group and 35% in the nondepressed group). Age at the 
time of interview was also comparable (approximately 
24 years for both groups). 

Significantly more of the depressed group received 
“Article 15s,” a nonjudicial punishment (74% versus 
51%, p<.003), but the percentages of courts martial 
were not significantly different (19% for the depressed 
group, 13% for the others). 

A trend toward greater depression in those who 
served in combat was noted, but a statistically signifi- 
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TABLE 1 
Social Varlables for Depressed and Nondepressed Viet Nam Veterans, 
in Percents 


Depressed Nondepressed 


Group Group 
Item (N=65) (N=136) 
Currently employed 45 76* 
Currently in school 15 18 
Marital status 
Married 21 . 43 
Separated or divorced 21 . JW 
Single 58 49 
Current legal problems 30 pet 
Ethnicity 
Black 50 35 
Nonblack 50 fot 
Living with both parents until age 16 52. 66 
*p«.0001. 
**#p< 002. 
***p« 05. 


cant difference was not obtained. There was no differ- 
ence between the two groups in regard to general satis- 
faction with the Viet Nam service experience, which 
was reported by 64% of the depressed subjects and 
7696 of the nondepressed subjects. 


Social Variables 


As table 1 shows, current employment status strong- 
ly differentiated the depressed and nondepressed 
groups. Further analysis of the unemployed group in- 
dicated that in addition to being more depressed they 
had a significantly lower educational level and were 
more likely to be black and to live in the city. Overall, 
the depressed group did not have a significantly lower 
educational level than the nondepressed group, nor 
was current enrollment in school significantly different 
between the depressed and nondepressed groups. 

Marital status clearly differed between the two 
groups—the highest ratio of depressed to non- 
depressed subjects was in the separated/divorced 
group, followed by those who were single, with the 
least depression in the married group. 

Of those ever married, significantly more of the de- 
pressed group were married either prior to or while in 
the service (x*— 12.93, p<.002). The problems leading 
to separation or divorce were more often attributed to 
use of drugs or to factors intrinsic to military service 
(e.g., prolonged separations) by the depressed sub- 
jects. There were no differences between the de- 
pressed and nondepressed groups with regard to 
length of marriage for those currently married or dura- 
tion of marriage prior to separation or divorce. The 
separations or divorces occurred, on the average, 
more than two years before our interview. The de- 
pressed group had been separated or divorced longer 
than the nondepressed group, although the difference 
did not reach statistical significance. 

Loss of a parent before the age of 16 was more 
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frequent in the depressed group, although the differ- 
ence fell short of statistical significance (p=.06). Race 
and current legal problems significantly differentiated 
the two groups. ! 


Drug Use Variables 


Of particular interest is the relationship between 
drug use and depression. Frequency of drug use was 
categorized as follows: daily (5 or more times a week), 
weekly (1-4 times a week), less than weekly, and 
none. We analyzed four time periods: preservice, Viet 
Nam, since discharge, and current (past 3 months). 
The period ''since discharge” also includes data for 
current use. Drugs investigated were alcohol, mari- 
juana, hallucinogens, amphetamines, barbiturates, and 
heroin. 

The only significant difference in the preservice peri- 
od was the greater frequency of alcohol consumption 
among the depressed group (p<.05). There were, how- 
ever, clear differences between the two groups during 
the Viet Nam period. The depressed group reported 
significantly more frequent use of barbiturates (p«.05) 
and heroin (p<.01). In addition, the use of heroin after 
discharge and including the 3-month period before the 
interview was significantly greater in the depressed 
group (p«.05). 

Significantly more depressed subjects reported a 
positive urine test while in Viet Nam (x?—7.72, 
p«.005). A compatible finding was the higher mean de- 
pression ratings on the BDI for the subjects treated in 
a drug treatment center compared with those not iden- 
tified as drug users (9.5 versus 6.3, p<.007, t test). 


DISCUSSION 


The findings clearly indicate a high prevalence of de- 
pression among this sample of Viet Nam veterans, 
33% of whom fell within the clinically depressed range 
of the BDI. The usual prevalence rate of depression 
among nonpsychiatric samples is 15% (6), and a 23% 
rate was recently found among college students (7). In 
the college student study, most of the students fell 
within the mild range of depression as measured by the 
BDI, whereas the majority of our subjects were rated 
as moderately or severely depressed. 

A full explanation for the prevalence and extent of 
depressive symptomatology in this group is not pos- 
sible given the methodology and purpose of the study. 
The subjects' self-reports, however, included factors 
that shed some light on these findings. 

Employment problems seemed to play a major role 
in contributing to the depressive picture—not having a 
job, being unable to find a job, or not earning enough 
money were the most common problems to which sub- 
jects related their depression. 

Current drug use and marital break-ups were also re- 
lated to depression. Those involved with drugs ex- 
pressed disappointment and concern over drug use, 
which was causing them financial, family, and/or legal 
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problems. Some described current attempts to "clean 
up” in order to preserve or reestablish a relationship 
with a wife or girlfriend. The depressed group reported 
a significantly higher incidence of divorce or separa- 
tion, and several subjects saw this as the primary 
cause for their depression. 

A variety of factors were mentioned by other sub- 
jects. Some felt they were not ‘‘making it” or felt ““be- 
hind’’ compared with friends who had more education, 
higher paying jobs, or who owned homes. Other veter- 
ans mentioned vague or nonspecific factors such as 
"life in general,” **can't fit in, and ‘‘no interest.” 

It is clear that the veterans who now have a depres- 
sive syndrome experienced a greater degree of adjust- 
ment problems before this evaluation than their non- 
depressed peers. It seems that the depressed veterans 
are a particularly vulnerable group, as evidenced by a 
pattern of chronic maladaptive coping responses. For 
example, those in the depressed group were more like- 
ly to have come from a broken home. Early loss of a 
parent has been implicated in the later development of 
depression (8) and may lead to a particular sensitivity 
to future losses. 

The significant difference in the percentage of sub- 
jects who were divorced or separated may be partially 
explained by the fact that significantly more of those in 
the depressed group married before or while in the 
service. The decision to marry, in many instances, 
seemed to be provoked by the separation imposed by 
entering the service. The prematurity of this decision 
seems to have been borne out by the high rate of sepa- 
ration and divorce among this group. 

Service history suggests further evidence of adjust- 
ment problems in the depressed group. For example, a 
significantly greater percentage of the depressed group 
received nonjudicial punishments while in Viet Nam. 
Illegal activity since discharge also differentiated the 
two groups. 

Other evidence of a maladaptive response pattern 
may be found in the history of drug abuse. The de- 
pressed group reported a significantly greater fre- 
quency of preservice alcohol use. Differences between 
the groups were more prominent in the Viet Nam peri- 
od—amphetamine, barbiturate, and heroin use were 
all significantly greater in the depressed group. This 
trend toward greater involvement with drugs contin- 
ued after discharge, as evidenced by the use of heroin 
and marijuana in the depressed group. 

Thus, the group that scored within the clinically de- 
pressed range of the BDI has experienced difficulty in 
coping with vocational tasks, marital relationships, 
and authority. In addition, the depressed subjects have 
been more extensively involved in drug abuse than 
nondepressed subjects. We do not have data on the 
possibility that the currently reported depression is a 
continuation of a chronic depressive episode that may 
have existed before discharge or, perhaps, before en- 
trance into the service. Similarly, it is not possible to 
determine from our data whether the depressive illness 
affected these individuals' job performance, led to 
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their drug-seeking behavior, etc. 

We do know, however, that these men have not 
availed themselves of the opportunity for treatment. 
Only 13 of 202 had sought help for feelings of depres- 
sion, anxiety, or "nervousness' during the 3-month 
period preceding the interview. Twelve of these 13 
subjects had been detected as drug users in Viet Nam 
and 12 had scored within the depressed range of the 
BDI. In most instances therapeutic contacts were brief. 
Individuals who had sought help within the previous 3 
months were not engaged in psychotherapy and were 
not being treated with medication for depression. An 
outreach approach to these veterans is clearly in- 
dicated, as there is evidence that they have prolonged 
and extensive adjustment difficulties. At present, these 
depressed veterans remain essentially outside avail- 
able mental health systems and seem to be either un- 
aware of the existence of help or uninterested in seek- 
ing it. 
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Impact of Dramatized Television Entertainment on Adult Males 


BY RODERIC GORNEY, M.D., DAVID LOYE, PH.D., AND GARY STEELE, M.A. 


The authors studied the effects of a week's viewing of 
five types of television programs, including those with 
predominantly helpful or hurtful content, on the 
aggressive mood and hurtful behavior of adult men. 
They found, within the population studied, a 
significant decrease in aggressive mood and lower 
levels of hurtful behavior in viewers of helpful 
programs as compared with a control group, as well 
as some evidence that emotional arousal in response 
to helpful programs is negatively correlated with 
aggressive mood. 


THE MATRIX from which the mental health or illness of 
all age groups is developed and sustained is still pre- 
dominantly the family and the emotional and behavior- 
al climate at home. For years psychiatrists have sus- 
pected that this home climate and the psychosocial ad- 
aptations it engenders may be substantially affected by 
experiences ordinarily considered inconsequential di- 
versions or amusements, such as music, sports, comic 
books, and motion pictures (1—3). Of all such influ- 
ences, dramatized television programs, with their ap- 
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parent potent capacity to establish role models as well 
as to activate identifications, anxieties, and other emo- 
tional responses, have been most often praised and de- 
nounced for having profound effects. The fact that 
Americans of all ages spend more of their time at home 
watching television than in any other waking activity, 
with the national weekly average estimated at more 
than 21 hours (4), requires that we give high priority to 
scientifically testing clinical impressions about the 
effects of television. 

The Surgeon General's 1972 report (5) provided sub- 
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stantiation for suspicions about the effects of televised 
violence on children and adolescents. As for. adults, 

past research provided only limited confirmátion of 
clinical observations (6—8), and the only extensive 
field study reported in recent years, by Milgram and 
Shotland (9), failed to show any effects. 


THE PSAF 1974 TELEVISION FIELD 
EXPERIMENT 


The purpose of our field study, undertaken by the 
Program on Psychosocial Adaptation and the Future 
(PSAF) of the University of California at Los Angeles, 
was to determine whether or not it is possible to mea- 
sure television effects in adults, and to discern the influ- 
ence of such effects on the psychosocial adaptation of 
the whole person over a wide range of variables with 
particular emphasis on those which might affect the 
everyday climate of the home and family. Accord- 
ingly, rather than focus on the rare instances of heroic 
altruism or heinous crime alleged as sequelae of televi- 
sion stimuli, we centered attention on a range of more 
mundane factors, among them changes in ordinary ag- 
gressive mood and hurtful behavior, as expressed and 
assessed within the home itself. 

Although many observations and measurements 
were undertaken during the PSAF study, we will focus 
here on only two important factors—the mood and be- 
havior of 183 adult males, ranging in age from 20 to 
over 70 years, who viewed different varieties of ordi- 
nary dramatized television programs at home. These 
two factors were selected because they represent both 
subjective psychological and objective transactional 
phenomena, the interplay between which so pene- 
tratingly reveals an individual's mental health or ill- 
ness. 


METHOD 


The basic design of this study derives from stud- 
ies (10—11) undertaken for the Surgeon General's re- 
port (5), which focused on the dual aspects of helpful 
(prosocial) versus hurtful (violent) elements in pro- 
gram content. A major design element was the use of 
cable television for access to the homes of those who 
worked with us in their natural viewing situation. 

We recruited a pool of 725 couples through an- 
nouncements over Theta Cable Television of Santa 
Monica, Calif., and in Theta's printed program guide. 
The couples were asked to collaborate with us, not as 
"subjects" in the old sense, but as "research volun- 
teers" according to the new approach advocated by 
Smith, Argyris, and others (12-15). We explained our 
interest in determining the effects of dramatized televi- 
sion entertainment and promised to share results with 
participants. Ás an extra inducement to participating 
in an arduous experiment, we also offered the volun- 
teers six months of free cable television service and a 
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chance to win various cash prizes. 

Each participant signed an agreement stipulating 
that the husband would watch the designated pro- 
grams, the wife would not watch them, and both would 
fill out forms as instructed without discussing the pro- 
grams or the experiment until all procedures had been 
completed. Neither spouse was told the type of pro- 
grams the husband would see or about other aspects of 
the experiment. Husbands were not told that wives 
would record their behavior. Each participant also 
signed an informed consent agreement after the experi- 
mental procedures bad been explained. 

Through a combination of matching and randomiza- 
tion, 260 couples were assigned to five groups, each 
controlled for age, income, education, liberal or con- 
servative orientation, and attitudes toward coopera- 
tion versus competition and nonviolence versus vio- 
lence (assessed with a project-developed instrument). 
Each group was assigned to watch one of the following 
five ‘‘diets’’ of television programming: 1) high in help- 
ful (prosocial) content, 2) high in hurtful (violent) con- 
tent, 3) neutral (light entertainment) content, 4) mixed 
(both helpful and hurtful) content, and 5) natural con- 
tent (volunteers were instructed to do whatever they 
wished during the viewing period but to log their activ- 
ities and complete forms for television programs 
viewed). 

Selection of the series included in the program diets 
was based on the frequency of helpful versus hurtful 
emphases observed in previous episodes. Cate- 
gorization of ''specials" was based on reviews and 
summaries published prior to airing. This unavoidably 
imprecise process was guided by pilot test program as- 
sessments by psychiatrists, psychologists, parents, 
and other groups. 

In all groups each husband watched the television 
programs selected and his wife became an observer 
who reported his daily behavior. This method pro- 
vided an economical means of supplying a knowledge- 
able and sensitized observer in the home of each indi- 
vidual who watched the programs. (We hope to repeat 
the study with husbands' and wives' roles reversed.) 

Viewing took place between 7 p.m. and 11 p.m. on 
seven consecutive evenings in October 1974. Pro- 
grams were chosen from the schedules of the 28 chan- 
nels available via the local cable television network; in 
a few cases specially broadcast feature films and epi- 
sodes of The Waltons were used to flesh out the helpful 
and neutral program diets. 

During the experimental week participants in each 
of the assigned viewing groups watched approximately 
20 hours of television consisting of about 25 half-hour 
or one-hour programs. On alternate evenings, before 
and after each program they completed one of two 
forms. The first was the extensively validated Nowlis 
Mood Adjective Checklist (16), which assesses 12 
mood factors, among them aggressive mood. All par- 
ticipants also completed this form before and at the 
end of each evening's viewing. The second measure 
used was the PSAF Program Report, which assesses 9 
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effects including emotional arousal. Due to occasional 
failures to complete forms, the size and composition of 
each group varied from day to day. 

One hundred eighty-three couples completed the 
study. Although most of the couples were Caucasian, 
more affluent, and more highly educated than the aver- 
age American, they were much more representative of 
the typical American adult viewer than the populations 
usually studied, which consist exclusively of college 
students. Furthermore, because the subjects’ ages 
ranged from 20 to over 70 years, our findings may have 
implications for developmental studies. 

Unfortunately, a reorganization of previously se- 
lected groups was necessary shortly before the re- 
search period began because, contrary to our earlier 
understanding, some members of groups whose pro- 
gram diets required access to specially broadcast mate- 
rial did not have the needed channel selector capacity. 
Matched individuals were moved from one group to an- 
other to accommodate this need. We know of no bias 
in the data that might have been introduced by this pro- 
cedure. Although the resulting lack of random selec- 
tion within groups means that the reported statistics 
cannot be legitimately generalized beyond our sample, 
we nevertheless feel that the results are of substantial 
interest. 


FINDINGS 
Aggressive Mood 


Figure 1 illustrates daily baseline mean scores (ob- 
tained before each evening's viewing) for aggressive 
mood throughout the viewing week. Viewers of help- 
ful (prosocial) programming showed a general decline 
in the level of aggressive mood from the first to the sev- 
enth day of the viewing period, whereas viewers of 
hurtful (violent) programming tended to maintain their 
initial leve] of aggressive mood. Average scores on in- 
termediate days (Tuesday through Saturday) fluctuat- 
ed considerably, as is evident from figure 1, but in all 
but one instance (on Tuesday) the helpful (prosocial) 
viewing group had a lower average aggressive mood 
score. (The possibility that the fluctuations—including 
the reversal of the Tuesday data— were due to the con- 
tent of specific programs is now being explored.) 

A comparison of Monday and Sunday means for the 
helpful viewing group, using a one-tailed t test for 
paired samples, showed a statistically significant de- 
cline (N=43, t=1.98, p«.05). Furthermore, the differ- 
ence between means of the helpful (prosocial) viewing 
group and the hurtful (violent) viewing group, which 
was negligible on Monday, was statistically significant 
by Sunday (N=81, t=2.10, p<.05).! 


‘Figure 1 represents data points for all seven days, whereas these 
tests make use of only two data points. Means and standard devia- 
tions for the mus samples are: Monday—1.48, .65; Sunday— 1.24, 
.46, Standard deviations for the differences between means test are: 


helpful—.46; hurtful——.69, 
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FIGURE 1 


Comparison of Baseline Aggressive Mood Scores* for Helpful (N 45) 
and Hurtful (N=36) Viewing Groups 
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*As measured by the Nowlis Mood Adjective Checklist (16). 


Tannenbaum and associates (17) reported that emo- 
tionally arousing films of many types increased aggres- 
sive behavior. This suggests that emotionally arousing 
content, even if it is of a helpful nature, might increase 
aggressive responses. Stein and Friedrich (10) found 
this effect in a behavioral study of middle-class chil- 
dren. On the basis of these findings, it might be hypoth- 
esized that a comparable direct relationship between 
emotional arousal and aggressive mood would be 
found in our adult sample. 

We cross-tabulated the individual scores of aggres- 
sive mood and emotional arousal taken simultaneously 
within the helpful (prosocial) viewing group from vary- 
ing daily subsets of viewers (sample size ranged from 
12 to 21). Concurrent scores for both measures were 
available only for seven programs, namely, the final 
program of each day’s viewing. A weak but persistent 
association of higher levels of emotional arousal with 
lower levels of aggressive mood, and vice versa, ap- 
peared for a majority of the seven programs, as well as 
for the summed weekly scores of individual partici- 
pants. 

To determine whether a different approach to the 
same topic would yield similar results, we examined 
the rank-ordering of group means for nine prosocial 
dramas (see appendix 1), which resulted in a negative 
correlation between emotional arousal and aggressive 
mood (Spearman’s r= —-.62, p<.05). (When the come- 
dies, and the six episodes of The Waltons—the fre- 
quency of which had elicited irritated responses from 
volunteers—were included in this analysis the signifi- 
cance of the correlation disappeared but the direction 
remained inverse.) Finally, comparison of individuals’ 
mean scores for emotional arousal and their mean dai- 
ly change on aggressive mood scores (baseline minus 
final evening’s scores) yielded a negative association 
in the helpful (prosocial) viewing group (N—51, Pear- 
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*Group means computed from averaged daily number of hurtful behaviors. 


son's r-« —.39, p<.01) and no significant association in 
the hurtful (violent) viewing group (N=44, Pearson's 
r=—.10,n.s.). Such data raise the possibility that expo- 
sure to at least some types of emotionally arousing pro- 
social television programming might be associated 
with decreased psychological manifestations of aggres- 
sion. 


Hurtful Behavior 


Behavior was assessed by wives' daily reports of 
their husbands’ helpful and hurtful behavior. Exam- 
ples of statements indicating helpful and hurtful behav- 
lor, respectively, were ''Husband volunteered to as- 
sist with dishwashing,” and ‘“Husband angrily kicked 
tricycle left in the driveway." 

The following data describe the findings on hurtful 
behavior. Figure 2 shows a comparison of the aver- 
aged daily means of hurtful behaviors for all five 
groups. The helpful (prosocial) viewing group showed 
the least hurtful behavior; next lowest was the neutral 
(light entertainment) viewing group. With one excep- 
tion, the highest level of hurtful behavior appeared in 
the hurtful (violent) viewing group. A non-significantly 
higher level was found in the natural group. 

Although differences in means among the groups 
were not significant, cross-tabulations between groups 
and levels of hurtful behavior using corrected chi- 
square analysis did reach significance. Average week- 
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ly scores for hurtful behavior were empirically divided 
into high; medium, and low categories. The number of 
individuals falling into these categories correlated sig- 
nificantly with the ordering of groups shown in figure 2 
(Kendall's tau=.16, p.01). In addition, comparison 
of the helpful (prosocial) viewing group with the natu- 
ral group by the same technique yielded a significant 
difference (x?-—8.0, p.02). 

Is this difference simply the result of restriction of 
behavior of any sort by experimentally induced televi- 
sion viewing in the helpful (prosocial) group? That this 
is not the case is confirmed by the fact that the level of 
hurtful behavior in the hurtful (violent) viewing group, 
which was subject to the same restriction of behavior 
of any sort, was not significantly different from that in 
the unrestricted natural group. Moreover, com- 
parisons of helpful behavior reported for the helpful 
(prosocial) and natural groups did not show significant 
differences. This indicates that the difference in hurtful 
behavior reported above was not simply an artifact of 
a generally higher level of activity in the natural group. 


DISCUSSION 


As a field study, this investigation was subject to the 
familiar garbling of measurable effects through uncon- 
trollable variables that affect both stimuli and viewers. 
Because adults rather than children were studied, stim- 
uli were subject to more complex intervening process- 
es before they could evoke noticeable response. Since 
we were studying ‘‘normal’’ rather than deviant indi- 
viduals, we were likely to be working within a relative- 
ly flat response range that would severely tax measure- 
ment sensitivity. Within the context of previous knowl- 
edge and expectations, therefore, to discern mood 
change would be surprising, and to discern behavioral 
change would be startling. Yet this apparently is what 
we have found in the adult groups that we studied. 

Balancing fears that television may degrade as well 
as divert us, our results open the door to the possibility 
that dramatized television programs may serve as a 
new means for fostering improved psychosocial adap- 
tation and mental health by exerting a beneficial influ- 
ence on the emotional and behavioral climate of the 
family and home. Thus whether or not violent televi- 
sion drama is responsible (as often charged) for induc- 
ing violent behavior, we have evidence in this instance 
that helpful prosocial television drama was capable of 
reducing ordinary hurtful behavior. 

There may be some dispute about the significance of 
aggression in human life or even the psychiatric mean- 
ing of the term ''aggressive mood." However, it 
clearly seems desirable that a person be able to choose 
to reduce behavior experienced by others as hurtful by 
voluntarily altering television viewing patterns, and 
thus establish a more secure and healthy home life. 

If these findings are corroborated and extended, 
they might well be taken into account by parents in de- 
ciding not only which television programs their chil- 
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dren should be permitted to view but also how to twist 
the dial for their own delectation. For the climate in a 
home generated by parental moods and behavior is 
surely as crucial as what children themselves see on 
television in determining their psychosocial adapta- 
tion, and particularly the mental health or illness of the 
children who grow up in that home. 


CONCLUSIONS 


The statistical results reported here are based on ini- 
tial analyses. Much information on mood, behavior, 
fantasy, attitudes, values, ideation, personality, de- 
mography, and media-use habits has not yet been eval- 
uated. Before final interpretation of this study is fea- 
sible it will be necessary to complete the analysis of all 
these factors. Also desirable would be a follow-up 
study to determine how potent, general, and lasting 
any observed effects may be. 

The central thrust of our findings to date, however, 
is not consistent with the notion supported by previous 
research that dramatized television programs have no 
appreciable effect on adults except to amuse and di- 
vert. This field study provides some of the first objec- 
tive evidence consonant with the clinical impressions 
of psychiatrists that dramatized television programs 
may have substantial impact on the ordinary psycho- 
social adaptation of adults and on the emotional and 
behavioral climate of the home. 
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APPENDIX 1 
Rank-Ordering of Effects of Nine Prosocial Television Dramas 
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Suicide by Vehicular Crash. 


BY CHESTER W. SCHMIDT, JR., M.D., JOHN W. SHAFFER, PH.D., HOWARD I. ZLOTOWITZ, AND 


RUSSELL S. FISHER, M.D. 





The authors evaluated data on 182 fatally injured and 
96 nonfatally injured drivers involved in vehicular 
crashes over a 6-year period. Only 1.796 of the total 
fatal crashes were considered to have been suicides, 
and 1% of the nonfatal crashes were deemed suicide 
attempts. Neither group of drivers had unusually high 
incidences of previous suicidal ideation or behavior, 
but both groups tended to be socially deviant, with 
above average levels of psychopathology and social 
aggressiveness. Crash victims in both groups also had 
poor driving records and high rates of alcohol abuse, 
findings that have important implications for accident 
prevention. 





FATALITIES IN automobile accidents are rarely certi- 
fied as suicides by medical examiners. However, the 
occasional certified case has resulted in speculation 
that a significant but unknown percentage of vehicular 
crashes are not accidents but suicides. The single-car, 
single-occupant fatal crash is especially suspect. A fo- 
rensic pathologist has stated his opinion that 10-15% 
of all single-vehicle crashes are suicides and that the 
total may be as high as 30% (1). 

One of the few studies that has estimated the num- 
ber of suicides in a population involved in fatal acci- 
dents was described in a report from the California De- 
partment of Highway Patrol (2). Twelve probable sui- 
cides were identified in an investigation of 772 single- 
car fatal crashes, an incidence of 1.6%. The forensic 
pathologist mentioned above has stated that during 1 
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year he certified 3 suicides out of a total of 63 single- 
car accidents—an incidence of 4.7%. Huffine (3) ana- 
lyzed data from the California study and identified 115 
"equivocal accidents," which she defined as having 
“no prima facie explanation for accident occurrence.” 
A comparison of certain features of the equivocal acci- 
dent group with relevant suicide statistics led her to 
conclude that suicide was not a major component of 
traffic fatalities. 

The theory that certain fatal automobile accidents 
may really be suicides was supported by Selzer and 
Payne (4), who compared accident records of men un- 
dergoing psychiatric treatment and found that suicidal 
alcoholic men had significantly more accidents than 
other comparison groups. They concluded that uncon- 
scious self-destructive impulses, sometimes abetted 
by alcohol intoxication, are a major covert factor in 
the etiology of some automobile accidents. 

Tabachnick and associates (5) compared 15 cases of 
completed suicide with 15 cases of accidental death 
and reported important similarities and differences be- 
tween the personalities of the two groups. More re- 
cently, Tabachnick (6) reported significant personality 
differences between suicide attempters and survivors 
of serious accidents. The study, which utilized psycho- 
analytically trained interviewers, found virtually no 
suicidal or self-destructive tendencies in the accident 
group. 

Shaffer and associates (7) compared the Katz Ad- 
justment Scale (8) scores of male suicides with those 
of fatally injured male drivers. Although both groups 
were considerably more deviant than the general popu- 
lation, there were several reliable mean differences in- 
dicating more deviancy in the suicide sample than in 
the fatally injured drivers. 

The studies we have reviewed above suggest that on- 
ly a small percentage of vehicular crashes, even those 
involving one car, are suicides. Further, they indicate 
that, although accident victims and suicides share cer- 
tain personality characteristics, there are significant 
personality differences between the two groups. This 
article will provide data on the occurrence of suicides 
and suicide attempts by vehicular crash in a sample of 
fatally and nonfatally injured drivers. We will also pre- 
sent demographic data, situational variables, person- 
ality characteristics, and history of suicide in- 
volvement in these two groups. | 
| 
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METHOD 
Sample Collection 


Fatal cases were drawn from the population of driv- 
er fatalities in the Baltimore metropolitan area and sur- 
rounding portions of Baltimore County between Au- 
gust 1968 and July 1975. A total of 182 crashes (111 
single car, 71 multiple car), each resulting in at least 1 
driver fatality, were investigated. This is slightly more 
than 9096 of all accidents resulting in driver fatalities 
that occurred in the area during the study period. A re- 
quirement for inclusion in the sample was the death of 
the driver within 24 hours of the accident. 

The nonfatal study cases (N=96) were drawn from 
the population of drivers injured in potentially serious 
accidents that produced injuries rated as 3 or less (mild 
to moderate) on the American Medical Association Ab- 
breviated Injury Scale. This sample was matched with 
the sample of fatally injured drivers on the following 
variables: day of week and approximate time of acci- 
dent, approximate level of alcohol intoxication, and 
proportion of single-vehicle collisions (63 single-car ac- 
cidents and 33 multiple-car accidents). All were drawn 
from the same geographic area as the driver fatalities. 
The sample was collected from July 1972 through July 
1975. 

We have succeeded in securing the cooperation of 
victims, family members, and friends in completing all 
elements of the psychological autopsy in 50%-85% of 
the total available cases over the years. Thus, neither 
of the samples can be considered entirely random. 
However, certain consistencies from year to year with 
respect to demographic attributes lead us to believe 
that the samples are essentially representative of the 
defined populations and that any residual bias is likely 
to be in the direction of less deviancy among the group 
for whom psychological evaluations are available. 


Procedure 


After referral of an eligible case from the Chief Medi- 
cal Examiner's office, we conducted a  multi- 
disciplinary investigation into the circumstances sur- 
rounding the accident. This included inspection of the 
accident site and vehicle(s) involved, mechanical dis- 
section of the vehicle(s), examination of police reports 
of the crash, checking of Department of Motor Vehi- 
cles records, comprehensive psychological interviews 
(structured and unstructured) with relatives and 
friends of the victim, and physical autopsy of the vic- 
tim, including determination of blood alcohol level as 
well as a complete toxicological screen of blood and 
urine. The psychological autopsy consisted of the 
Maryland Medical-Legal Accident Investigation Psy- 
cho-Social Questionnaire (a structured interview used 
to gather demographic and social data), the Katz Ad- 
justment Scale (R-form), and a narrative summary of 
the interviews. More detailed descriptions of the Katz 
scale and the MMLQ are available elsewhere (7, 9, 10). 
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Typically, there were two to four interviews per case, 
each of which lasted approximately an hour and a half. 


Data Analysis 


Data collected over the 6-year period were cast in 
the most recently revised questionnaire format, key- 
punched, and transferred onto magnetic tape. We then 
computed univariate indices of range, dispersion, and 
central tendency on all coded variables. In addition, 
two- and three-way cross tabulation of variables and 
tests of significance were performed between groups 
subdivided on dimensions of special interest, such as 
age, sex, legal responsibility for the crash, and pres- 
ence of alcohol. Statistical techniques included calcula- 
tion of univariate mean confidence intervals, correla- 
tional and chi-square analyses, and the multivariate 
analysis known as Hotelling’s t?. Raw scores on each 
scale were subsequently transformed to standardized 
T scores based on the normative data for males sup- 
plied by Hogarty and Katz (11). These T scores have a 
mean of 50 and a standard deviation of 10 in the norma- 
tive group, and the transformation affords ready inter- 
group as well as intragroup comparisons. 


RESULTS 
Demographic and Situational Variables 


AS can be seen in table 1, there were several inter- 
esting differences between the surviving drivers and 
those who were fatally injured. The sample of survi- 
vors had a higher percentage of blacks and women, a 
far greater use of seat belts, a lower incidence of drink- 
ing in conjunction with driving, and a slightly younger 
mean age. Social class was similar for the two groups: 
93% of fatally injured drivers and 99% of nonfatally in- 
jured drivers were in Hollingshead-Redlich (13) 
classes IV and V. 

The previous driving records of the two groups were 
very similar, so we will present figures for the sample 
as a whole. Forty-two percent had had one or more 
previous speeding violations, but only 3% had pre- 
vious convictions for reckless or drunken driving. Six- 
teen percent had had their licenses suspended at one 
time, and 2096 had had previous accidents. Thirty-sev- 
en percent had at least one point on their license, and 
2796 had two or more points. 


Suicidal Tendencies 


Three percent (N=6) of the fatally injured drivers 
and 2% (N=1) of the surviving drivers had threatened 
suicide within 6 months of the accident. An additional 
196 (N —2) of the fatally injured group and 2% (N — 1) of 
the other group had made such threats within 24 
months of the crash. Three individuals in the fatally in- 
jured group had made an attempt more than 2 years be- 
fore his fatal crash. One driver in the survivor group 
had made an attempt more than 2 years before the acci- 
dent. 

Respondents reported that 13% of the fatally injured 


TABLE 1 | 
Demographic and Situational Variables in a Sample of Accident Vic- 
tims, in Percents 


Fatal Crashes Nonfatal Crashes 


Item CN = 182) (N = 96) 
Mean age (years) 37 33 
Sex 

Male 83 76 

Female 17 24 
Race 

Black 18 32 

White 82 68 
Marital status 

Married 35 47 

Single 40 38 

Separated, divorced, widowed 25 15 
Employment status 

Employed 79 83 

Retired, student, or housewife 16 12 

Not employed 5 5 
Seat belt in use 9 25 
Measurable blood alcohol levels 59* 41 
Driver at fault 89 95 
Driving records 

Previous accident 15 32 

Speeding convictions 43 41 

Other moving violations 40 46 


*Forty percent of this group had levels above .10 mg/100 ml, a level at which 
driving ability is definitely impaired (12). 


drivers had frequently expressed thoughts about death 
during the year before their accidents; an additional 
27% were reported to have occasionally expressed 
such thoughts. Twenty-nine percent of the other group 
reported having had thoughts of death occasionally 
and 5% reported having had such thoughts frequently. 
There was no history of parental suicide in the fatally 
injured group and only 1 such report in the nonfatally 
injured group. Death of a relative, friend, or acquaint- 
ance during the year before the crash was reported for 
19% of the fatally injured group and 31% of the non- 
fatally injured group. 

Only 3 of the 182 fatally injured drivers were consid- 
ered probable suicides by the investigating team. 
These 3 cases represent 1.7% of the total fatalities and 
2.796 of the single-car fatalities. The 3 probable sui- 
cides were men aged 26, 29, and 50 years. Two were 
married and one was separated. None had left a sui- 
cide note; but two had threatened suicide within days 
of their deaths and all were identified as suicidal by rel- 
atives immediately before their deaths. In each in- 
stance, the driver had hit a fixed object with no evi- 
dence of skidding, braking, or other evasive action. 
No mechanical defects were found in the three vehi- 
cles. One man had a positive blood alcohol level (.22 
mg/100 mb, but a toxicological screen of blood and 
urine for other drugs and chemicals was negative in all 
3 cases. Only 1 of the 96 nonfatally injured drivers was 
considered a suicide attempt. Although this driver ini- 
tially denied any suicidal intent, he admitted being de- 
pressed in the course of the psychosocial evaluation 
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and stated that the crash was actually a suicide at- 
tempt. He said, “I was aiming for the overpass but 
chickened out at the last minute.”’ 


Katz Adjustment Scale Profiles 


The results of this analysis of Katz scale profiles con- 
firm in almost all important details previously pub- 
lished findings and conclusions (7, 9, 10). Briefly, 
these findings are that fatally injured and (to a lesser 
extent) nonfatally injured male drivers differ from a 
comparable normative male population on a number of 
psychosocial variables. Interestingly, the female driv- 
ers, who comprised 19% of the total sample, did not 
differ significantly from the normative female com- 
parison group. The male drivers in our samples were 
perceived by informants as having been more bellig- 
erent, verbally expansive, negative, and hyperactive 
than the normative population, a cluster of attributes 
Hogarty and Katz (11) have labeled *'social obstreper- 
ousness.”’ 


DISCUSSION 


Our principal finding was that few suicides were un- 
covered in a series of intensively evaluated automobile 
crashes—only 1.7% of all fatal crashes and 2.7% of fa- 
tal single-car crashes were so identified. In addition, 
only 1 of 96 nonfatal accidents was considered a sui- 
cide attempt. We are confident that every effort was 
made to discover hidden suicides. The psychosocial 
evaluation was designed into the overall investigation, 
and two members of the team (C.W.S. and J.W.S.) 
had previously collaborated with the Medical Examin- 
er’s office in performing psychological autopsies on 
completed suicides (14). Our findings confirm those of 
previous studies (2, 3) carried out in different parts of 
the country; these studies indicate that the percentage 
of vehicular fatalities that are actually suicides varies 
from 1.6% to 5.0%. 

It is important to note that the 3 fatal crashes consid- 
ered by the investigating team to be suicides were certi- 
fied as accidental deaths by the Medical Examiner’s of- 
fice. Thus the deaths were not officially designated sui- 
cide by vehicular crash. The implications for 
certification evaluation routines and accuracy of sui- 
cide statistics are obvious. However, in all fairness, 
we should point out that the in-depth psychosocial 
evaluations were not available to the Medical Examin- 
er for official use because of research confidentiality ar- 
rangements. Also, in part as a result of our findings, 
that office has recently created a full-time investigator 
position. 

Neither the fatally nor the nonfatally injured drivers 
appeared to have been much involved with suicidal 
feelings or behaviors before their accidents: only 8% 
of fatally injured drivers and 6% of nonfatally injured 
drivers experienced any degree of suicidal feelings in 
the 2 years prior to their crashes. The figures are simi- 
lar to those reported by Paykel and associates (15), 
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who found that 8.9% of a general population of 720 in- 
dividuals reported suicidal feelings of some degree dur- 
ing the one year of the study. Thus it appears that the 
drivers in our study were not different from the general 
population with regard to past suicidal feeling. 

We previously found both crash victims and (to a sig- 
nificantly greater extent) suicide victims to be some- 
what more deviant than a normative comparison 
group (7). In the present study, victims in both fatal 
and nonfatal accidents were rated by informants as 
having above average levels of psychopathology and 
social aggressiveness. In addition, they tended to have 
poor driving records and high rates of alcohol abuse. 
Thus, crash victims were found to be socially deviant 
in several respects, a finding that has important impli- 
cations for accident prevention and injury control. 
This issue will be addressed in future papers. 
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Childless by Choice: A Clinical Study 


BY NANCY B. KALTREIDER, M.D., AND ALAN G. MARGOLIS, M.D. 


The authors report on a longitudinal study that 
involved the interviewing and testing of 33 young 
women volunteers who chose either contraception 

(N —16) or tubal ligation (N —15) to achieve infertility. 
They found that for these women the choice to be 
childless was multidetermined, persistent over time, 
and ego-syntonic. Comparison with other samples of 
women indicate that this is a distinct and 
nontraditional population. 


THIS PAPER is based on a prospective clinical study 
with follow-up of 33 young women who indicated that 
they did not wish ever to bear children and who chose 
contracéption (18 women) or tubal ligation (15 women) 
for this purpose. Our findings suggest that the choice 
to be childless was multidetermined, persistent over 
time, and ego-syntonic for these women. Women who 
chose tubal ligation seemed particularly threatened by 
the possibility of motherhood. We compared our study 
group with other national sample groups of women. 


MOTIVATION FOR CHILDBEARING 


Both cultural bias and traditional psychoanalytic the- 
ory support the viewpoint that reproduction is the ac- 
cepted goal of sexual activity. Although apparently in- 
creasing, intentional childlessness is planned in not 
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over 195—296 of contemporary marriages (1). In a 
thoughtful review of the motives for reproduction from 
a psychoanalytic viewpoint, Wyatt (2) noted that 
“from the dawn of her own consciousness, the little 
girl sees herself defined as a woman-to-be and the chief 
attribute of that role is, of course, motherhood.”’ 
Clearly, social learning plays an increasingly impor- 
tant role as the young girl is exposed to the enormous 
emphasis in all the media on motherbood—what 
Peck (3) referred to as ‘‘babysell’’—reflecting indus- 
try's need for an expanding market. 

The case for voluntary childlessness has been ex- 
pressed with vigor in a number of recent books and ar- 
ticles. Among the common themes presented are the 
desire for wider personal experiences, a disinclination 
to accept the 20-odd years of responsibility that child- 
rearing entails, an awareness of ecology and of popu- 
lation pressures, and a wish to preserve the special in- 
timacy of a dyadic relationship. Radl (4) suggested 
that perhaps some women can be confident enough in 
their femininity not to need children. Surprisingly few 
questions have been raised about women who are com- 
mitted to childbearing but who have minimal potential 
for carrying out the complex tasks of mothering. 


CONTRACEPTIVE STERILIZATION 


The shift in attitudes toward childbearing is accentu- 
ated by a change in both the philosophy and technique 
of contraceptive sterilization. It is now possible to 
make the decision not to bear children irrevocable. In 
a recent, careful review of female contraceptive steri- 
lization, Shepard (5) indicated that the incidence of 
sterilization, particularly tubal ligation, as a means of 
contraception is increasing. Before 1969 the American 
College of Obstetrics and Gynecology suggested the 
cautious role that a woman's age multiplied by the 
number of children she had had to total 120 or more to 
make her a suitable candidate for contraceptive steri- 
lization. Now the group advises that sterilization can 
be performed on anyone capable of informed consent. 
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Despite the fact that the attitude of the general pub- 
lic is becoming more liberal, many physicians are un- 
derstandably hesitant to perform sterilizations on 
young patients. Recent Supreme Court rulings on the 
freedom of decision principle and the uncon- 
stitutionality of providing dissimilar treatment to mar- 
ried and unmarried people are thought to be applicable 
to voluntary sterilization as well (6). 

The most commonly used technique for sterilization 
of women is tubal coagulation under laparoscopic con- 
trol (7). Although it is usually performed under general 
anesthesia to get adequate abdominal relaxation, the 
procedure may be done on an outpatient basis. The 
complication rate is now generally below 196; local 
hemorrhage and thermal injury to the bowel are the 
most common sources of morbidity (7). 

Most studies of contraceptive sterilization share 
common problems. They are frequently retrospective 
and often tie together tubal ligations done at the time 
of an abortion and those done during the immediate 
postnatal period. Inadequate attention is given to the 
type of procedure used, and follow-up periods vary 
even within a single study. The high dropout rate of fol- 
low-up may mask the incidence of regret (8). How- 
ever, it appears that the incidence of dissatisfaction af- 
ter sterilization in multiparous women is fairly low and 
relates best to such issues as previous personality 
problems, unsatisfied femininity, and failure to realize 
that ‘‘tied’’ tubes cannot be ''untied."' 


METHOD 


Staff members of the Gynecology Unit at the Univer- 
sity of California, San Francisco, Medical Center 
noted that an increasing number of young nulliparous 
women were applying for sterilization. Out of dis- 
cussions concerning the possible issues involved in 
this choice, we designed a collaborative study project 
to assess the motivational factors in the choice not to 
bear children, the choice of a temporary or permanent 
contraceptive method, and the outcome of these deci- 
sions. 

The research design called for careful interviewing 
by an experienced woman psychiatrist (N.B.K.) of 
paid volunteer subjects under the age of 30 who had 
decided never to include a child in their life plan. Fif- 
teen of the women were seen just before a tubal liga- 
tion and 18 were using some nonpermanent form of 
contraception. In addition to taking part in a 2-hour in- 
terview, all subjects filled out self-administered psy- 
chological attitudinal scales that assessed such areas 
as decision-making patterns, concept of self and of 
mother, sexual attitudes, and feminine interests. Each 
of the attitudinal scales has been used with large 
groups of women in survey research (9, 10). 

The subjects were contacted again 6 months or more 
after the initial interview to discuss their satisfaction 
with their decision, its method of implementation, and 
general changes in their lifestyle, sexuality, and somat- 
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ic symptoms. The data were analyzed for clinical rele- 
vance, statistical variation between the women who 
had tubal ligations and those who used contraceptives, 
and the relationship of the research group to other 
groups of women. 

The women studied were all white and ranged in age 
from 19 to 30 (median age for tubal ligation candidates, 
27; median age for those using contraceptives, 26). 
Thirteen of the tubal ligation group (8796) and all of 
those using contraceptives had some college educa- 
tion; 6 of the tubal ligation candidates (4096) and 9 of 
those using contraceptives (50%) were college gradu- 
ates. Two-thirds of the women in both groups were 
single; the remainder were married, living with a man, 
or separated from their husbands. Religious back- 
ground varied, but most of the women were strikingly 
areligious in practice. They were most likely to have 
been the oldest child in their families; there was no sta- 
tistical difference in birth order between the two 
groups. It is of note that of the 15 candidates for tubal 
ligation 11 were from homes in which divorce had oc- 
curred, 2 had experienced early parental death, and 2 
had experienced severe parental mental illness; less 
than half of the women using contraceptives, however, 
had had these experiences. In contrast to earlier steri- 
lization studies, in which consent of the marital part- 
ner was a prerequisite to surgery, none of the women 
receiving tubal ligation was married. 


CLINICAL DATA 


A major focus of the clinical interview was the moti- 
vation for childlessness. Shortly after the interview 
one of the women using contraceptives sent us a poem 
she had written, titled '*The Mother Mold’’: 


I don't want no babies in my belly 

to make it swell 

to change my life 

and twist my mind 

they'll yell and scream 

with a pleading cry 

in the middle of the night 

while words such as responsibility and obligation 
become more real by the moment 

can't put my life into a mold called “‘mother’’ 
well, it's just a mold that does not fit 

a mold to which I can't conform 

yet makes me wonder 


Her verse matches a tone echoed in many of the in- 
terviews. Traditional reasons for childlessness were in- 
terwoven with highly personalized material and some 
concern over the **unnaturalness"' of the decision. The 
women often expressed feelings of overwhelming re- 
sponsibility and loss of freedom in connection with 
children. A typical comment from a woman using con- 
traceptives was, ''I'm not willing to take the emotional 
risk it would take to raise a child and not know how it 


would turn out. There is a tug—but I'm not willing to 
sacrifice freedom to rearrange my life around someone 
else. The physical experience would be a ripe, full feel- 
ing and breast feeding is appealing; but the trouble is, 
once you have the child, you have the child.” 

The tubal ligation candidates generally expressed 
less ambivalence toward abandoning mothering; the 
potential child was often envisioned as a persecutor. 

Both groups often mentioned their wish to work out 
their own identity through their jobs, but the steriliza- 
tion candidates seemed more apt to perceive an either/ 
or choice. For example, one of these women, a law stu- 
dent from a traditional background, said, ''I need to 
bave a goal to define my identity. I can't risk going in 
two directions. I need to see myself as a ‘lawyer.’ "' 

The group of women seeking tubal ligation present- 
ed strong internal psychological motivations that were 
less common in their contraceptive-using peers. The 
fear expressed most often was that of being a bad 
mother or of being emotionally destroyed by a child. 
The daughter of a schizophrenic mother said, ‘A baby 
would drive me crazy like it did my mother. My moth- 
er clearly told me many times, ‘You will repeat my 
life.’ 33 

A common theme that emerged from both groups 
was a concern that by becoming a mother they would 
become like their own mothers. 

More than half of the tubal ligation candidates stated 
that they had never considered themselves potential 
mothers, an experience only 20% of those using con- 
traceptives reported. Four of the women using con- 
traceptives and 3 sterilization candidates disliked the 
idea of pregnancy itself. Most impressive was that 60% 
of the tubal ligation candidates and none of the women 
using contraceptives indicated that they could not 
stand babies or children. 

The tone of the descriptions of the tubal ligation can- 
didates was striking, e.g., ''Children are brats. They 
make me nervous—like barking dogs.” ‘‘I never con- 
sidered the possibility of having a child; pregnancy is 
an ugly parasitic situation; babies are messy and time- 
consuming. If I changed my mind, I could adopt a 
‘stray.’ $4 

A substantial portion of both groups perceived them- 
selves to have had a role as their father’s daughter or 
the tomboy in the family. Most often, in an all-female 
sibship they were chosen to carry on the family tradi- 
tion or to go to sporting events with the father. These 
women appeared to carry a high achievement orienta- 
tion, often in nontraditional fields, including profes- 
sions and skilled crafts. 

The women in both groups frequently pictured their 
own mothers as cold and unresponsive. Sometimes the 
message of maternal resentment was very clear: ‘‘I al- 
ways knew that my mother’s pregnancy with me kept 
her off the Olympic high-jump team.” “My parents di- 
vorced when I was five—we knew we were a burden to 
my mother. She would say that she hated me. She was 
always asking me to leave the house.” 

Six women, 3 in each group, had experienced'harsh 
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physical punishment from their parents and feared re- 
peating the cycle: ''My father beat me with a belt. I 
was very frightened when I found that in my own an- 
ger when children cried, I would hold them around the 
neck—T've always believed I don't have the person- 
ality to Ee a mother."' 

Ten of the women reported some bisexual experi- 
ence, but it was unusual for any of them to have had a 
prolonged and highly satisfying love relationship with 
either a man or a woman. 

Most of the women using contraceptives suggested 
that they did not want sterilization because they pre- 
ferred to leave the choice open or they feared surgery. 
All of the tubal ligation candidates interviewed went 
on to have their elective sterilization. 


ATTITUDINAL SCALES 


Following the interview each subject filled out a se- 
ries of rating scales. The first set, designed by Arnold 
and Slagle (9), measures concepts of self-competence 
(7 items). perception of self (10 items), and perception 
of mothe- (9 items) on a 5-point scale. The women us- 
ing contraceptives and those who chose tubal ligation 
were uniform in their responses; these groups were sta- 
tistically indistinguishable. 

The sezond part of the self-administered scales was 
a Feminine Interest Questionnaire of 33 items devel- 
oped by Miller (10). The questionnaire is analyzed in 7 
cluster scales designed to tap different concepts of gen- 
der role and orientation. Once again, the group using 
contraceptives and the tubal ligation group were not 
significantly different from each other except that the 
women using contraceptives were less positive about 
devoting their energies to pleasing a husband. The 
study grcup as a whole was strikingly nontraditional 
(p=.0001 by chi-square) and negative toward concepts 
of husband, home, and children (p=.0001 by chi- 
square) when compared with a general female popu- 
lation (N=985) and an unmarried subsample studied 
by Miller (10). 


FOLLOW-UP 


The su»jects were contacted and interviewed again 
at least 6 months after the original interview or the tub- 
al ligatior. Fourteen (93%) of the women who had had 
tubal ligations were reinterviewed one or more times; 
the averaze length of follow-up for these subjects was 
10.5 months. Their responses were quite uniform and 
generally indicated no regrets, a sense of increased 
control o£ their own lives, and more sexual pleasure. 
These women viewed the decision period rather than 
the surgery itself as pivotal; they felt that they had con- 
firmed a !ife plan of considerable duration and noted 
no particular reaction after the surgery. 

Sixteer (89%) of the women using contraceptives 
were reirterviewed; the average follow-up period for 
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this group was 9 months. During that period there had 
been only one accidental pregnancy, which was ended 
by a first-trimester abortion. None of these women 
noted a persistent change in their decision to be child- 
less. Several of them felt a temporary sense of ques- 
tioning activated by the pregnancy or birth experience 
of a close friend, a response that resolved over time 
but made them wary of choosing permanent surgical 
sterilization. 

The attitudes of the women in both study groups 
were in sharp contrast to those expressed by 6 multi- 
parous women who had had tubal ligations and who 
were interviewed because of their wish to undergo the 
major surgical procedure of tubal reanastomosis. 
These women had followed their physicians' sugges- 
. tion to have a tubal ligation after several closely 
'spaced pregnancies. Their self-concept was linked to 
the role of mother; they exuded an obvious pleasure in 
discussing the bearing and raising of children. These 
women felt that sterility was ego-alien and ''against na- 
ture.” In contrast to the childless women, they experi- 
enced the surgery as a loss of part of themselves and 
stressed that the potential ability to bear children was 
essential to any loving relationship with a man. 


DISCUSSION 


Despite the culturally reinforced expectation that all 
women should be mothers, we feel that there is a dis- 
tinct'group of women for whom childbearing is not a 
natural choice. Our longitudinal study of 33 young 
women who chose not to have children suggests that 
they had an early sense of identity as the achieving 
daughter rather than as the little mother in the family. 
For these women child care was not a pleasant experi- 
ence; they often focused on the loss of freedom in- 
volved. The fear of bearing a child often seemed fused 
to the fantasy of becoming one’s own bad mother. 

The women who chose to use contraceptives rather 
than seek tubal ligation were generally similar to the 
group who chose sterilization. The most striking differ- 
ence was that the majority of tubal ligation candidates 
noted unambivalent hostility toward babies and had a 
painful awareness that the choice of motherhood might 
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threaten them or their children because of their own 
backgrounds of maternal psychosis or violence. The 
high incidence of bisexuality will be investigated fur- 
ther; it may represent a projection of the missing nur- 
turant part of the self onto a female love object. 

The psychiatrist is often called on to be a social deci- 
sion maker in the case of a young woman seeking steri- 
lization. Our follow-up study suggests that the deci- 
sion of our sample of women not to bear children was 
based on an acute and responsible awareness of an in- 
ability to mother. The choice was consistent with the 
subjects' general lifestyles of noncommitment and was 
persistent over time. Many of these young women ap- 
peared to have difficulty sustaining intimate relation- 
ships or achieving at a career level justified by their 
education. 

It remains to be seen by prolonged follow-up if tubal 
ligation frees those who chose this method to invest in 
other areas of life or brings the pangs of opportunity 
lost as further maturational development occurs. It is 
important for the clinician to distinguish between this 
kind of nonmother and the multiparous ''supermom" 
who may actually carry a greater risk of later regret 
about contraceptive sterilization. 
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Protriptyline: An Effective Agent in the Treatment of the 
Narcolepsy-Cataplexy Syndrome and Hypersomnia 


BY HELMUT S. SCHMIDT, M.D., ROBERT W. CLARK, M.D., AND PAUL R. HYMAN, M.D. 


The authors present five case reports illustrating that 
10-20 mg of protriptyline in a single dose at bedtime 
can effectively control arousal dysfunction (sleep 
drunkenness and hypersomnia) and the narcolepsy- 
cataplexy syndrome without the apparent 
development of tolerance and without the side effects 
that are frequent complications of treatment with 
other agents. Although protriptyline was efficacious in 
controlling symptoms, it was found to have relatively 
poor REM sleep-suppressing properties. 


A GREAT DEGREE of overlap between the clinical syn- 
dromes of narcolepsy-cataplexy and hypersomnia with 
or without sleep drunkenness has been demonstrated 
with surprising frequency in a population of patients 
currently under treatment at the Ohio State University 
Sleep Disorders Evaluation Center. Elements of the 
‘narcoleptic tetrad (sleep attacks, cataplexy, hypnagog- 
ic hallucinations, and sleep paralysis) are often noted 
in cases in which the presenting problem is hyper- 
somnia with or without sleep drunkenness. Poly- 
graphic recordings frequently demonstrate either REM- 
onset sleep (1) or an abnormally shortened, inter- 
mediate REM latency (30—60 minutes); total REM per- 
centages are normal to increased and slow-wave sleep 
is almost invariably diminished (2). 

The majority of our patients had shown either an in- 
adequate or erratic response to amphetamines and 
methylphenidate or had developed unacceptable side 
effects (irritability, headaches, etc.). A number of au- 
thors (3-5) have stated that the tricyclic antidepres- 
sants exert little or no effect on the sleep attacks of the 
narcoleptic patient. However, most drugs of this class 
are sedating and hence are poorly suited for daytime 
administration. We have found that giving imipramine 
at bedtime only, in doses of 50-75 mg, can indeed re- 
sult in a striking degree of control over sleep attacks 
and hypersomnia, particularly during the first month of 
treatment, even if nocturnal sleep continues to be of 
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REM-onset type. However, tolerance to this alerting 
effect of imipramine tends to develop within 2 months; 
increasing the dosage appears beneficial in some 
patients. 

Because of the tendency of the currently used tri- 
cyclics to cause sedation, one of the authors (H.S.S.) 
suggested trials of a nonsedating tricyclic antidepres- 
sant, protriptyline, which had not previously been in- 
vestigated in regard to its effects on sleep. Initial re- 
sults clearly suggest that it is superior to imipramine in 
preventing sleep attacks and, particularly when given 
primarily at bedtime, increases ease of awakening and 
can eliminate morning sleep drunkenness. Tolerance 
to the beneficial effects of protriptyline has not been a 
serious problem to date; several patients have been un- 
der treatment with this agent for over 5 months. 

The following five cases represent clinical trials of 
protriptyline in a heterogeneous population of patients 
with hypersomnia and/or narcolepsy. Although this ob- 
viously does not constitute a controlled study, the clin- 
ical benefits obtained have been dramatic enough to 
warrant a preliminary report. 


CASE REPORTS 


Sleep Attacks, Cataplexy, Hypersomnia, and Sleep 
Drunkenness 


Case I. This 33-year-old man had experienced an average of 
3 classic narcoleptic sleep attacks daily since high school. In 
addition to sleep attacks, he had great difficulty maintaining 
alertness, particularly in the latter part of the day, and would 
nap each evening for at least 2 to 4 hours. At such times 
grunting, obstructed respiration was often noted, and he was 
extremely difficult to awaken, with postdormital confusion 
and incoordination following both these long naps and night 
sleep. Cataplexy developed in 1963 and progressed in fre- 
quency and severity until 20 to 30 attacks were. occurring 
weekly. Prior treatment with a variety of agents (metham- 
phetamine, dextroamphetamine, methylphenidate, amitripty- 
line, and imipramine) had been ineffective, and the adverse 
effects of these medications had been prominent. A baseline 
all-night sleep recording revealed REM-onset sleep with a re- 
duction of stage 4 sleep. 

Protriptyline in a dose of 20 mg at bedtime resulted in ex- 
cellent control of both sleep attacks and cataplexy. The 
patient has experienced only 2 sleep attacks and 8 or 9 mild 
episodes of facial weakness during the 544 months that he 
has been treated with this agent. Drowsiness in the mornings 
and evenings has been essentially eliminated by protriptyline 
alone, with only mild to moderate sleepiness remaining im- 
mediately after lunchtime and during the late afternoon. The 
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prolonged naps during evenings and weekends no longer oc- 
cur, and no evidence of tolerance has developed. The patient 
has experienced no adverse medication effects. It is of partic- 
ular interest that protriptyline has proved superior to imipra- 
mine in controlling this patient's cataplexy, despite a lesser 
degree of REM sleep suppression during all-night recordings 
while on protriptyline. The patient's REM latencies have 
continued to be exceedingly brief despite continued suppres- 
sion of sleep attacks and cataplexy. 


Sleep Attacks and Sleep Paralysis 


Case 2. This 44-year-old man had suffered from classic nar- 
coleptic sleep attacks since adolescence, experiencing an av- 
erage of 5 to 6 attacks daily. Sleep paralysis occurred 3 to 5 
times per week, always following daytime sleep attacks. He 
had had cataplexy only once, and auditory hypnagogic hallu- 
cinations had remitted spontaneously several years prior to 
evaluation. No drowsiness was present between sleep at- 
tacks. Prior therapy with methylphenidate and ampheta- 
mines had resulted in incomplete control of symptoms and 
drug-induced headaches. Although imipramine had transient- 
ly eliminated all sleep attacks, tolerance developed after on- 
ly 2 weeks of treatment. Baseline polysomnographic record- 
ings revealed REM-onset sleep without identifiable stage 3 
or 4 sleep. 

Following initiation of therapy with protriptyline in a dos- 
age of 20 mg at bedtime, the patient's sleep attacks (and 
therefore subsequent sleep paralysis) were totally abolished 
and he remained free of all clinical symptoms of narcolepsy 
while on this medication alone. Yet despite this striking re- 
sponse, only a moderate degree of REM suppression was evi- 
denced on repeated all-night recordings, with continued pres- 
ence of REM-onset sleep and absence of stages 3 and 4. 

Unfortunately, the patient's previously experienced war- 
related dreams began recurring during his night sleep shortly 
after initiation of protriptyline therapy, and their content was 
sufficiently disturbing to lead the patient to discontinue the 
drug on his own after 3 weeks of treatment. Sleep attacks did 
not recur until 2 days after protriptyline was stopped. Al- 
though several other patients have noted a tendency for this 
drug to induce vivid dreaming, particularly during the first 2 
weeks of administration, only this patient found the dreams 
objectionable. 

This patient’s daytime sleep attacks have since been con- 
trolled with pemoline without adverse effects or devel- 
opment of tolerance during 5 months of treatment. 


Hypersomnia and Sleep Drunkenness 


Case 3. This 27-year-old man had developed progressive hy- 
persomnia, arousal difficulty, and postdormital confusion 
and incoordination while in his early twenties. These symp- 
toms had worsened markedly during the 2 years prior to eval- 
vation. His father had suffered from similar symptoms and 
was said to ‘‘snore while breathing out.” A baseline all-night 
polysomnographic recording revealed a normal REM-sleep 
latency and diminished stage 4 sleep. Nasal thermistor re- 
cordings demonstrated occasional periods of apnea (10 sec- 
onds or longer) during REM and stage 2 sleep. Imipramine at 
bedtime produced a transient decrease in daytime drowsi- 
ness, but tolerance developed after 5 weeks of treatment. 
Protriptyline 10 mg at bedtime was substituted for imipra- 
mine, with marked improvement in daytime alertness. 
Whereas the patient previously had fallen asleep at work 
nearly every day, he now experiences no difficulty in main- 
taining wakefulness. Even more striking is the complete ces- 
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sation of arousal difficulty and sleep drunkenness that has 
been achieved with protriptyline. No tolerance has devel- 
oped after 2 months of treatment, and he continues to re- 
quire only 10 mg at bedtime for adequate control. 


Hypersomnia, Sleep Drunkenness, and Hypnagogic 
Hallucinations 


Case 4. This 37-year-old man had begun to fall asleep at in- 
appropriate times during childhood, and progressive diffi- 
culty in staying awake had finally led to impairment of his job 
performance. He also suffered from arousal difficulty, with 
sleep drunkenness, and experienced an average of 3 hypna- 
gogic hallucinations per week. His wife had noted abnormal 
breathing during sleep, with grunting and straining during 
prolonged, difficult expiratory efforts. Both his mother and 
maternal grandmother had had apparent sleep attacks. Base- 
line all-night sleep recordings documented elevated REM 
percentages, a virtual absence of stage 3 and 4 sleep, inter- 
mittently low REM latencies, and occasional apnea during 
stage 1 and 2 sleep. 

Protriptyline in a dosage of 15 mg at bedtime has abolished 
daytime sleepiness and sleep attacks, hypnagogic hallucina- 
tions, and arousal difficulty with sleep drunkenness. The 
patient is now alert during waking hours and awakens easily 
from night sleep feeling refreshed. He has now been treated 
for approximately 2 months and diminution in the medica- 
tion's effectiveness has not occurred. Repeat polysomno- 
graphic recordings have documented continued REM sleep 
suppression without significant increases in stage 3 or 4 sleep. 


Hypersomnia, Sleep Drunkenness, Hypnagogic 
Hallucinations, and Sleep Attacks 


Case 5. This patient, a 29-year-old male, had been extremely 
difficult to awaken since childhood, and morning sleep drunk- 
enness was protracted and followed by persistent grogginess 
during waking hours. Clumsiness and ataxia would often re- 
cur during the afternoon, and the patient typically fell asleep 
several times a day at work. He most often slept for long peri- 
ods of time if undisturbed, feeling worse afterward, although 
brief, abrupt sleep attacks with dreaming were also experi- 
enced on occasion. Hypnagogic hallucinations had been pres- 
ent for several years, and a single episode of cataplexy with 
falling had occurred at age 13. Night sleep was intermittently 
associated with straining, grunting expirations, and an iso- 
lated attack of sleep paralysis had included awareness that 
the breath was being held, with temporary inability to initiate 
expiratory efforts. Trials of methylphenidate and phenytoin 
had been ineffective. Although administration of imipramine 
at bedtime initially produced a substantial decrease in the 
patient's daytime sleepiness, tolerance developed after 5 
weeks of treatment. A baseline all-night sleep recording re- 
vealed an elevated REM percentage, decreased stage 3 and 4 
sleep, and a diminished REM latency. Occasional brief peri- 
ods of apnea in stages 1, 2, and REM were observed only in 
some all-night recordings using nasal thermistor respiratory 
monitoring. 

Protriptyline, given in a single daily dose of 20 mg at bed- 
time, eliminated all sleep drunkenness, hypnagogic hallucina- 
tions, and sleep attacks. Control of daytime drowsiness has 
been dramatic and superior to that achieved with all other 
medications; mild sleepiness occurs only düring the late af- 
ternoon and early evening. Even at these times no sleep at- 
tacks occur, and the patient is capable of functioning effec- 
tively. Excellent alertness during morning hours and during 
most of the afternoon resulted from administration of pro- 


triptyline alone. No adverse effects have been noted. After 6 
months of treatment, no signs of drug tolerance have ap- 
peared, and no dosage increases have been necessary. Re- 
peated polygraphic recordings reveal only a mild REM sleep 
suppression, with no clear changes in other sleep parame- 
ters. 


DISCUSSION 


Development of new methods of treatment for the 
narcolepsy-cataplexy syndrome and hypersomnia has 
been urgently needed for a number of reasons. The ad- 
verse effects of amphetamines and methylphenidate 
limit their usefulness for many patients, some of whom 
cannot tolerate adequate therapeutic dosages (5, 6). In 
our experience these agents have produced erratic and 
unpredictable control in many individuals with these 
disorders. Although the tricyclic antidepressants ap- 
pear to be better tolerated, the sedating properties of 
imipramine and clomipramine may account for their in- 
ability to control sleep attacks and hypersomnia for 
substantial periods of time. Moreover, the severity of 
functional impairment that often results from these ill- 
nesses (7) and the tendency for tolerance to develop 
even to agents that initially provide good relief of 
symptoms (6) require alternative methods of treat- 
ment. 

Trials of L-dopa have not suggested any uniform de- 
gree of effectiveness (8, 9), and the inherent adverse 
effects that can result from long-term administration of 
that agent as well as other proposed drugs, such as 
methysergide (10) and monoamine oxidase inhib- 
itors (11), should preclude their acceptance as ‘‘first- 
line” alternatives. In contrast, we have found protrip- 
tyline to be of striking benefit in a number of patients 
and have been impressed with the low incidence of 


side effects to date. This particular tricyclic antidepres- . 


sant, unique for its lack of sedating potential, has 
proved especially effective against sleep drunkenness 
and arousal dysfunction, cataplexy, and sleep attacks. 
The efficacy that it appears to possess in regard to the 
latter two symptoms contrasts sharply with its less 
consistent ability, when compared to imipramine, to 
suppress REM sleep. For example, cataplexy was 
quite well controlled by protriptyline in patient 1 at a 
time when nocturnal REM percentage had not yet fall- 
en below baseline levels, as it did after several more 
weeks of protriptyline administration. 

Protriptyline has usually resulted in substantial im- 
provement in alertness, particularly during morning 
and afternoon hours, when given in a single dose at 
bedtime. In a few cases of severe hypersomnia, it ap- 
pears that the addition of either small amounts of pro- 
triptyline or pemoline in a single dose in the morning 
can eliminate residual late afternoon or evening 
drowsiness, but further objective data are needed. 
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Pemoline is a nonamphetamine stimulant with negli- 
gible adverse cardiovascular side effects, comparing fa- 
vorably to methylphenidate, and has the additional ad- 
vantage of a long half-life. Several of our patients with 
hypersomnia or sleep attacks as their major complaint 
have benefited from use of pemoline alone. However, 
one patient complained of persisting nervousness 
while on 75 mg/day of pemoline but has had no diffi- 
culties with sleep attacks and no side effect problems 
while receiving protriptyline 15 mg q.h.s. Patients with 
the ancillary features of the narcolepsy-cataplexy syn- 
drome or with impaired morning arousal (sleep drunk- 
enness) appear to obtain the greatest improvement 
from protriptyline. Pemoline does not seem effective 
against cataplexy in particular. 

As an aside, we would like to point out that it 1s our 
clinical impression, supported by some polygraphic 
documentation, that in several patients both the fre- 
quency and severity of sleep apnea have been decreased 
by protriptyline. However, more extensive recordings 
with reliable respiratory monitoring are required be- 
fore any conclusions can be drawn regarding sleep ap- 
nea. 

Protriptyline has proved to be of unique benefit to 
date in a spectrum of disorders of excessive sleep. 
These encouraging results clearly warrant further tri- 
als of this previously neglected tricyclic agent. 
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Peer Review and Professional Ethics 


BY FRANK W. SULLIVAN, M.D. 


The author points out that the medical profession, 
fiscal intermediaries, and government agencies have 
not fully informed the public of the nature and extent 
of peer review. He provides guidelines for physicians 
and committees of peers participating in peer review 
and suggests that review of professional ethics be 
incorporated into the review of the quality, cost, 
quantity, and availability of medical services. 


THE ISSUE of the relationship of ethics to peer review 
will be approached from two separate but equally im- 
portant points in this paper: the ethics of peer review 
and the review of professional ethics. 


THE ETHICS OF PEER REVIEW 


Although physicians, government agencies, and fis- 
cal intermediaries claim nothing in their design and im- 
plementation of review methodologies but intentions 
of the highest order, it is. doubtful that more than a 
very scant minority of citizens are aware of the nature 
and scope of peer review. In the struggle between the 
medical profession and the various fiscal guardians of 
health care over accountability review, the third partic- 
ipant, the patient, has been excluded from the design 
process and has been poorly informed about current 
procedures. 

In our present societal system the individual essen- 
tially relinquishes certain rights to privacy by entering 
a physician's office or by entering into a contractual 
agreement with a third-party payer; however, he or 
she should be fully apprised of the review processes 
employed, the information to be disclosed, the individ- 
uals or agencies having access to the information, and 
the necessity for the process. The patient individually 
and patients collectively should make the final deci- 
sions as to whether the added benefits are worth the 
lessened right to self-determination and con- 
fidentiality. The medical profession, fiscal inter- 
mediaries, and involved government agencies have all 
failed to adequately inform the public of the extent and 
nature of peer review. 

Government and private third-party payers must do 
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more than merely set forth guidelines relating to con- 
fidentiality; they must be held accountable for the de 
facto maintenance of this responsibility. Contractual 
agreements between individuals and fiscal inter- 
mediaries should make explicit the review process to 
be used and the information to be disclosed. Collection 
of data about any individual should be the minimum 
needed to complete the task. Consent forms for the re- 
lease of information must be explicit in the information 
requested and the parties involved. Blanket consent 
forms signed when insurance is initiated or the implied 
consent given by the head of household for all other 
insured family members should not be valid. 

Practicing physicians must maintain the usual con- 
fidential relationship between themselves and their 
patients unless proper consent is obtained for the re- 
lease of information and the patient has been properly 
informed. The information physicians submit should 
be adequate but should not contain information unre- 
lated or unnecessary to the review process. Physicians 
should avoid using confidentiality as a shield in being 
overly protective of their patients to the patients’ eco- 
nomic detriment or to avoid the inconvenience and in- 
trusion of peer or fiscal review. When physicians are 
assured that adequate management of information and 
confidentiality are provided by the third party or peer 
reviewer they should be candid and truthful about 
patient information. They should avoid falsely exagger- 
ating clinical data to secure a favorable fiscal or clini- 
cal judgment for their patients and should similarly 
avoid minimizing or softening data in an attempt to pro- 
tect their patients. They should refuse to release data 
to or to participate in review programs that do not ade- 
quately provide privacy safeguards for physicians and 
patients, but they should participate in programs pro- 
viding such safeguards openly and honestly so that the 
review process can work effectively. Psychiatrists 
should share the information to be released with their 
patients unless doing so would be detrimental to the 
therapeutic process. 

A review committee of peers must always strive to 
act in an intermediary role, viewing all sides of the is- 
sue in question and rendering a decision in as unbiased 
a manner as possible. It must be equally accessible to 
fiscal intermediaries, patients, and colleagues. The 
committee should strive to be realistic in its deliber- 
ations and decisions, using actual practice standards 
rather than idealized or ‘‘textbook’’ standards as its 
guidelines. Contrary to the concern of fiscal inter- 
mediaries that physician peer review committees will 
be overly lenient and ‘‘rubber stamp’’ the actions of 


their colleagues, these committees have tended in- 
stead to be overly critical and restrictive of their col- 
leagues' behavior. 


REVIEW OF PROFESSIONAL ETHICS 


Professional ethics are an integral component of the 
practice of medicine; they overlap the areas of quality, 
cost, quantity, and availability of medical services, ele- 
ments addressed by the various peer review process- 
es. As peer review for psychiatry subsumes claims re- 
view, utilization review, and medical audit (1), it 
should also subsume the review of professional ethics. 
Each district branch of APA should urge incorporation 
of ethics review as a function of the affiliate medical 
society or PSRO structure; the local psychiatric peer 
review component should then serve in a consultant 
role. Because ethical matters vary less than clinical 
matters among specialties, ethical review might best 
be performed by a multispecialty subcommittee func- 
tioning within the medical society peer review mecha- 
nism. 

At present, most ethical issues are dealt with (if at 
all) in a rather loosely structured manner by the execu- 
tive committee or council of the local medical or psy- 
chiatric component. Many clinical review questions in- 
clude ethical issues and would best be handled by the 
peer review component, but those relating only to eth- 
ics can be referred to the ethics subcommittee. Taking 
ethical review out of the purview of the society-gov- 
erning body and incorporating it into the peer review 
mechanism will allow greater objectivity, timely ac- 
tion, coordinated functioning, and ease in taking cor- 
rective action on an individual basis or collectively 
through continuing medical education. 

The guidelines for an ethics committee should be 
those of AMA (2) and APA (3). The basic principles of 
these associations are identical, and members of both 
organizations are bound to these specific principles of 
practice. Whether or not these principles remain intact 
will depend in part on the rulings of the Federal Trade 
Commission (FTC) and its negotiations with AMA 
over charges by FTC that the AMA Principles of Medi- 
cal Ethics may in whole or part be a ‘‘restraint of 
trade” (4). Until this debate is resolved, the present 
principles should serve as guidelines. 

The ethics committee should make its decisions on a 
consensus basis after reviewing issues brought before 
it by the involved parties. The decision of the com- 
mittee should be communicated directly to the physi- 
cian and complainant involved, with adequate provi- 
sion for rebuttal and reconsideration. 

The committee must then make a recommendation 
for action, e.g., no action, reprimand or warning, or ex- 
pulsion from membership. This recommendation 
should be reviewed by the broader peer review com- 
ponent, and action should then be implemented. In 
case of possible expulsion, the issue should be for- 
warded to the appropriate APA or AMA governing 
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body for consideration. A similar structural sequence 
should be afforded the physician or complainant for ap- 
peal of decisions by the ethics committee. 

Expulsion from a professional society is a consid- 
erable risk; the process of candid review by one’s 
peers is an equal risk. The potential loss of the respect 
of one’s colleagues would in itself be sufficient cause 
for most physicians to reassess and modify any ques- 
tionable ethical practices. 

This traditional pathway for dealing with matters of 
ethics has recently been undergoing the evolution of 
other medical practice matters. The medical dis- 
ciplinary authority allotted to licensing boards has ex- 
panded markedly in the past two years in the wake of 
the malpractice insurance crisis and associated local 
legislative reforms relating to the practice of medicine. 
In general, the actions have affected more than issues 
relating purely to actuarily important factors. In at 
least 25 states legislation has expanded the authority of 
local medical licensing boards (5). Although the stat- 
utes vary, most have moved beyond issues of clinical 
practice negligence by granting the boards investiga- 
tive sanction into ethical issues; similarly, disciplinary 
action has been expanded from professional society 
reprimand to license suspension or revocation. It 
seems likely that other states will follow suit. 

As with the principles of peer review, the review of 
medical ethics should be broadly publicized. Fiscal in- 
termediaries and the public should be made aware of 
the ethical principles by which physicians are bound 
and the specific mechanism to which a questionable 
practice can be referred. Physicians may be sources of 
matters for referral to an ethics committee, but they 
are less likely to be aware of infractions by colleagues 
than are patients or third-party payers. 

Although all sections of the AMA and APA Prin- 
ciples of Medical Ethics should be familiar to the prac- 
ticing physician and may be cause for a question com- 
ing before an ethics committee, sections 1, 4, 5, 6, 7, 
and 9 are most likely to present issues. These sections 
relate to a variety of issues, the most important of 
which are as follows: 

1. Physicians should merit the confidence their 
patients have in them. The nature of the psycho- 
therapeutic relationship is an intensely emotional one 
and should not be exploited. Exploitation of a patient, 
including sexual activity with a patient, is unethical. 

2. Professional courtesy may be counterproductive 
to the psychotherapeutic relationship and the work of 
psychotherapy. 

3. Physicians should expose any illegal or unethical 
conduct on the part of their colleagues. 


4. Physicians should intercede when a fellow physi- 
cian, because of mental illness, jeopardizes the welfare 
of his or her patients, reputation, or practice. 

5. Physicians may choose whom they will treat, but 
having accepted a case they may withdraw only with 
proper notice to the patient sufficient for the patient to 
secure an alternate physician. 
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6. Solicitation of patients and advertising of a physi- 
cian's services are unethical. 

7. Contract practice is not unethical unless it inter- 
feres with physicians' freedom to offer good quality 
medical care. 

8. In collaborative or supervisory work with other 
mental health workers, it is unethical for physicians to 
let themselves be used as figureheads and not to ex- 
pend sufficient time in assuring the proper delivery of 
care. 

9. In referring patients to allied mental health pro- 
fessionals physicians should be familiar with these indi- 
viduals and ensure that they are competent. 

[0. Fees should be commensurate with the patient's 
ability to pay. The charging of an excessive fee is un- 
ethical. 

11. If a contractual arrangement is made for dis- 
pensing services it should be explicitly established be- 
tween the physician and the patient. 

12. The confidentiality of psychiatric records 
should be protected with extreme care; information 
may be released only with proper authorization from 


the patient or his or her legal representative or under 
legal compulsion. 

13. A patient should be fully apprised if he or she is 
being examined for a third party. 

To quote from the preamble of AMA’s Principles of. 
Medical Ethics, 


These principles are intended to aid physicians individ- 
ually and collectively in maintaining a high level of ethical 
conduct. They are not laws but standards by which a phy- 
sician may determine the propriety of his conduct in his 
relationship with patients, with colleagues, with members 
of allied professions, and with the public. 
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In Vivo Inhibition of Platelet MAO Activity by Tricyclic 


Antidepressants 


BY JOHN L. SULLIVAN, M.D., CHARLES DACKIS, AND CHARLES STANFIELD 


Platelet MAO activity decreased by 40% (p <.001) in 
a group of 11 male patients with primary depression 
after 3 weeks of treatment with either amitriptyline or 
imipramine. This finding, together with data from 
previous in vitro studies demonstrating tricyclic- 
induced inhibition of mitochondrial MAO, suggests 
that inhibition of MAO plays a role in the clinical 
action of tricyclic antidepressant drugs. 





FOLLOWING CANNON'S assertion in 1915 (1) that adre- 
nalin is secreted in response to emotionally arousing 
circumstances, a number of studies have been gener- 
ated that correlate changes in biogenic amine metabo- 
lism with changes in behavior (2). Although sub- 
sequent formalization of much of these data into the 
amine hypotheses of disordered behavior has not yet 
provided definitive answers to questions about the 
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causes or development of psychiatric illnesses, these 
studies continue to enhance our understanding of meta- 
bolic changes in psychopathological states (3). 
Among the most productive models for investigating 
central nervous system amine metabolism in normal 
and pathological conditions in the living human is the 
platelet (4). Because this cell type shares a number of 
physicochemical properties in common with nervous 
tissue, it provides a useful paradigm for certain aspects 
of neuronal biochemistry and physiology. In particu- 
lar, since platelets provide the most readily accessible 
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source for mitochondrial monoamine oxidase (MAO) 
in man, a number of genetic, hormonal, drug, and be- 
havioral studies of platelet MAO have recently ap- 
peared in the literature (5). ' 

Included among these investigations is a report by 
.Edwards and Burns (6) that provides data showing in 
vitro inhibition of human platelet MAO by tricyclic 
antidepressants. This report is particularly notable in 
light of previous studies by Roth and Gillis (7, 8) that 
show that tricyclic antidepressants inhibit rabbit brain 
mitochondrial MAO in vitro. Therefore, as both 
groups of authors suggest, MAO inhibition may con- 
tribute to the clinical action of tricyclic antidepres- 
sants. The following study, which demonstrates in 
vivo inhibition of platelet MAO by tricyclic antidepres- 
sants, provides additional evidence to support this 
thesis. 


' METHOD 


The individuals studied were 11 men, between the 
ages of 25 and 45 years, who were hospitalized for de- 
pressive illness on the Psychiatry Service of the Veter- 
ans Administration Hospital, Durham, N.C. All of the 
patients met Feighner and associates’ criteria for pri- 
mary depression (9). Informed consent was obtained 
. from all of the subjects after the nature of the study 
had been fully explained. 

Each individual was maintained in a drug-free state 
during the first 2 weeks of hospitalization. Following 
this drug-free period, the patients' baseline platelet 
MAO activities were measured using fresh platelet pel- 
lets. All of the patients were then placed on either ami- 
triptyline (N=7) or imipramine (N=4) for 3 weeks; at 
the end of this period enzyme activities were reeval- 
uated. The final daily dose of each drug was 200—300 
mg, and all of the patients had received at least 100 mg 
of drug for 2 weeks and 200 mg of drug for 1 week prior 
to the final determinations of MAO activity. 

Venous blood samples (18 ml) were collected in un- 
stoppered 13x100 mm Jelco Laboratory vacutainer 
tubes containing .7 ml of 3.8% sodium citrate and .14 
mg of potassium sorbate. Platelet rich plasma (PRP) 
was prepared by 3 sequential 10-minute centrifuga- 
tions at 175, 300, and 600 g. The PRP was removed and 
pooled after each centrifugation. Platelet pellets were 
obtained by centrifugation of the PRP at 1,600 g for 30 
minutes. Platelet counts were determined on 3.3 4l ali- 
quots of pooled PRP diluted in 10 ml of Isoton II (Coul- 
ter. Electronics) and counted twice on a Coulter Elec- 
tronics Thrombocounter (Curtin Matheson, Atlanta, 
Ga.) using standard electronic particle counting proce- 
dures. All of the PRP samples contained between 2x 
10° and 4x10? platelets/ml. 

. Washed platelet pellets were homogenized in .1 ml 

of deionized water/1 ml of original PRP in a Thomas 
grinding vessel (clearance=.08-.13 mm) and were dis- 
tributed as .05 ml aliquots containing .2-.5 mg of pro- 
tein. The aliquots were incubated for 20 minutes at 
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37° C with .5 ml of .08 M phosphate buffer, pH of 7.2, 
and tryptamine at a final concentration of 7x10 * M 
(prepared from tryptamine bisuccinate, side chain 
—2—C. 55.2 mCi/mmol, and tryptamine HCl). 
The reaction was terminated by adding .2 ml of 37% 
HCI (analytical grade), mixing, and placing the sam- 
ples on ice. The product was extracted into 4.5 ml of 
toluene (washed previously with .08 M phosphate buf- 
fer, pH of 7.2) following shaking, centrifugation, and 
freezing of the aqueous layer. The toluene layer was 
then carefully poured into polyethylene vials con- 
taining 10 ml of counting solution, which consisted of 
2,5-diphenyloxazole and p-bis[2-(5-phenyloxazolyl)]- 
benzene dissolved in toluene. Product formation 
was assessed by liquid scintillation spectrometry (In- 
tertechnique Model SL 30), checked with an external 
standard. 

Reaction results were compared to those of blank 
preparations containing .05 ml of phosphate buffer (an 
inert component of the reaction mixture) instead of the 
enzyme preparation. The reaction was linear for time, 
platelet count, and protein within the dimensions of 
the assay. Method and sample variation (calculated as 
the difference between paired samples divided by their 
mean) was +4% for duplicate samples from the same 
specimen. Comparison of the results from 50 assays us- 
ing both platelet count and quantitative protein deter- 
mination yielded a correlation coefficient of .70 
(p<.001, two-tailed t test) for MAO activities. The 
amount of protein in the reaction mixtures was deter- 
mined by a modification of Zamenhof's microbiuret 
procedure (10). 


RESULTS 


Platelet MAO activity decreased from 11.67+1.00 
nmol/10? platelets per hour to 7.00+.54 nmol/10? plate- 
lets per hour (mean X SEM) after 3 weeks of tricyclic 
antidepressant drug treatment. This significant 40% de- 
crease in group mean activity (p<.001, two-tailed t 
test) resulted from decreases in individual MAO activi- 
ty ranging from 26% to 68% in 10 of the 11 patients in 
the study. One patient's MAO activity remained un- 
changed after 3 weeks of drug therapy. There was no 
differential decrease in activity between patients re- 
ceiving amitriptyline and imipramine. 


DISCUSSION 


Since all patients in the study were drug-free in a 
hospital environment for 2 weeks before the baseline 
measurements of MAO activity were obtained, it is 
very unlikely that the decreases in MAO after antide- 
pressant drug treatment resulted from placebo effect 
(i.e., psychotherapy and milieu therapy) or from spon- 
taneous remission of the depression (11, 12). In addi- 
tion, high replicability of platelet MAO activities over 
time in a large number of normal subjects and psychiat- 
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ric patients suggests that the enzyme activity is a rela- 
tively stable characteristic of individuals (13, 14). Ad- 
ditional data from our laboratory substantiate this ob- 
servation in that the intrasubject coefficients of 
variation for 9 normal subjects and 8 depressed sub- 
jects on whom weekly samples were examined over a 
3-week period were 16.0+2.6 and 16.4+2.8 
(mean+SEM), respectively. Moreover, since there 
was only a small variation in the platelet count before 
and after tricyclic administration (mean+SEM of 
2.73 x 108+.15 x 108 and 2.87 x 1092-17 x 108, respective- 
ly), drug-induced thrombocytopenia (15) cannot ex- 
plain the decreased MAO activity. 

Therefore, we believe our findings indicate that the 
decrease in MAO activity following antidepressant 
drug administration was mediated by the tricyclics. Al- 
though the relationship between this pharmacological 
effect and the clinical action of tricyclic antidepres- 
sants remains unclear, the MAO inhibition correlates 
significantly with normalization of sleep patterns in 
this same group of patients, but not with changes in 
motor activity (unpublished data from Sullivan, Diez- 
Lopez, and Stanfield). It is also interesting that plasma 
levels of both imipramine and desipramine, as mea- 
sured by gas chromatography (unpublished data from 
Sullivan and Linnoila), were in the therapeutic range 
(greater than 45 ug/liter and 75 yg/liter, respectively) 
in 2 cases where the decrease in MAO activity were 
34% and 44% (16). Further studies are in progress to 
more carefully delineate the relationships between 
MAO inhibition and the clinical effects and pharma- 
cokinetics of the tricyclic drugs. 
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Parkinson's Disease, Depression, and ECT: A Review and Case 


Study 


BY GREGORY ASNIS, M.D. 


The author reviews the association between 
Parkinson's disease and depression and presents 
evidence to support the hypothesis that depression 
may be not only reactive but biochemically related to 
the disease. A psychotically depressed patient with 
parkinsonism responded positively to ECT as shown 
by improvement on a depression rating scale, two 
extrapyramidal rating scales, and handwriting 
samples. The beneficial effect on parkinsonian signs 
occurred before the improvement in depression, which 
suggests that ECT has a specific antiparkinsonian 
effect. Possible explanations for this observation 
based on biochemical theories of depression are 
discussed. 


JAMES PARKINSON, in his classic essay on the disease 
that bears his name (1), did not include changes in 
mood or intellect in his description of the illness. In 
fact, he noted that ‘‘the senses and intellect [were] un- 
injured.” Since that original description, affective 
changes and cognitive deficits in Parkinson's disease 
have been frequently described. 

The occurrence of depression in Parkinson's disease 
was first noted in 1881 by Parant (cited in reference 2). 
Since then, high incidences of depression in parkinson- 
ism, ranging from 40% to 90%, have been cited (2-7). 
Celesia and Wanamaker (8) reported a prevalence rate 
of 37% for depression in parkinsonian patients during 
evaluation or within one year before evaluation. 

Many authors are of the opinion that the depression 
in Parkinson's disease is secondary or reactive to the 
physical disability (9). This is supported by the low in- 
cidence (10%-12%) of depressive symptoms in de- 
pressed parkinsonian patients before the onset of the 
disease (5, 8). There is no relationship between the de- 
gree and prevalence of depression associated with 


When this work was done, Dr. Asnis was a Fellow, Department of 
Psychiatry, Mount Sinai School of Medicine, New York, N.Y. He is 
now Research Assistant Professor, Department of Psychiatry, State 
University of New York at Stony Brook Medical Sc ool, and Staff 
Pee Long Island Research Institute, Central Islip, N.Y. 


The author would like to acknowledge the assistance of Dr. Roger 
Duvoisin, Department of Neurology, Mount Sinai School of Medi- 
cine, who administered the extrapyramidal rating scale, and Dr. 
Marvin Stein, Professor and Chairman, Department of Psychiatry, 
Mount Sinai School of Medicine, for his he pful advice. 


Parkinson’s disease and the patient’s age or the severi- 
ty and duration of the disability (7, 8). Warburton (7) 
believes that these findings support the theory that de- 
pression is not an integral part of parkinsonism but 
rather is reactive to the illness. 

There is a high incidence of depression associated 
with the early stages of parkinsonism, even when the 
accompanying physical disability is in a mild form (8). 
The incidence of depression is higher in Parkinson’s 
disease than in many other disabilities, including a vari- 
ety of medical, gynecological, and surgical conditions 
and spinal cord injuries (7, 10). These findings suggest 
that the depression associated with Parkinson's dis- 
ease may be not only reactive to the illness but in some 
manner related to it. 

There is some evidence of similarity in the biochemi- 
cal bases of Parkinson's disease and depression. Dopa- 
mine and its main metabolite, homovanillic acid 
(HV A), are decreased in the basal ganglia of patients 
with parkinsonism (11). The probenecid test is useful 
in assessing amine metabolism in the brain because the 
drug inhibits the efflux of acid metabolites from the 
brain and cerebrospinal fluid to the bloodstream, and 
the accumulated acid metabolites are believed to re- 
flect central amine turnover in the brain. Olsson and 
Roos (12) found a significantly smaller rise in HVA in 
parkinsonian patients compared with nonparkinsonian 
control subjects. This indicates a decreased synthesis 
and turnover of dopamine, which corresponds to the 
reported deficiency of dopamine in brains of park- 
insonian patients. Similarly, the HVA response to pro- 
benecid was lower in depressed patients than in non- 
depressed control subjects, with the smallest values 
found in patients with retarded depressions. The in- 
crement in HVA after administration of probenecid 
was about the same in subjects with parkinsonism and 
those with a retarded depression (13). Thus, there is a 
decrease in synthesis and turnover of dopamine in 
some depressions (particularly retarded depressions) 
and in parkinsonism. 

Serotonin and norepinephrine are also decreased in 
the brains of parkinsonian patients (14). There is post- 
mortem evidence of decreased concentration of seroto- 
nin or its main metabolite, 5-hydroxyindoleacetic acid 
(S-HIAA), in the brainstem and hindbrain of depressed 
suicide victims, which implicates the role of serotonin 
in depression (15, 16). Urinary excretion of 5-HIAA 
in parkinsonian patients and in some depressed 
patients has been found to be low (17, 18). Probenecid 
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studies have shown a decreased central serotonin turn- 
over in patients with Parkinson's disease and endoge- 
nous depression (19). These observations suggest a de- 
crease in the synthesis and turnover of serotonin in 
some depressions as well as in patients with Park- 
inson's disease. 

Another approach to the association of park- 
insonism and depression is the response to ECT. A re- 
cent subjective report described the effects of ECT on 
two depressed patients with Parkinson's disease (20). 
It was the impression of the authors that there was im- 
provement not only in the depression but also in park- 
insonian signs. These findings further suggest that the 
depression associated with Parkinson's disease may 
be related to rather than merely reactive to the dis- 
order. 

The following report describes a depressed patient 
with parkinsonism who was treated with ECT. Park- 
insonism and depression were objectively measured 
before, during, and after the treatment. 


CASE REPORT AND METHOD 


The patient, a 61-year-old man, has had a chronic de- 
pression since college but had been able to function 
well without psychiatric treatment. Five years before 
his admission to the hospital his mother died, and 
months later he became depressed, displaying mild 
psychomotor retardation and a depressed mood. The 
patient sought psychiatric care and was treated with 
tricyclic antidepressants. There was no improvement, 
and he discontinued the medication. A few months lat- 
er he developed a predominant right-hand tremor and 
had difficulty walking and getting out of chairs. For 4 
years before his admission the patient was seen by 
various psychiatrists and neurologists and was treated 
with tricyclic antidepressants, anticholinergics, 
amantadine HCl, and tranylcypromine, with little or no 
success. During this period he was functioning well 
enough to continue working at his profession. The 
patient contacted a neurologist 4 months before his ad- 
mission because of an exacerbation of his park- 
insonian condition and depression. All medication had 
been discontinued for 1 month prior to his visit. During 
the evaluation period the patient's depression deep- 
ened; he developed early morning awakening and his 
parkinsonian symptoms increased concurrently. He 
was started on L-dopa and then L-dopa in combination 
with carbidopa (Sinemet). This medication was pre- 
scribed for over 2 months, but the patient failed to take 
it regularly and stopped altogether 2 weeks before he 
was hospitalized because of his deteriorating state. 

The patient's vital signs were within normal limits. 
His general physical examination revealed a left in- 
guinal hernia and a grade 2/6 systolic ejection murmur 
at the apex. Positive neurological findings included 
cogwheel rigidity, a resting bilateral tremor (4 per sec- 
ond) in the upper extremities with greater involvement 
of the right side, bradykinesia, masked facies, a slow 
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gait with small steps, and a decreased arm swing. He 
had a positive Meyerson’s sign and demonstrated mi- 
crographia. An EKG showed an intermittent right 
bundle-branch block, and mild degenerative changes 
were noted on cervical spine X-rays. There was a his- 
tory of Parkinson's disease in a maternal uncle and ma- 
ternal presenile dementia. 

The mental status examination revealed a depressed 
but cooperative man who appeared his stated age. 
There was marked psychomotor retardation, but he 


` was fully oriented and had intact memory, cognitive, 


and intellectual function. Although his mood was de- 
pressed, his affect was appropriate to this thought con- 
tent. There was no evidence of a thought disorder and 
he denied having experienced hallucinations. The 
patient had ideas of guilt and poverty and frequent 
thoughts of worthlessness and hopelessness. He often 
ruminated about his life, and had suicidal ideation but 
no specific suicide plan. 

After informed consent was obtained from the 
patient for the treatment and evaluation procedures, 
ECT was given bilaterally, preceded by intravenous 
sodium methohexital and succinylcholine HCI. Treat- 
ments were given a maximum of three times a week 
depending on the degree of confusion that resulted. 
ECT was terminated after six administrations because 
the patient's depression had improved. 

The patient's depression was evaluated on the Zung 
self-rating depression scale (21) before ECT was ini- 
tiated and then twice weekly after treatment started. 
Three tests were used to evaluate extrapyramidal 
symptoms: the Duvoisin neurological rating 
scale (22), the Simpson neurological rating scale (23), 
and handwriting samples. 

Two neurologists with considerable experience in 
using neurological rating scales administered the 
Duvoisin and Simpson scales. Both scales assess ex- 
trapyramidal function on a scale of 0-4; the Duvoisin 
scale involves 25 assessments and the Simpson scale 
10. The tests were administered before ECT and then 
three times a week on alternate days under the same 
conditions. 

Handwriting samples were taken before the first 
ECT and approximately 6 hours after each subsequent 
treatment. The sample consisted of the four-line 
rhyme '*Mary had a little lamb . . ." and was written 
two times. The writing samples were obtained at the 
same time of the day and the same table, pen, and type 
of paper were used each time. The time required to 
complete each sample was recorded, and the area of 
each was measured with a planimeter. It has been 
shown that the total area of a written sample correlates 
highly with area enclosed in each line of the verse and 
the degree of tremor and cramping in the writing (24). 

The raters had no knowledge of the day on which 
ECT had been given, the results of each other's test, 
the Zung scale scores, or the handwriting samples. 
Both were aware ECT was being considered as a form 
of treatment. Two follow-up measures were made at 
approximately 7 and 11 weeks after the last ECT. 





FIGURE 1 
Effect of ECT on Extrapyramidal Signs Measured by Neurological 
Rating Scales 
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FIGURE 2 
Effect of ECT on Area and Speed of Writing* 
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*Mean values for the two handwriting samples are reported. 


RESULTS 


As can be seen in figure 1, both neurological rating 
scales showed considerable decreases in extrapyram- 
idal symptoms following the second and third ECT. 
The improvement in extrapyramidal function was 
sustained throughout the remainder of the six ECT 
treatments. The Duvoisin scale showed a 5996 im- 
provement and the Simpson scale a 4096 improvement 
by the end of the course of ECT. 

Figure 2 shows a progressive increase in hand- 
writing area over the baseline measurement from the 
first ECT to the last. There was a 66% increase from 
baseline to the measurement following the sixth ECT. 
The time the patient took to complete the samples in- 
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FIGURE 3 
Effect of ECT on Depression Measured by the Zung Self-Rating De- 
pression Scale 
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creased slightly after the first ECT but then decreased 
below baseline and remained below baseline through- 
out the remainder of the ECT period. The handwriting 
time change was not progressive and did not correlate 
directly with changes in area. The area changed pro- 
gressively following the first ECT and before the 
changes in the neurological rating scales, which oc- 
curred after the second and third ECT. 

The Zung self-rating depression scale (figure 3) 
showed a baseline score indicating severe depression. 
There was no major change until the fifth ECT, at 
which time the patient no longer scored in the de- 
pressed range; the score remained at this level through 
the sixth ECT. 

During the 7 weeks between the sixth ECT and the 
first outpatient follow-up the patient was not on any 
medication. At the 7-week follow-up, the Duvoisin 
scale, handwriting area, handwriting time, and Zung 
depression scale had all returned to baseline levels (the 
Simpson scale was not administered because the rater 
was not available). At the initial follow-up visit the 
patient was again severely depressed and markedly 
parkinsonian. Two months after ECT he was started 
on Sinemet-25/250 t.i.d. A second follow-up evalua- 
tion was conducted at 11 weeks after ECT was termi- 
nated, and although the patient had received 2 weeks 
of antiparkinsonian medication, all test results were ap- 
proximately the same as those at baseline and the 7- 
week follow-up. The patient continued to be markedly 
parkinsonian and severely depressed. 


DISCUSSION 
The case report I have presented and a preliminary 


subjective report (20) are in accord that ECT has a ben- 
eficial effect on parkinsonian signs as.well as depres- 
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sion. Furthermore, the present report indicates that 
the beneficial effect of ECT on parkinsonian signs oc- 
curred prior to improvement in the patient's depres- 
sion. The parkinsonism did not change concurrently or 
secondarily to changes in mood. The extrapyramidal 
signs all showed considerable improvement by the 
third ECT, whereas depression did not improve until 
the fifth ECT was administered. These findings suggest 
that ECT may have a specific antiparkinsonian effect. 

The mechanisms involved in the modification of 
parkinsonian signs and depression after ECT are not 
clear from the findings of the present report. Further 
understanding may be gained from a consideration of 
the treatment of parkinsonism with another form of 
antidepressant therapy. Tricyclic antidepressants 
were used successfully in the treatment of parkinson- 
ism in the 1950s. Many researchers thought that neuro- 
logical changes were secondary to mood changes, 
while others believed that improvement in the park- 
insonian signs was the result of a specific effect of the 
drug. Strang (4) reviewed this issue in regard to tri- 
cyclics and found that most patients who showed im- 
provement in parkinsonian signs also showed improve- 
ment in their depression. He did not, however, in- 
dicate the order of change. A small number of patients 
showed neurological improvement without any change 
of depression, and a few showed improvement in de- 
pression without neurological changes. Strang be- 
lieved that these observations suggested that the drug 
had both a specific antidepressant and a specific anti- 
parkinsonian effect. Tricyclics influence many sites 
and have anticholinergic, antiserotonin, and antihista- 
mine properties as well as blocking the reuptake of cat- 
echolamines (4). 

The findings I have reported suggest that ECT may 
also have different sites of action, resulting in a specif- 
ic antidepressant and antiparkinsonian effect. The anti- 
parkinsonian changes following ECT in this case oc- 
curred before the antidepressant effect. Alternatively, 
there may be similar sites of action with a longer cu- 
mulative effect necessary to modify depression. 

Much is unknown about the mechanisms of ECT 
and the biochemical changes it produces. There are 
some data, however, that may explain how ECT can 
have a beneficial effect on both Parkinson’s disease 
and depression. An important enzyme in the synthesis 
of the catecholamines is tyrosine hydroxylase, which 
is believed to be the rate-limiting enzyme. Tyrosine hy- 
droxylase has been reported to be diminished in Park- 
inson’s disease (25). ECT increases the activity of 
tyrosine hydroxylase in the brain (26), which could 
theoretically augment brain tyrosine hydroxylase ac- 
tivity in parkinsonian patients and lead to an increased 
synthesis of catecholamines, including dopamine. 
Such enzymatic processes could result in a beneficial 
effect in Parkinson’s disease as well as in forms of de- 
pression in which decreased catecholamine metabolism 
may play arole. 

Chronic ECT (approximately seven datly ECTs) in- 
creases turnover and synthesis of norepinephrine, 
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dopamine, and serotonin in experimental animals, par- 
ticularly in the brainstem. Chronic ECT may modify 
many biochemical deficiencies in Parkinson's disease 
and have a favorable effect on depressions that may re- 
sult from metabolic and biochemical deficiencies, as 
proposed by the catecholamine hypothesis, the in- 
doleamine hypothesis, or a combination of the 
two (27). In addition to increasing the turnover and 
synthesis of the biogenic amines, ECT may also alter 
receptor sites and increase receptor sensitivity to bio- 
genic amines. ' 

The duration of biochemical changes after ECT al- 
so has not been studied systematically. Much of the re- 
search on ECT has been performed with experimental 
animals that have been sacrificed within 24 hours after 
the last ECT. In one study, animals were sacrificed 10 
days after the last ECT, and it was found that there 
was no increased rate of turnover or synthesis of nor- 
epinephrine (28). It may be that the biochemical 
changes following ECT are temporary, which could ac- 
count for the early return of parkinsonian signs ob- 
served in the present report. 

Transient biochemical changes with a return to de- 
creased baseline amine levels following ECT may also 
be related to the early relapse of depression in this 
patient. Brown (29) noted frequent relapses of depres- 
sion in 7 depressed parkinsonian patients treated with 
ECT. All of his patients had dementia, which may be 
related to his observation; however, in the present 
case, no dementia was present. À recent study (20) on 
ECT in the treatment of depressed parkinsonian 
patients reported improvement in parkinsonian signs 
and depression in a few patients that was sustained 
over several months. 

Further research is required to study the effect of 
ECT on parkinsonian signs and depression in patients 
with both disorders. Such investigation may further 
the understanding of depression and parkinsonism. 
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The Use of Methylphenidate and Imipramine in Gilles de la 


Tourette's Disease in Children 


BY IVAN FRAS, M.D., F.A.C.P., AND JOHN KARLAVAGE, M.D. 


~ 


The authors treated two children with Gilles de la 
Tourette’ s disease and one child with a probable 
combination of Gilles de la Tourette's disease and 
minimal brain dysfunction with methylphenidate, 
which resulted in exacerbation of symptoms. One 
child was briefly treated with imipramine, with similar 
results. The authors suggest that these pharmacologic 
agents should be used cautiously in treating patients 
with possible movement disorders (tics) and conclude 
that their findings lend support to.the catecholamine 
hypothesis of the etiology of Gilles de la Tourette’ s 
disease. 


GILLES DE LA TOURETTE’S disease (GTD) is usually 
described as a triad of tics, explosive vocal utterances, 
and imitative phenomena. The tics consist of uncon- 


trollable, often explosive movements in the area of the 
head, neck and shoulder girdle, and/or upper and low- 
er extremities. The vocal utterances include in- 
articulate noises and, most conspicuously, obscene 
words (coprolalia). Imitative phenomena, when pres- 
ent, consist of echolalia and/or echopraxia. Although it 
is arare disease, GTD has attracted considerable inter- 
est over the years because of its clinical impressive- 
ness—to see one case is usually enough to remember it 
for a lifetime. In recent years GTD has assumed theo- 
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retical importance because it is a well-defined move- 
ment disorder similar to the side effects of L-dopa ther- 
apy that is counteracted only by haloperidol, the most 
potent dopamine blocking agent now available. 

The rise of interest in Gilles de la Tourette's disease 
has no doubt resulted in greater diagnostic awareness, 
so that more cases are now being diagnosed at an ear- 
lier age. Increased interest in GTD has coincided with 
an enormous increase in the awareness and diagnosis 
of minimal brain dysfunction (MBD). Since each of 
these syndromes may show symptoms of the other, es- 
pecially when minimal brain dysfunction appears main- 
ly or exclusively as tics and abnormal or choreiform 
movements (1, 2), inevitable differential diagnostic dif- 
ficulties have arisen (3). 

Because both Gilles de la Tourette's syndrome and 
minimal brain dysfunction call for specific pharmaco- 
logical treatment, it is important to know what the ef- 
fects of each approach are. We know already that halo- 
peridol is helpful in both GTD and, to a lesser as well 
as less predictable degree, in MBD (4-6). On the other 
hand, stimulants have never been described as helpful 
in GTD. Two recent reports described deterioration or 
exacerbation of GTD symptoms caused by stimulant 
medication (1, 7); in one instance treatment with a 
stimulant caused irreversible activation of an apparent- 
ly latent case of GTD (1). 


CASE REPORTS 


The following three case histories reflect our experi- 
ences with the use of methylphenidate and imipramine 
in GTD. 


Case 1. An 114-year-old boy was first seen in 1970 for dis- 
cipline problems, humming and grunting noises, rolling of 
the eyes, and head-twitching. Gilles de la Tourette's syn- 
drome was not initially diagnosed because the vocalizations 
did not occur during examinations. Instead, MBD with “‘lo- 
calized motor overflow’’ was diagnosed and the patient was 
started on methylphenidate in conjunction with psychothera- 
py and parental counseling. As soon as the normally effec- 
tive dosage (15mg/day) of methylphenidate was reached, the 
child responded with increased twitching movements and 
worsening of behavior that culminated in a 4-hour temper 
tantrum. The appearance of uncontrollable vocalizations in 
the examiner's presence during this stage led to the diagnosis 
of GTD. Discontinuation of methylphenidate resulted in a re- 
turn to premedication behavior, and subsequent treatment 
with haloperidol was followed by behavioral control as well 
as by disappearance of tics and vocalizations. 

One and a half years later the patient’s symptoms reap- 
peared, accompanied by coprolalia and new behavioral diffi- 
culties. When the dosage of haloperidol was increased, extra- 
pyramidal side effects resulted. Haloperidol was discontin- 
ued and, with the family’s consent, the patient was started 
on 25mg/day of imipramine after a 2-week drug-free interval. 
After 3 days imipramine had to be discontinued because the 
symptoms of GTD became markedly worse. Deterioration 
abated within 2-3 days after imipramine was stopped. The 
patient was kept off all medication for 10 days and the symp- 
toms of GTD stayed at about the level they had been when 
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he was first seen. Thereafter increased doses of haloperidol 
combined with benztropine mesylate finally resulted in con- 
trol of the GTD symptoms. 


Case 2. A 7-year-old boy was seen for uncontrollable 
movements of the head, neck, and shoulders and uncontrol- 
lable, explosive utterances that frequently included swear 
words. These symptoms were associated with eye-blinking 
and slight facial tics that had developed in the wake of a pre- 
sumed mild case of chickenpox. The symptoms waxed and 
waned over 10 months, culminating in severe tics and copro- 
lalia. The diagnosis of GTD was readily made at this point. 
Two factors, however, prompted us to undertake a trial of 
methylphenidate: treatment with haloperidol had resulted in 
extrapyramidal side effects, and the child's school had been 
complaining that he had been easily distracted, hyperactive, 
and intolerant of frustration for several months. We were 
anxious to see whether these symptoms, suggestive of MBD, 
would respond to pharmacotherapy with a stimulant. 

The results were unequivocally deleterious: there was a 
marked increase in the frequency of both tics and coprolalia 
on a dose of 10-20 mg/day of methylphenidate. The effect on 
distractibility and hyperactivity was difficult to judge be- 
cause the tics and coprolalia kept the patient (and his envi- 
ronment) in a state of chronic uproar; his frustration toler- 
ance, on the other hand, was made worse by methylpheni- 
date and he had temper tantrums and crying spells that were 
more frequent and more intense than these symptoms usual- 
ly are when they occur as side effects of methylphenidate ad- 
ministration. 

When methylphenidate was withdrawn the patient's dete- 
rioration abated and symptoms returned to pretreatment lev- 
els. Subsequent resumption of treatment with haloperidol in 
slowly increasing doses brought all symptoms (including 
those suggestive of MBD) under control again. 


Case 3. An 8-year-old boy was started on methylphenidate 
by his family physician because of restlessness and diffi- 
culties concentrating at school. Occasional twitching and 
jerking had also been observed both at home and at school. 
The patient showed improvement in activity level and atten- 
tion span while receiving 5 mg/day of methylphenidate for 
about a year. At the end of this period his physician increas- 
ed the dosage because the uncontrollable arm and shoulder 
movements worsened. When a daily dosage level of 40 mg 
was reached, uncontrollable grunting noises appeared; how- 
ever, these abated when methylphenidate was decreased to 
15 mg/day. GTD was tentatively diagnosed at this point, but 
no change in pharmacotherapy was undertaken because the 
patient appeared to be doing well. However, when the daily 
dosage was eventually increased to 20 mg, the ‘‘tics’’ (as 
they were now called) reappeared. One of us (I.F.) saw the 
patient at this time and noted tic-like movements of the face, 
neck, and upper extremities, occasional grunting sounds, 
and marked stuttering. 

Methylphenidate was discontinued and haloperidol insti- 
tuted. This change in medication resulted in almost complete 
control of the tics and vocalizations as well as the stuttering 
but did not affect the hyperactivity. A combination of 0.5 mg 
of haloperidol and 5 mg of methylphenidate per day was pre- 
scribed, which controlled both the hyperactivity and the 
symptoms of GTD but caused a marked increase in stutter- 
ing. Despite this the patient was maintained on this treat- 
ment regimen since it was the only one that seemed to enable 
him to function adequately. We are following this patient 
closely in terms of both diagnosis and therapy since we are 


not yet certain about the relative extent of the GID symp- 
toms in what appears to be a combination of GTD and MBD. 


DISCUSSION 


Our experience with three young patients shows 
that methylphenidate causes exacerbation of GTD. 
Our results, together with those of Golden (1) and 
Meyerhoff and Snyder's double-blind crossover study 
with amphetamines (7), warrant a caveat against pre- 
maturely treating with stimulants any child or adoles- 
cent diagnosed as having MBD who shows tics, abnor- 
mal movements and, especially, abnormal vocaliza- 
tions. The same warning may apply to the use of 
tricyclic antidepressants in similar situations. 

Our findings may be viewed as lending further sup- 
port to the catecholamine hypothesis of Gilles de la 
Tourette's syndrome proposed by Snyder and asso- 
ciates (7, 8), since methylphenidate (and imipramine) 
cause increases in active catecholamines. Our results 
thus provide the necessary complement to the primary 
clinical support (i.e., improvement of GTD with halo- 
peridol treatment) for the catecholamine theory. 
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We plan to present follow-up reports on the three 
patients discussed here in the future. 
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ABO Blood Groups in Unipolar and Bipolar Manic-Depressive 


Patients 


BY ROBERT W. SHAPIRO, M.D., OLE J. RAFAELSEN, 
ARNE SVEJGAARD, M.D., AND HENNING SØRENSEN, 


The authors determined ABO glood groupings for 66 


manic-depressive patients diagnosed and divided 
into bipolar and unipolar groups according to strict 
symptomatic and course criteria. A significantly 
higher percentage of bipolar patients than unipolar 
patients had blood group O, while a significantly 
higher percentage of unipolar patients than bipolar 
patients had blood group A. These findings provide 
support for the validity of the unipolar-bipolar 
distinction and are consistent with the concept that 
vulnerability to manic-depressive disorders may be 
related to membrane disturbances. 


STUDIES OF the association between psychiatric dis- 
orders and established genetic traits have included in- 
vestigation of blood groups. There have been at least 
four reports concerned with the relationship between 


M.D., LARS P. RYDER, M.SC., 
M.D. 


ABO blood groups and manic-depressive psycho- 
sis (1—4), none of which considered the unipolar-bipo- 
lar distinction. 

Parker and associates (1) compared the frequencies 
of ABO blood groups in manic-depressive patients, 
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neurotic depressive patients, and controls and found 
that significantly more manic-depressive patients than 
neurotic depressive patients or controls had blood 
group O. The frequency of blood group O among man- 
ic-depressives was 59%. Masters (2) reported that 71% 
of the manic-depressive patients he studied had blood 
group O, a frequency higher than that among normal 
controls or schizophrenic patients. The criteria for the 
diagnosis of manic-depressive psychosis listed by Mas- 
ters indicate that these were all bipolar patients. 

Mendlewicz and associates (3) found that manic-de- 
pressive patients had a significantly higher frequency 
of blood group O (72%) and a correspondingly lower 
frequency of group A than controls. 

Irvine and Miyashita (4) compared blood group fre- 
quencies among patients in different psychiatric diag- 
nostic groups, although they did not carry out com- 
parisons with a normal control group. They found that 
46% of manic-depressive patients had blood group O, 
a frequency higher than that for patients with neurotic 
depression, although the difference was not statistically 
significant. They found that patients with involutional 
melancholia had a particularly high frequency (62%) of 
blood group O. 

In a study by Tanna and Winokur (5), ABO fre- 
quencies in a group of patients with primary affective 
disorders were compared with the frequencies for a 
group of these patients' first-degree relatives who did 
not show evidence of primary affective disorders. 
These investigators did not find a higher frequency of 
blood type O among the primary affective group. Man- 
ic-depressive patients were not separated from 
patients with other primary affective diagnoses, and 
the frequency of group O for the entire group was 43%. 

Perris (6), who reported differences between uni- 
polar and bipolar patients in the S and Lewis blood 
group systems, is also investigating ABO groupings in 
unipolar and bipolar patients. 

In the course of a study of possible association be- 
tween histocompatibility (HLA) antigens and manic- 
depressive psychosis (7), we determined ABO blood 
groupings for a group of manic-depressive patients 
diagnosed and polarized according to strict sympto- 
matic and course criteria. 


METHOD 


The rolls of the Psychochemistry Outpatient Clinic 


. of Rigshospitalet, Copenhagen, and the lithium out- 


, patient clinics of Frederiksberg Hospital and Bispeb- 
jerg Hospital were screened for patients who met our 
research criteria for manic-depressive disorders. 
These criteria are described in detail elsewhere (8). 
Briefly, in order to be included a patient had to have had 
at least one definitely depressive and one definitely man- 
ic episode, or three definitely (or two definitely and 
one possibly) depressive or mixed episodes. A definite- 
ly depressive episode was defined as one in which the 
patient received an inpatient or outpatient diagnosis of 
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manic-depressive psychosis, depressed type (or of en- 
dogenous depression) that was characterized by fixed, 
depressed mood and at least two of the following in- 
clusion symptoms: diurnal mood variation; early morn- 
ing waking; decreased drive; psychomotor changes; 
prominent guilt feelings or ideas, or feelings or ideas of 
worthlessness. Exclusion symptoms were Schneider’s 
first-rank symptoms of schizophrenia (9) and some of 
Langfeldt’s symptoms of process schizophrenia (10). 
A definitely manic episode was defined as one in which 
the patient received a diagnosis of manic-depressive 
psychosis, manic type, that was characterized by the 
absence of the exclusion symptoms mentioned above 
and the presence of clearly elated mood and at least 
one of the following other inclusion symptoms (or by 
four of the following in the absence of obviously elated 
mood): grandiosity, marked sleeplessness, increased 
drive, increased motor activity, increased flow of asso- 
ciations, flight of ideas, marked press of speech, and 
marked irritability. Patients with at least one definitely 
depressive epidsode and at least one definitely manic 
episode that occurred at a time when the patient was 
not undergoing antidepressive treatment were consid- 
ered bipolar. Patients with at least three definitely (or 
two definitely and one possibly) depressive episodes 
and no manic or mixed episodes were considered uni- 
polar depressive. Other patients who met the criteria for 
manic-depressive psychosis were considered to be of 
uncertain polarity. 

The HLA study group consisted of 92 definitely man- 
ic-depressive patients. Of these only 66 were cate- 
gorized as either definitely unipolar or definitely bipo- 
lar. This report is based on these 66 patients. 

Determination about inclusion in the study and deci- 
sions about dividing patients into unipolar and bipo- 
lar groups were made independently of knowledge 
about ABO blood groupings. 


RESULTS 


Table 1 presents the distribution of A, B, O, and AB . 
blood groups for the unipolar patients, bipolar 
patients, the two groups combined, and for a represen- 
tative sample of the Danish population. The control 
sample was taken from the work of Gürtler (11). 

Comparison of the distributions for the bipolar, uni- 
polar, and control groups indicates significant hetero- 
geneity among these three groups (47—18.58, df=6, 
p=.005). Comparison of the distribution for the uni- 
polar-bipolar combined group with that for the control 
group indicates that these two groups are not signifi- 
cantly heterogeneous (x*—3.91, df=3, p=.27). This 
suggests that there may be significant differences be- 
tween the unipolar and bipolar patient groups with re- 
gard to distribution of ABO groups. 

As can be seen from table 1, there is a higher per- 
centage of bipolar patients than unipolar patients with 
blood group O (70% versus 22%), whereas there is a 
higher percentage of unipolar patients with group A 


TABLE 1 
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Distribution of ABO Blood Groups In Blpolar, Unipolar, and Bipolar and Unipolar Patients, and Normal Controls 


Bipolar , Unipolar Bipolar and Normal Controls 
Patients (N =43) Patients (N =23) Unipolar Patients (N —66) (N=12, 123)* 
ABO Group Number Percent Number Percent Number Percent Number Percent 
À 10 23 15 65 25 38 5352 44 
B 2 5 P: 9 4 6 1245 10 
O 30 70 5 22 35 53 5046 42 
AB l 2 1 4 2 3 480 4 


*Data for normal controls from Girtler (11). 


(65% versus 23%). The difference between the num- 
bers of unipolar and bipolar patients with type O is 
highly significant (Fisher's exact test, p=.0004), and 
the difference between the numbers of unipolar and 
bipolar patients with type A is also significant (Fisher’s 
exact test, p=.002). 

When the numbers of bipolar patients with blood 
groups A and O are compared with the numbers of con- 
trols with these blood groups, the differences are high- 
ly significant for blood group O (Fisher's exact test, 
p=.0004) and significant for blood group A (Fisher’s 
exact test, p=.008). Although a higher percentage of 
unipolar patients than controls had blood group A and 
a lower percentage of unipolar patients than controls 
had blood group O, these differences did not quite 
reach the level of statistical significance (Fisher's 
exact test, p=.068 for blood group A, p=.078 for blood 
group Q). 


DISCUSSION 


Previous studies suggested an association between 
blood group O and manic-depressive psychosis, al- 
though there has been some disagreement in the re- 
sults. This investigation suggests that there is a signifi- 
cant difference between unipolar and bipolar manic- 
depressive patients with regard to ABO blood groups. 
It also suggests that there is a positive association be- 
tween blood group O and bipolar manic-depressive 
psychosis and a corresponding negative association be- 
tween blood group A and bipolar manic-depressive 
psychosis. Furthermore, the results indicate that there 
may be a positive association between blood group A 
and unipolar depressive manic-depressive psychosis 
and a corresponding negative association between 
blood group O and unipolar disorder, although the dif- 
ferences between the unipolar group and the control 
group are not statistically significant. 

The fact that no distinction was made between uni- 
polar and bipolar patients in previous studies may ac- 
count for some disagreement in their results. These 
studies may have differed with regard to their propor- 
tions of unipolar and bipolar patients. This is sug- 
gested by our own finding that when the blood group 


distribution for unipolar and bipolar patients combined 
was compared with that for the normal group, the dif- 
ferences were much less striking than between either 
of these groups and the normal group and did not reach 
the level of statistical significance. 


CONCLUSIONS 


Our findings provide additional support for the valid- 
ity of the diagnostic distinction between unipolar and 
bipolar groups of manic-depressive patients when 
strict criteria are used for classifying patients as man- 
ic-depressive and for dividing patients into unipolar 
and bipolar groups. 

The significance of the association between blood 
groups and manic-depressive disorders is not clear. 
This association, together with our finding of an asso- 
ciation between manic-depressive disorders and cer- 
tain HLA antigens present on cell membranes, may 
be interpreted as providing some support for the 
concept that the genetically determined vulnerabil- 
ity to manic-depressive disorders, or manic-melan- 
cholic mode, is related to membrane distur- 
bances (12). 
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Premature Interruption of Psychotherapy: Continuation of 
Contact by Telephone and Correspondence 


BY MILTON ROSENBAUM, M.D. 


ele 


The author collected data on 15 patients for whom 
therapy was interrupted because of a move to a distant 
city by the analyst or the patient. He found that 14 of 
these patients refused to accept transfer to another 
analyst as urged by their analyst; instead, they 
continued contact by phone and/or correspondence 
with the analyst for long periods of time. Continuation 
of contact was not related to diagnosis but perhaps to 
a basic inability of these patients to face and work 
through separation or to some type of special patient- 
therapist relationship. 


IN THE past few years there has been an increasing 
number of reports on ‘‘telephone therapy’’ (1-9). Re- 
cently I reported on a patient with whom I maintained 
regular contact by telephone and correspondence for 
20 years, during which time we had no personal con- 
tact (1). I proposed that continuation of therapy by 
telephone and correspondence should be considered 
as a possible alternative to transferring patients to an- 
other therapist if the therapist or the patient moves to a 
distant community. The question of the relative merits 
of transferring patients versus continuing contact by 
phone and/or correspondence can be answered only 
by a systematic study that pools data from other psy- 
hotherapists with similar experiences or by a prospec- 
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tive study with a random selection of patients in psy- 
chotherapy with psychiatric residents who move to a 
distant city on completion of residency. This paper rep- 
resents such an attempt. 


METHOD 


A two-part questionnaire was sent to 40 psycho- 
analysts, most of whom I know personally, who had 
moved to a distant city 1—25 years before. A copy of 
my article concerning continuation of therapy by long 
distance telephone (1) was enclosed. The first part of 
the questionnaire (therapist questionnaire) was de- 
signed to determine whether the analyst had had simi- 
lar cases. If so, he/she was requested to fill out the sec- 
ond part (patient questionnaire) for each case. 

Essential items in the patient questionnaire included 
1) age, sex, and marital status, 2) diagnosis, 3) whether 
interruption was due to a move by analyst or patient, 4) 
length, frequency, and type of therapy before inter- 
ruption, 5) frequency and length of phone calls, 6) 
length of contact by phone and correspondence, 7) 
whether a fee was charged, 8) whether referral was 
made to another therapist before, during, or after inter- 
ruption, 9) whether there was personal contact after in- 
terruption, 10) results of ‘‘phone-correspondence”’ 
therapy, 11) specific or general comments. 


RESULTS 


Thirty of the 40 analysts responded: 26 analysts 
stated that they had maintained phone and/or corre- 
spondence contact with certain patients (range per ana- 
lyst—1—17 cases, average cases per analyst —4). How- 


ever, only 13 analysts filled out a patient 'question- 
naire—12 (11 men, 1 woman) reported 1 case and 1 
(man) reported 3 cases. Thus almost all of the respon- 
dents (86%) reported similar cases, and sevéral added 
interesting comments. The response rate (7596) was re- 
spectable, but the overall number of completed patient 
questionnaires (N—15) represents a rather small 
sample. Therefore, I decided to present the data in an 
impressionistic and highlighted manner rather than us- 
ing statistical analysis. 

The age range of patients at time of interruption of 
psychotherapy was 19 to 48 years (mean =33 years). 
Eleven of the 15 patients were women; 7 of the 
patients were married and 8 were single. 

The therapy was interrupted in 10 cases because the 
analyst moved and in 5 cases because the patient 
moved. The length of time these patients had been in 
treatment before interruption ranged from 1 to 20 
years (mean=3.5 years). The frequency of visits be- 
fore interruption was more than twice weekly in 13 of 
. the 15 cases, indicating that these patients were in in- 
tensive therapy. Six of the 15 patients had had periods 
of hospitalization before interruption (4 had been diag- 
nosed as schizophrenic, 1 as having a severe character 
disorder, and 1 as having a depressive reaction); sur- 
prisingly, none of the patients was hospitalized after in- 
terruption. Thirteen of the patients were in psychother- 
apy, and 2 (1 of whom was schizophrenic) were in clas- 
sical psychoanalysis. 

The diagnostic breakdown of the 15 cases was as fol- 
lows: schizophrenia, N=4; schizo-affective disorder, 
N-1; character disorder, N=3; neurosis, N=6 (2 
patients with hysteria, 2 with obsessive-compulsion, 
and 2 with depressive reaction); and adolescent con- 
fusion, N=1. 

In 13 cases the contact was maintained by both 
phone and correspondence. In 1 case the contact was 
by phone only and in another by correspondence only. 
All contact (except in the case by correspondence on- 
ly) was on an ad-lib basis. The length of contact ranged 
from 1 to 19 years: 8 patients maintained contact for 1 
to 3 years, 3 for 4 to 8 years, and 4 for 10 to 19 years. 
The 4 patients who maintained the longest contact suf- 
fered from psychotic and borderline conditions. In 
most of the cases the calls lasted less than 10 minutes. 
Only 2 of the analysts charged for the phone calls, and 
in these instances the calls lasted for more than 10 min- 
utes. The therapists rated the phone therapy as suc- 
cessful in 13 cases and put a question mark after 2 cas- 
es. Medication was used in the course of treatment be- 
fore interruption for 5 of the 15 cases. It is interesting 
that medication was not used for the 4 schizophrenic 
patients. Several of the respondents used medication 
‘only occasionally.'' 

Twelve of the 13 respondents attempted to transfer 
the patient to another therapist. In about 8 cases the 
analysts had personal contact on a very limited basis 
after interruption. Twelve of the 13 respondents stated 
that he/she usually transfers patients to another thera- 
pist after interruption due to relocation. 
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DISCUSSION 


It is well known that psychotherapy, including psy- 
choanalysis, is often interrupted prematurely because 
the patient or the therapist moves to a distant city. 
When faced with this situation, most psychoanalysts 
(and probably nonanalysts) transfer the patient to anoth- 
er therapist. What is not so well known, however, is 
that a majority of psychoanalysts continue contact 
with such patients by telephone and correspondence 
for many years and report much success. Although al- 
most every psychoanalyst who responded to my ques- 
tionnaire stated that in most instances such patients 
are transferred, it is of interest that the majority of re- 
spondents continued contact by phone and correspon- 
dence with a certain number of patients who had re- 
fused transfer. Twelve of the 13 analysts who reported 
continued contact stated that they had recommended 
transfer but that the patient had refused; therefore, in 
virtually all of the cases the patient was responsible for 
the continued contact by phone and correspondence. 
In almost every case the contacts were on an ad-lib 
basis and the analyst did not charge a fee; these are 
facts that certainly indicate a special type of ana- 
lyst-patient relationship or a special patient or thera- 
pist need. All the patients in this study were in inten- 
sive psychotherapy and probably represented the 
“sicker” of the patients in treatment by the psycho- 
analyst. 

In an excellent paper Weiss (8) described the reac- 
tion of 6 of his patients to the announcement of his im- 
pending move to a distant city 6 months before he left. 
Two patients in psychotherapy responded with an im- 
mediate wish to find ‘‘a replacement''—1 to return to 
her mother and the other to find a new therapist. In 
contrast, his 4 patients in analysis were able to work 
through the trauma of the separation in a constructive 
manner. He concluded (and I agree) that certain 
patients cannot mourn fully and therefore cannot relin- 
quish the therapist, forever remaining somewhat de- 
pendent and attached. In addition, the data from this 
study indicate that this inability to face the intense psy- 
chological suffering and anxiety of grief and mourning 
is not limited to any particular diagnostic category. 
Furthermore, his conclusion certainly applies to the 
patient I reported (1), who showed no evidence of 
grief or mourning when faced with an important object 
loss, but rather developed a paranoid state. 

Dewald (9) emphasized his sense of guilt for desert- 
ing his patients as well as his own sense of loss and, in 
some instances, relief. He also pointed out the narcis- 
sistic blow the therapist suffers if the patient termi- 
nates early and manages to do well without him. As a 
result of such feelings and attitudes he may conclude 
that the patient cannot tolerate separation and avoids 
dealing with the subject, or he may automatically trans- 
fer the patient. I believe that the fact that only 2 of the 
analysts in this study charged for the phone calls sup- 
ports Dewald's suggestions—the remainder of the re- 
spondents may not have charged for phone calls be- 
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cause of their guilt related to leaving the patient as well 
as a sense of relief. 

It seems that patients who have severe problems re- 
lated to separation and handling object loss, regardless 
of diagnosis, force the analyst into becoming a need- 
satisfier rather than a need-frustrator; thus, contact 
continues by phone and/or correspondence. Contact 
may also be perpetuated by the analyst's guilt about 
leaving the patient (which may be reflected by the lack 
of a fee) and perhaps by his own need to hold on to the 
particular patient. l 

It would be interesting to speculate about the signifi- 
cance of the fact that 11 of the 15 patients were wom- 
en. If this distribution is not statistically biased, it 
could reflect a more deeply ingrained inability of wom- 
en to face separation and loss or a special transference 
and/or countertransference relationship, since all the 
therapists of these women were men. 

Of the 2 patients in classical psychoanalysis when 
the therapist moved, 1 refused to be transferred and 
the other requested and was granted continuation of 
the relationship rather than a transfer. I suggest that 
when an analyst is considering continuation of contact 
by phone with a patient, he/she see the patient before- 
hand to discuss the issue. I have seen several such 
patients and was able to resolve this problem in one or 
several interviews and did not have to resort to contin- 
uous contact or transfer the patient. If the analyst feels 
that the patient needs further analytic work, transfer is 
indicated. 

This study cannot answer the basic questions of 1) 
whether patients should be transferred or contact 
should be continued by phone and/or correspondence 
and 2) whether the therapist should structure contin- 
ued contact by fixing a time and length for the call and 
charging a fee or should permit an ad-lib contact that is 
the patient's responsibility. I have given valid reasons 
for structuring the contact, but the ad-lib contact may 
be quite satisfactory for many patients who resist 
transfer. 

The respondents disagreed about the type of patient 
best suited for ‘‘telephone therapy." Several com- 
mented that only borderline and psychotic patients 
seek follow-up. Although some respondents felt that 
telephone contact was useful only as a supportive 
measure, afew felt that it could also be used for uncov- 
ering and insight. One respondent insisted that neurotic 
patients will accept transfer. The fact that my data do 
not support these comments points up the need for 
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pooling of data—especially given the limited number 
of patients seen by most psychotherapists. 

Before patient suitability for telephone therapy can 
be determined, it is important to examine the resis- 
tance of patients to accepting transfer. Twelve of the 
13 respondents stated that after premature interruption 
they transfer patients who are in need of further thera- 
py. However, 14 of the 15 patients resisted and refused 
the advice of their therapists to transfer—in some cas- 
es, even after arrangements had been made for trans- 
fer. Therefore, it would seem that the most important 
factor in these situations is the patient's attitude rather 
than the analyst's. In other words, the patient seems to 
know what is best for him/her, regardless of the ana- 
lyst’s opinion or attitude. In these instances it would 
seem that the ad-lib basis is preferable—mainly be- 
cause it works. Yet many of the respondents com- 
mented that my suggestion for structuring the tele- 
phone therapy, which included giving the patient spe- 
cific instructions (e.g., exact time, frequency, and 
duration of the calls and establishing a fee) was a good 
idea; some said that they would follow such a plan in 
the future (1). Perhaps further experience might pro- 
vide more material on which to base a rational decision 
for this reaction. However, as a result of this study I 
would be inclined to give the patient a choice between 
transfer to a suitable therapist or continuation on an 
ad-lib basis by phone and correspondence, perhaps 
with some structuring. 
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Physical Violence in the Concept of Dangerousness: A Case Report 


BY VICTOR B. ADEBIMPE, M.D. 


Chodoff (1) has argued for caution in relying on the 
potential for physical violence as the sole criterion for 
involuntary hospitalization of mentally ill individuals. 
The following case illustrates some facets of the cur- 
rent legal meaning of dangerousness that may cause 
difficulty when one attempts to reach decisions which 
reflect both the letter and the spirit of the law. 


Case Report 


Mr. A, a 47-year-old unemployed man, was admitted 
to the Western Psychiatric Institute and Clinic on an 
emergency commitment following a short fight during 
which he struck his wife and daughter. 

For 3 months, the patient had tried to run simulta- 
neously for a number of local and national political po- 
sitions, including the presidency, Congress, and the 
U.S. Senate. He slept very little, made many phone 
calls, and bought totally unnecessary items well 
beyond the family's modest income. Shortly before his 
admission, he had on one occasion absentmindedly 
locked his children out of their home while he stayed 
out all night. He stopped taking his medications with- 
out consulting his physicians and became a constant 
source of harrassment to his family. This behavior was 
in direct contrast to a previous phase during which he 
had been withdrawn, uncommunicative, and dis- 
interested in his personal, family, and social affairs. 

During the period of manic activity, he complained 
of an increase in the frequency and severity of pre- 
cordial chest pains from previously diagnosed arteri- 
osclerotic heart disease with angina pectoris. His wife 
made an appointment for him to see his internist, but 
the patient would not go. 

He was diagnosed as having bipolar affective dis- 
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order but refused voluntary hospitalization to initiate 
lithium carbonate therapy. He refused to keep his ap- 
pointments for outpatient visits, saying that he was no 
longer depressed and did not need further treatment; 
his increasing mania was followed through his wife's 
account of repeated family quarrels. 

On admission he was unable to see that there had 
been anything amiss in his behavior. He exhibited a 
very high energy level, talked incessantly, made sever- 
al phone calls, and stayed up late into the night. He 
was reluctant to take any medication, demanded a 
copy of the Physician’s Desk Reference, and quizzed 
me on the side effects of lithium carbonate. When I 
would not recite them all, he ‘‘fired’’ me and asked for 
an attorney in order to secure his immediate release. 
He was persuaded to take 5 mg of haloperidol t.i.d. 
and started on 300 mg of lithium carbonate q.1.d. after 
laboratory investigations. 

By the time his attorney saw him, he had begun to 
improve. Over a 7-day period there was a substantial 
decrease in excessive speech, motor activity, in- 
somnia, and irascibility, but he still had grandiose 
ideas and plans and adamantly denied his illness. 

It was explained to the attorney that the probability 
of violent behavior had been high at the time of the 
patient's admission but was considerably less after 
treatment. The patient still refused to accept the idea 
that he was ill and did not see the fact that he had 
struck his wife as being out of character or in- 
appropriate. He agreed only grudgingly that he might 
need medication after discharge. He had shelved his 
political ambitions, partly because the presidential pri- 
maries in the state were held during the period of his 
hospitalization, and was planning instead to manufac- 
ture a number of his inventions. It was further ex- 
plained that the patient had hypercholesterolemia as 
well as EKG evidence of myocardial infarction and 
that he was scheduled to be seen by a cardiologist. AI- 
so, family members were to be seen together to ex- 
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plain the nature of his illness and evaluate the need for 
family therapy. 

The attorney wanted to know why all of this could 
not be done on an outpatient basis. He was told of the 
need to monitor the initial stages of lithium therapy in 
the hospital, of his client's reluctance to continue treat- 


`. ment and history of failure to keep appointments, and 


of the potentially explosive family situation. My opin- 
ion was that immediate release was ill advised and that 
treatment for a week or 2 beyond the 10-day period of 
the emergency commitment might give the patient a 
better chance for optimal response to therapy. 

A civil commitment hearing was scheduled, but as it 
was about to begin, the attorney requested a jury tri- 
al—a procedure that would have been unprecedented 
in the state for a civil commitment case. The next day 
the judge ruled against a jury trial. When the case was 
heard a day later, the patient had improved still more 
but had not achieved any insight into his illness and its 
effect on his family. 

At the hearing, his wife spoke of the prolonged an- 
guish the family had experienced as a result of Mr. A's 
refusal to take medication or see his physicians, his 
thoughtless spending, his embarrassing and in- 
appropriate phone calls, and the terror of not knowing 
what he would do next. She said she was physically 
infirm and that if her husband was released from the 
hospital in his present condition she and her children 
would move out of their home because they had taken 
all they could. 

The psychiatrist reported that the probability of the 
patient's doing physical violence to himself and/or oth- 
ers was much lower than when he was admitted but 
that continued treatment was necessary, ideally in an 
inpatient setting. Had he been a voluntary patient, his 
discharge from the hospital would not have been con- 
templated at that stage. However, further inpatient 
stay was no guarantee that insight would return or that 
Mr. A would become motivated for outpatient treat- 
ment. His attorney's stand was that in the absence of 
any evidence that he was potentially violent Mr. A 
should be released. 

The judge ruled that the patient should be released 
immediately and committed to outpatient treatment 
with reports to the court at regular intervals, but that 
he must refrain from visiting his family or attempting 
to live with them. 


Discussion 


This case readily meets Chodoff's criteria for in- 
voluntary hospitalization. The patient clearly was suf- 
fering from a recognizable mental illness and definitely 
had ‘‘an impairment of judgment to such a degree that 
he is unable to consider his condition and make deci- 
sions in his own interest.” The moderate improvement 
that resulted from treatment confirmed his need for 
therapy and suggested that further improvement could 
reasonably be expected. Therefore, involuntary hospi- 
talization would seem to have been the obvious 
choice. However, since the patient had not been physi- 
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cally violent toward anyone but his wife and daughter 
(and this only once), his attorney had good grounds for 
insisting that there were no predictors of dan- 
gerousness. At the time of the trial, it seemed reason- 
able to suppose that Mr. A was more controlled than 
he had been when he struck his wife 2 weeks before. 
To place sole emphasis on data regarding the proba- 
bility of physical violence, however, would be to ig- 
nore certain basic and equally relevant inferences from 
the rest of the available information. It is probable that 
a patient with a history of stopping medications on his 
own, failing to keep appointments, and refusing to rec- 
ognize his illness will decompensate in the foreseeable 
future. Such deterioration in mental functioning might 
well include physical violence in this patient, as it had 
previously. Further, a home environment character- 
ized by ongoing conflicts sets the stage for a repeat 
performance when the patient is unable to recognize 
anything unusual in his previous behavior. A man is 
clearly a danger to the welfare of his family members if 
he does such things as inadvertently locking them out 
of the house. Finally, manic hyperactivity superim- 
posed on a physical condition that might go untreated 
and might be worsened by physical exertion is no less a 


.danger to the patient's health and life than are willful 


acts of self-destruction. 

These considerations underscore some of the diffi- 
culties of relying on a history of physical violence as 
the sole indication for involuntary hospitalization. The 
decision of the court reflected an awareness of other 
relevant aspects—psychiatric, medical, and social— 
despite the need to base the ruling on an assessment of 
the patient's current potential for physical violence. 

Unfortunately, in the case of Mr. A freedom meant 
having no place to go. He began to live in a hotel and 
was seen once a week. His chest pains worsened and 
he saw a cardiologist within a month of his discharge 
and was placed on isosorbide dinitrate and cholestyra- 
mine; lithium carbonate was discontinued. For the 
next 2 months he continued to be irritable, hostile, and 
defensive. Subsequently, his thoughts became more 
organized and his speech more agreeable; however, 
communications with his family other than by tele- 
phone were impossible. He could not secure employ- 
ment and decided to move to another state, where he 
hoped to find a job and to have normal interactions 
with a sister who lived there. The last entry in our hos- 
pital records was a request for information from the 
Veterans Administration office in the state where the 
patient was living and applying for disability benefits. 

Patients' rights activists would do well to reflect on 
all of the possible consequences of narrowly con- 
ceived criteria for involuntary hospitalization. We 
should ask ourselves which is worse: the disease or the 
proposed cures. With outcomes such as the one I have 
described, I believe the answer is clear. 
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Prolongation of Muscle Relaxant Effects by Lithium Carbonate 


BY FRED W. REIMHERR, M.D., MICHAEL R. HODGES, GARY E. HILL, M.D., AND K.C. WONG, M.D., PH.D. 


Muscle relaxants are now firmly entrenched in the 
clinical armamentarium of the modern anesthesiolo- 
gist. Their use allows greater surgical access, facili- 
tates control of respiration, limits the amount of anes- 
thetic that has to be administered (1), prevents ex- 
traneous movements of extremities or diaphragm, and 
has many other positive effects. We have noted a case 
of prolongation of neuromuscular blockade induced by 
succinylcholine in a manic-depressive patient being 
treated with oral lithium carbonate (2). The following 
study was done to substantiate our clinical impression. 


Method 


Nine healthy, unpremedicated mongrel dogs were in- 
duced with I.V. thiopental (12-15 mg/kg), then in- 
tubated and mechanically ventilated to maintain par- 
tial pressure of CO, in arterial blood at 30-35 torr. 
Anesthesia was maintained with 1% halothane in 60% 
N,0 and O,. A Grass FT-10 Force Displacement Trans- 
ducer was connected to the left hind paw by an inflex- 
ible steel wire, and the twitch tension was recorded on 
a Model 5 Grass polygraph. The peroneal nerve at the 
head of the fibula was stimulated by a Grass peripheral 
nerve stimulator at l/second, 1.5 millisecond dura- 
tion, and voltage at twice threshold (50-60 volts). 

In three animals a dosage schedule of I.V. succi- 
nylcholine was given as follows: 0.03 mg/kg, 0.1 mg/ 
kg, and 0.3 mg/kg. After each dose twitch height was 
allowed to return to control followed by a 30-minute 
interval before the next dose. On the following day the 
same protocol was followed for each dog after 1 hour 
of intravenous infusion of lithium carbonate (1 mg/kg 
per minute by Harvard infusion pump). 

Three other mongrel dogs each received pan- 
curonium bromide in a dosage schedule of 0.01 mg/kg, 
0.02 mg/kg, and 0.04 mg/kg; the dogs were then given 
the same protocol as the dogs that received succi- 
nylcholine. 

Three other animals received only lithium carbonate 
infusion for 60 minutes and no neuromuscular blocking 
agents. Twitch tension was recorded during and 2 
hours following lithium infusion. 

During each study serum lithium, sodium, and potas- 
sium were measured by an Instrumentation Laborato- 
ry flame photometer, and serum osmolality was mea- 
sured by a Wescor osmometer. 


The authors are with the University of Utah Medical Center, Salt 
Lake City, Utah 84132, where Dr. Reimherr is Resident in Psychia- 
try, Mr. Hodges is Technical Supervisor of Anesthesia Research, 
Dr. Hill is Research Fellow in Anesthesiology, and Dr. Wong is As- 
sociate Professor of Anesthesiology and Pharmacology and Chair- 
man, Department of Anesthesiology. Address reprint requests to 
Dr. Hill. 


The authors wish to thank Ms. Vicky Larsen for typing the manu- 
script. 


TABLE 1 - l 
Results of Neuromuscular Blocking Agents Given Before and After 
Lithium 


Time to Return to Control 
. Twitch Tension (minutes) — 
Neuromuscular Dose 
Agent (mg/kg) Prelithium Postlithium 
Succinylcholine 
Dog 1 0.01 14.4 26 
0.02 26.6 120+ 
0.03 76 —* 
Dog 2 0.01 7.1 11.5 
0.02 18.1 25.1 
0.03 20 40 
Dog 3 0.01 4.2 7.5 
0.02 14.7 34.5 
0.03 21.5 33.2 
Pancuronium 
Dog 1 0.01 9 15.8 
0.02 31.5 45 
0.04 59 70 
Dog 2 0.01 24 9 
0.02 20 85 
0.04 45.8 120+ 
Dog 3 0.01 18.6 48 
0.02 25 49.5 
0.04 75.5 117 


*Postlithium dose not given. Animal did not recover from prelithium dose 
after 2 hours. 


Results 


Lithium carbonate significantly prolonged both suc- 
cinylcholine and pancuronium bromide neuromuscular 
blockade (see table 1). Latency (time from first twitch 
height depression to maximum blockade) was also sig- 
nificantly prolonged following the administration of 
lithium to dogs receiving succinylcholine (2), but laten- 
cy prolongation was not seen in dogs receiving pan- 
curonium bromide. Lithium carbonate infusion alone 
depressed twitch height by 5-10% in the three dogs giv- 
en this protocol over a 3-hour period. Maximum twitch 
height depression (or degree of relaxation) obtained by 
the same dose of the neuromuscular blocker was in- 
creased after the animal received lithium. 

Mean serum lithium levels obtained during the in- 
fusion were 1.63 mEg/liter (SE=0.06) and are com- 
patible with those achieved clinically (3). 


Discussion 


Neuromuscular blocking agents can be classified in- 
to two broad categories: the depolarizing group (succi- 
nylcholine) and the nondepolarizing group (pan- 
curonium, curare) (4). Succinylcholine, being structur- 
ally related to acetylcholine (1), will bind to the 
receptor at the neuromuscular junction, causing de- 
polarization (noted by muscle fasciculation), but be- 
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.' cause of slow hydrolysis by plasma pseudocholinester- 


ase (1) will remain attached to the receptor, thereby 
preventing normal neuromuscular transmission. The 
 nondepolarizing agents act as competitive inhib- 
itors (4) by competing for the receptor site at the 
neuromuscular junction and preventing normal neuro- 
muscular transmission. 

Recently a patient taking oral lithium carbonate was 
noted to have prolonged neuromuscular blockade with 
pancuronium (5). Lithium has been reported to in- 
crease acetylcholine release at the neuromuscular junc- 
tion (6); however, others have reported a decreased 
transmitter release under the same laboratory condi- 
tions (7, 8). Vizi and associates (9) have reported that 
lithium may induce an inhibition of acetylcholine syn- 
thesis, thereby reducing transmitter output due to 
nerve stimulation in guinea pig ileum strips. 

Inhibition of acetylcholine release and/or synthesis 
at the neuromuscular junction by lithium would pro- 
long the effect and degree of block seen with neuro- 
muscular blocking agents and would explain our clinical 
observations and laboratory data. Since succinylcho- 
line is hydrolyzed by plasma pseudocholinesterase (1), 
we studied the pseudocholinesterase levels of 55 
patients on long-term lithium maintenance. All patients 
had normal levels (3.8-9.1 IU/liter, normal range =3.6— 
9.5 IU/liter.)! These results would tend to exclude al- 
teration ofthis enzyme as the cause of prolonged neuro- 
muscular blockade with succinylcholine. 


1EM Diagnostics Catalog Number 3811, 1-test Cholinesterase Kinet- 
ic Test. 


Platelet MAO and Alcoholism 


BY JEFFREY B. BROWN, M.D. 


Because there is evidence of a relationship between 
catecholamine metabolism and depression (1) and be- 
tween alcoholism and both affective disorders and de- 
pressed mood (2-4), I performed a study to seek any 
possible link between platelet MAO activity and alco- 
holism. 

Platelet MAO was assayed in umol/mg of protein 
per hour using a benzylamine substrate. The subjects 
were 14 abstinent alcoholic volunteers, all involved 
in either Alcoholics Anonymous or some other rehabil- 
itation or treatment agency, and 14 control subjects 
matched for age, sex, and sample processing. The con- 
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This study suggests that neuromuscular blocking 
agents should be used with caution in patients who are 
receiving long-term oral lithium therapy. The use of 
lithium is increasing rapidly in psychiatric practice; 


. Psychiatrists should be aware that its interaction with 


muscle relaxants given for surgical or therapeutic pro- 
cedures may result in an abnormally prolonged effect. 
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trot subjects were nonalcoholic volunteers (some were 
social drinkers), most of whom were on the staff of a 
department in the medical center. The platelet MAO 
activity of each experimental subject was compared to 
that of his matched control in order to arrive at a differ- 
ence score (see table 1). The Mann-Whitney U test 
was then used to compare the difference scores of ex- 
perimental subjects who had been abstinent less than 
six months (N=6) with scores of those who had been 
abstinent for more than six months (N —8). 

The scores of alcoholics who had been abstinent less 
than six months showed significantly lower MAO ac- 
tivity than those with more than six months of absti- 
nence (p.001). It is not possible to ascertain from this 
survey whether we are examining a state- or trait-de- 
pendent variable. Although all subjects were in good 
health, the direct effects of ethanol itself cannot be fac- 


TABLE 1 


Platelet MAO In 14 Abstinent Alcoholics and 14 Matched Controls 


Li 
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Duration of Platelet MAO 

Age inki Time Since (uumol/mg Difference 
Subject (years) (years) Last Drink protein per hour) Score 
Experimental 55 25 1 day 27.0 —10.0. 
Control 57 — — 37.0 . 
Experimental 45 28 5 weeks 28.0 —]8.6 
Control 44 — -— 46.6 
Experimental 25 10 2 months 17.7 —10.9 
Control 25 — = 28.6 í 
Experimental 31 10 4 months 30.4 —12.3 
Control 31 — — 42.7 i 
Experimental 48 4.5 4 months 5.5 —18.3 
Control 49 — — 23.8 ` 
Experimental 52 20 5 months 10.3 — 44 
Control 51 — — 14.7 ` 
Experimental 57 40 ] year 14.8 — 03 
Control 59: — — 15.1 7 
Experimental 40 12 1.5 years 25.5 8.0 
Control 39 — — 17.5 j 
Experimental 35 18 2 years 20.6 2.0 
Control 34 — - 18.6. ` 
Experimental 43 24 3 years 42.2 -17 
Contro! 45 € = 43.9 ` 
Experimental 42 13 5 years 54.6 25.3 
Control 42 — — 29.3 : 
Experimental 46 2.5 10 years 23.3 8 
Control 44 wer — 21.5 
Experimental 68 37 18 years 10.6 —147 
Control 68 — — 12.3 : 
Experimental 51 9 22 years Pa 22 
Control 50 — — 25.0 : 
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Behavior Therapy in Liaison Psychiatry: A Case Report 


BY GEORGE MIDDLEKAUFF, M.D., PH.D. 


In his review of the literature on liaison psychiatry, 
Lipowski (1) included intervention techniques that the 
liaison psychiatrist could use on the medical ward: 
gathering information, identifying conflict, applying 
knowledge of motivation of behavior, explaining con- 
tentious attitudes, using medications, mediating, and 
restoring communication and cooperation. Martin (2) 
expanded this list in 1975, but he did not include behav- 
ior therapy techniques. In the case I will describe be- 
low, behavior therapy techniques were used in a liai- 
son psychiatry setting. 


Case Report 


A 14-year-old girl was admitted to a large university 
training hospital after ingesting lye in a suicide at- 
tempt. Prior to this admission, she had had no psychi- 
atric treatment and no major medical or surgical prob- 
lems. At the time of admission she was an athletic 
ninth grade student, academically above average. On 
initial physical examination she weighed 65.6 kg, her 
vital signs were within normal limits, and all systems 
were normal except for destruction of pharyngeal, eso- 
phageal, and gastric tissue. 

The patient's esophagus and stomach constricted se- 
verely due to the scar tissue, and during the first month 
and a half of hospitalization she lost 18.1 kg. To help 
food through her gastrointestinal tract, 9096 of her 
scarred stomach was surgically removed, and a small 
bowel food pouch was constructed. An indwelling 
tube for tube feedings was placed in the pouch and 
brought out through the abdominal wall. Her weight 
dropped to 36.6 kg. Intravenous hyperalimentation 
was begun, i.e., a large proportion of her caloric intake 
was through a catheter ending in her vena cava. In the 
next few months she developed the complications of 
chronic low-grade fever, amenorrhea, anemia, tachy- 
cardia, and liver abscesses. 

The psychiatric component of her illness became in- 
creasingly pronounced. Initially, the patient cried peri- 
odically and complained about the many procedures. 
After months of continued weight loss and medical 
complications, the patient developed severe depres- 
sion and multiple behavioral problems. 

Behavioral assessment. At the time I took an active 
role in the management of this patient, her prognosis 
was very poor. A behavioral assessment was con- 


Dr. Middlekauff is a Child Psychiatry Fellow, Institute for Juvenile 
Research, 907 South Wolcott Ave., Chicago, Ill. 60612. He is also 
Clinical Instructor, Abraham Lincoln School of Medicine, and Staff 
Psychiatrist, Mental Hygiene Clinic, West Side Veterans Adminis- 
tration Hospital, 820 South Damen Ave., Chicago, Ill. 60612. 


The author would like to thank C. T. Bombeck, M.D., Chief, Surgi- 
cal Gastroenterology Section, and Associate Professor, Department 
of Surgery, Abraham Lincoln School of Medicine, for permission to 
describe this case. 


208 Am J Psychiatry 134:2, February 1977 


ducted by reviewing the chart, by interviewing the 
patient, her mother, and various staff members, and by 
observations of the patient. 

Seven treatment goals were developed from the as- 
sessment: increase weight, normalize sleeping pat- 
terns, minimize environmental changes, eliminate un- 
necessary psychiatric medications, improve nursing 
care, improve the patient's affect and behavioral prob- 
lems, and increase direction. and communication 
among staff. 

Intervention techniques. Operant conditioning (3—5) 
was used to achieve the treatment goal of weight gain. 
A minimum weight of 45.4 kg was necessary in order 
to perform a final surgical procedure in which the 
esophagus would be replaced with a segment of colon. 
I encouraged the staff to reinforce the patient for any 
weight gain; I also encouraged any staff behaviors that 
were in the direction of promoting increases in the 
patient's weight. My encouragement, which took the 
form of comments such as ‘‘good job,” ‘‘This really 
seems to be working," and ‘‘Look at today's weight 
gain," served as a social reinforcer to the patient and 
the staff to help strengthen behaviors that would lead 
to a weight gain. 

Contingency contracting (6), the second behavioral 
technique, was used to improve staff communication 
and direction. The process of developing a contract 
(treatment plan) involved extensive meetings between 
the therapist and the patient, the physicians as a 
group, and the nurses as a group. The therapist, nurs- 
es, patient, and physicians all had important input into 
the final plan. The smooth functioning of the contract 
was contingent upon the involvement of everyone as- 
sociated with the patient's treatment. 

Modeling (7) was a third technique used in this inter- 
vention. The patient's behavioral problems of uncoop- 
erativeness, manipulativeness, and abusive verbal be- 
havior made it difficult for the staff to provide good 
nursing care and to give tube feedings large enough to 
result in a weight increase. I felt it would be helpful to 
model alternative appropriate approaches to the 
patient's abnormal behavior, so during frequent ward 
visits, I modeled consistency, firmness, and empathy 
toward her. The staff had been reluctant to increase 
the volume of the tube feedings because of the patient's 
strong behavioral resistance, but with the aid of the 
modeling technique they gradually learned to ap- 
proach her and the tube feedings in a firm, consistent 
manner. 

It was felt that there were many environmental fac- 
tors contributing to both the psychiatric and medical 
deterioration, so environmental manipulation (3) was 
the fourth technique used. For example, the staff con- 
sistently complained that the patient was not getting 


out of her room enough. During the behavioral assess- 
ment it was discovered and pointed out that the 
patient's 24-hour I. V. and 24-hour tube feeding made it 
very difficult for her to walk around because she had to 
drag an I.V. pole with her wherever she went. Once 
the influence of the patient's environment on her be- 
havior was recognized, the staff worked more diligent- 
ly to discontinue the I. V.s and the 24-hour tube feed- 
ing. Other environmental changes included the follow- 
ing: 1) discontinuation of all medications except 
Tylenol and paregoric, 2) measurement of vital signs 
and medications only during the day to help normalize 
the patient's sleeping pattern, 3) minimization of 
changes in bed, room, ward, and personnel to de- 
crease the stress associated with numerous changes, 4) 
improvement of nursing care, with more frequent linen 
changes and use of a more sterile technique in the 
bandage changes, and 5) use of a bedside commode in- 
stead of a bedpan. 

Verbal behavior therapy (8) was the fifth behavioral 
technique used in this case. Because of the many com- 
plications and failures associated with the course of 
treatment, the patient, staff, and family tended to ex- 
press negative verbalizations about the patient and her 
prognosis. This part of the intervention consisted of 
pointing out positive changes that were beginning to 
occur and providing social reinforcement for any posi- 
tive, hopeful comments made by the staff, family, and 
patient. 

Qutcome. The treatment program began 7 months af- 
ter the pàtient was admitted. She gradually gained 
weight after the previously described changes were 
made in the management of her case. The tube feed- 
ings went from 60 minutes to about 10 minutes per 
feeding, and the feedings were ultimately regularized 
at 500 cc six times a day. The staff learned to be firn 
and consistent with the patient in regard to her medica- 
tions, tube feedings, and uncooperative behavior. Her 
complaints of pain decreased in frequency and in- 
tensity, and after 5 weeks on the new management 
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plan, she was walking in the halls more (she no longer 
had I.V.s or constant tube feedings), smiled at times, 
and was even able to go home for a week. 

After 11 months in the hospital, she reached 45.4 kg 
pounds and was healthy enough to undergo the colon 
upswing surgery. Several weeks after the surgery, she 
was discharged weighing 40.9 kg. She had several brief 
readmissions to dilate strictures but continued to gain 
weight. At 7-month follow-up, she weighed 48.1 kg, 
was eating well, had a hematocrit of 39.4 and a normal 
pulse, and was adjusting well to her family and school. 
She continued treatment after discharge with a psycho- 
therapist who was able to coordinate her entire post- 
hospitalization psychiatric care through home, school, 
and office visits. 


REFERENCES 


I. Lipowski Z: Consultation-liaison psychiatry: an overview. Am J 
Psychiatry 131:623—630, 1974 

2. Martin M: Psychiatry and medicine, in Comprehensive Text- 
book of Psychiatry, 2nd ed, vol 2. Edited by Freedman AM, 
Kaplan HI, Sadock BJ. Baltimore, Williams & Wilkins Co, 
1975, pp 1737-1747 

3. Azerrad J, Stanford R: Restoration of eating behavior in ano- 
rexia nervosa through operant conditioning and environmental 
manipulation. Behav Res Ther 7:165~171, 1969 

4. Brady J, Rieger W: Behavioral treatment of anorexia nervosa, 
in Applications of Behavior Modfication. Edited by Thompson 
T, Dockens W. New York, Academic Press, 1975, pp 45—63 

5. Leitenberg H, Agras W, Thompson L: A sequential analysis of 
the effect of selective positive reinforcement in modifying ano- 
rexia nervosa. Behav Res Ther 6:211—218, 1968 

6. Brady J: Behavior therapy, in Comprehensive Textbook of Psy- 
chiatry, 2nd ed, vol 2. Edited by Freedman AM, Kaplan HI, Sa- 
dock BJ. Baltimore, Williams & Wilkins Co, 1975, pp 1824-1831 

7. Bandura A: Psychotherapy based upon modeling principles, in 
Handbook of Psychotherapy and Behavior Change: An Empiri- 
cal Analysis. Edited by Bergin A, Garfield S. New York, John 
Wiley & Sons, 1971, pp 709-750 

8. Krasner L: The therapist as a social reinforcement machine, in 
Research in Psychotherapy: Proceedings of a Conference. Edit- 
ed by Strupp W, Luborsky L. Washington, DC, American Psy- 
chological Association, 1962, pp 61--94 


Am J Psychiatry 134:2, February 1977 209 


LETTERS TO THE EDITOR 





This section contains reactions to Journal articles, statements of opinion, comments on Association activities, 
requests for information, etc. Letters should be submitted in duplicate to the Editor, who makes all decisions re- 
garding publication. Letters must be typed double-spaced throughout and should not contain more than 500 words 
and 5 pertinent references. Criticisms of published articles will automatically be sent to the author(s) for response. 
Letters will be edited for clarity and conformance with Journal style. We regret that we cannot inform writers of 
the disposition of letters or return those which are not printed. 


Not in the Best Interests of the Child 


Sir: In ‘‘The Effects of the Sealed Record in Adoption” 
(August 1976 issue), Arthur D. Sorosky, M.D., and asso- 
ciates demonstrated the service that can be rendered to adult 
adoptees by reunions with their biological parents. The au- 
thors note that they have studied a highly select group, i.e., 
people who have responded to advertisements to share their 
reunion experience. The authors then use this select group 
as a base from which to advocate greater openness in general 
about adoption. Unfortunately, this emphasis on opening 
records to adopted adults might reinforce adoption agencies' 
standard counseling of newly adoptive parents to be “‘open’’ 
with their adopted children and to tell them that they are 
adopted as soon as they can speak. Adoptive parents are told 
to bring this subject up repeatedly throughout childhood. 

My experience as a child psychiatrist and the experience 


of others (1, 2) suggests that telling children of their adop- ` 


tion burdens them unnecessarily at crucial developmental 
stages. A young child cannot understand the insignificance 
of the fact of adoption. As soon as the child hears that there 
were ‘‘other’’ parents, he/she imagines countless explana- 
tions for the ‘‘rejection’’ by the biological parents. Children 
often cannot fully accept the idea that the adults who take 
care of them every minute of their lives are their real par- 
ents, and consequently may feel like outsiders. Such pre- 
occupations can affect a child's self-esteem, confidence, and 
relationship with the adoptive parents throughout childhood. 
It can also produce great rage toward the '*abandoning'' bio- 
logical parents, which can further complicate the child's rela- 
tionship with the adoptive parents. 

Therefore, from the point of view of the child, withholding 
information about the adoption presents far less risk of inter- 
ference with healthy development and the relationship with 
adoptive parents than does telling the child. If it happens that 
some other person inappropriately reveals the ‘‘secret’’ later 
on in childhood or adolescence, the child will have had many 
more crucial years unburdened by the potentially damaging 
preoccupations of adoptees. The child might feel momentari- 
ly wounded if he/she gets this information from another 
source, but the mother can simply explain that young chil- 
dren often make too much out of such knowledge and that 
she was planning to reveal it at a later time. 

It seems to me that the authors are in a position to demon- 
strate that their sample population can result from the proce- 
dure of telling the child as soon as possible; such counseling 
is not in the best interest of the child. Preventive psychiatry 
would be better served by advocating less openness with 
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child adoptees and more openness with adult adoptees who 
know their adopted status and are preoccupied with it. 
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Dr. Sorosky Replies 


Sir: The revelation of adoption is no longer a controversial 
issue. Almost all of those who write on adoption, with the 
exception of Ansfield (1), stress the importance of telling the 
child that he/she is adopted. Peller (2, 3) and Schechter (4) 
suggest that the parents wait until the child has completed 
the oedipal stage so as not to complicate the issues involved. 
Most experienced adoption workers have challenged this 
idea, emphasizing the danger that the child will learn about 
the adoption from other sources. 

We have received thousands of letters from adoptees, 
adoptive parents, and biological parents in response to our 
research efforts, which have provided us with rich data on the 
whole subject of adoption. Not all of these people participat- 
ed in a reunion experience, yet they have offered to share 
their feelings with us. Furthermore, my co-authors and I 
have had considerable experience working with members of 
the adoption triangle. We feel, on the basis of our input and 
personal observations, that openness is the key to a healthy 
adoptive family relationship. 

It is our impression that family secrets are truly ‘‘skele- 
tons in the closet" and that the child senses something is 
being withheld, if for no other reason than that he/she rarely 
looks like the adoptive parents. Also, a child's suspicion can 
be aroused by the absence of pictures in the family album 
showing the mother pregnant. Most adoptees who find out in 
later life about their adoptive status admit they have felt they 
were adopted for years but were reluctant to discuss it with 
their parents for fear of hurting them. 

The adoptive parents should talk about adoption in a re- 
laxed, low-key manner as soon as the child is able to commu- 
nicate. The information should become more comprehensive 
as the child matures. By the time the child has reached pu- 


berty he/she should know the nature of the conception, the 
reason for the biological parents relinquishing the child, and 
nonidentifying biological background information on the par- 
ents. If the parents are uncomfortable with the subject mat- 
ter, they will convey this to the child; a compensatory "'over- 
telling” may create just as many problems. 

We are opposed to providing identifying information to 
adolescent adoptees. It is our contention that this would only 
complicate the resolution of the typical identity conflicts of 
that stage (5). Most interested adopted teenagers would be 
reassured to know that the identifying information will be 
available to them when they reach adulthood. 

In short, we simply do not agree with Dr. Blau's ideas on 
this subject. 
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In Response to a Response 


Sin: Baron Shopsin, M.D., and Samuel Gershon, M.D., in 
their recent response to a letter to the editor by Ralph D. 
Bien, M.D. (‘‘Cogwheel Rigidity Early in Lithium Treat- 
ment," September 1976 issue) quote our article (1) as sup- 
porting their findings (2) of parkinson-like side effects in 
patients on long-term lithium maintenance. We examined 36 
patients who had been on lithium maintenance therapy for 6 
months to 7 years (exact information on length of treatment 
is available on request) and who, as we clearly stated, had 
not received any neuroleptics in the preceding 6 months. 
These observations did not indicate evidence of such side ef- 
fects. The tremor observed in 24 patients was fine and rapid 
and thus not parkinson-like. The use of a validated scale for 
extrapyramidal symptoms (EPS) indicated signs of muscular 
rigidity in a few patients, but at a level so low that it could be 
considered within normal limits. Cogwheel rigidity of low 
level (score of 1 on a scale of 0—4) was seen in only 3 of 36 
patients. On the other hand, Shopsin and Gershon (2) report- 
ed cogwheel rigidity in three-fourths of their patients, some 
of whom had severe symptoms (rating of 3 or 4 on a scale of 
0-4). This rating is difficult to interpret in view of the lack of 
subjective complaint of rigidity reported by the authors. 
These patients were not receiving any other drug con- 
comitantly with lithium carbonate at the time of examina- 
tion. It is not clear whether they had received neuroleptics at 
any earlier date. 

We feel it is important to emphasize our essentially nega- 
tive findings in patients maintained on lithium and free of 
neuroleptics for at least 6 months in view of the numerous 
inquiries we have received concerning the occurrence of 
parkinson-like side effects in patients receiving lithium. In all 
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of the cases submitted to us, as in the case reported by Dr. 
Bien, the patients were receiving neuroleptics until shortly 
before these side effects were noted; in some cases, the ad- 
ministration of neuroleptics was discovered only after care- 
ful inquiry. Drs. Shopsin and Gershon, in their response to 
Dr. Bien, made the point that it may take up to 6 months to 
eliminate traces of neuroleptics and their metabolites; one of 
u$ (G.M.S.) previously reported the occurrence of EPS more 
than 90 days after interruption of neuroleptic treatment (3). 
The side effects observed after administration of lithium in 
patients previously treated with neuroleptics may be ex- 
plained by the direct effect of residual neuroleptics. A more 
complex explanation advanced by Drs. Shopsin and Ger- 
shon is that lithium may induce sensitization to the residual 
neuroleptics. This interesting hypothesis, which is perfectly 
compatible with our negative findings in patients on lithium 
maintenance, would, in our view, warrant systematic investi- 
gation. 
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Should Skull Films Be Routine? 


Sin: I was pleased to see the report by John F. Delaney, 
M.D., on ‘‘Routine Skull Films in Hospitalized Psychiatric 
Patients’’ (January 1976 issue), which appeared many years 
after our paper on the same subject (1). Dr. Delaney refers to 
our report somewhat inaccurately, stating that “‘Rubin found 
an incidence of abnormalities on plain skull films of 7.6% in 
adults and 3.1% in children.’’! We reviewed the reports of 
310 skull X-rays taken on 1,183 adult and child psychiatric 
inpatients. On the adult service the films were taken only on 
indication and were done for 21% of the adult patients. Of 
these films, 7.6% indeed revealed pathology, but we pointed 
out that 


when the X-ray pathology was correlated with the results 
of the history, physical and psychiatric examinations, elec- 
troencephalogram and lumbar puncture, seven or 3.3% of 
films on adults yielded pathology that was either not 
known prior to hospitalization, or, if already known, that 
contributed to the current diagnosis and total management 
of the patients. 


Because in our study the films done on adults were not rou- 
tine, in contrast to Dr. Delaney’s study, our higher overall 
percentage of positive findings is not surprising; the per- 
centage of new findings in the two studies, however, appears 
to be comparable. 


"The reference that appeared in Dr. Delaney’s article listed only one 
author (R. T. Rubin); The correct reference is given here (1). 
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Dr. Delaney concluded by stating that ‘‘skull films should 
not replace a careful history and neurologic examination in 
ruling out organic disease in psychiatric patients.” I do not 
believe anyone ever has advocated skull films replacing a 
proper examination. Our suggestion of a need for routine 
skull roentgenography surveys in hospitalized psychiatric 
patients was meant for the purpose of elucidating the pos- 
sible usefulness of this technique as an ancillary routine diag- 
nostic aid. Dr. Delaney's study contributes importantly in 
this respect. 
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An Answer to **A Question of Ethics" 


Sir: In the July 1976 issue of the Journal, a reader who 
wished to remain anonymous asked whether it is ethical for a 
psychiatrist to disclose to a patient information about the 
patient that was obtained from a third party. The writer al- 
leges irreparable loss of his/her mother's trust because of 
such a disclosure by a psychiatrist. 

Judging from my own experience, third parties not infre- 
quently offer information about a patient to the psychiatrist 
and openly request or (as was apparently true in the case at 
hand) tacitly assume that the occurrence and contents of 
such communications will be ‘‘confidential’’ (1.e., kept se- 
cret from the patient). As a community psychiatrist con- 
fronted with such situations fairly often, and as a former stu- 
dent of moral theology and canon law, I wish to offer the fol- 
lowing answers to the reader's question. 

The basic purpose of confidentiality in psychiatry is to en- 
able the patient to disclose whatever information the psychia- 
trist needs in order to provide adequate diagnosis and treat- 
ment, without jeopardizing his/her reputation or other legiti- 
mate interests through disclosure of such information to 
third parties. Thus confidentiality protects the patient primar- 
ily, and the interests of society only indirectly. Furthermore, 
it presumes that the individual providing the information has 
established the specific *doctor-patient" relationship with 
the psychiatrist. 

Consequently, while the psychiatrist should welcome and 
even at times elicit relevant information from third parties in 
order to understand the patient as well as possible, such 
third parties cannot logically expect that the psychiatrist 
(whose professional and contractual loyalty is to his patient) 
will keep their communications in confidence simply to pro- 
tect the third parties (as distinguished from, or possibly even 
opposed to, protecting the patient). More important, the 
third party cannot assume that the psychiatrist will keep the 
information secret from the patient. 

Circumstances could demand many modifications of these 
basic principles. Space considerations prompt me to consid- 
er only the two mentioned in the case described by the read- 
er. First, the psychiatrist was retained by the patient not pri- 
marily as a doctor (1.e., with “‘cure’’ in mind) but as an advo- 
cate to assist her in pleading her case against involuntary 
hospitalization in a court of law. In this role, it appears not 
only permissible but possibly obligatory for the psychiatrist- 
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advocate to acquaint the client-patient with all of the ‘‘evi- 
dence” against her. Second, the patient was perceived to be 
paranoid, a condition in which one by definition suspects al- 
most everyone of secret, malevolent machinations and suf- 
fers from this suspicion. In this case, the actual keeping of 
secrets from the patient by the psychiatrist she trusted might 
have only aggravated her condition. Thus not only the gener- 
al principles of confidentiality but also the specific legal and 
clinical circumstances of this case support the correctness of 
the psychiatrist's actions. 

I would like to conclude with two general suggestions. 
First, the general public, and particularly interested third par- 
ties, need to become more aware of the true nature of profes- 
sional confidentiality—its purpose and limitations and, espe- 
cially, its differential applicability to the interests of the 
patient and those of others (relatives, employers, society at 
large, and even the courts and psychiatrists). Second, while 
patients may initially and temporarily dislike others “‘inform- 
ing” on them to the psychiatrist, the real resentment toward 
the third party results not from the psychiatrist's disclosure 
to the patient or even that information was given or the con- 
tent of the communication (provided it was factual), but from 
the information having been given in secret. Therefore, in 
general, the cure or prevention of such resentment is 
simple—tell the patient openly, as soon as practical, and pos- 
sibly in the psychiatrist's presence, that information is being 
given, and what the information is, and leave the rest to the 
patient's fairness. 

Paradoxically, and contrary to what the general public 
(and perhaps some of our colleagues) may believe, the more 
disturbed patients are, the more they appreciate kind, calm, 
open, and straightforward communication. It takes a very 
“healthy” mind indeed to deal with all of the hypocrisy and 
manipulation that, in the name of diplomacy and kindness, 
we consider ‘‘normal’”’ in our society. 


EDMUND F. KaL, M.D., S. T.B. 
Sunnyvale, Calif. 


Some Thoughts on Ethics and Practice in India 


Sin: The excellent article "Overview: Ethical Issues in 
Contemporary Psychiatry” by Fritz Redlich, M.D., and Rich- 
ard F. Mollica, M.D. (February 1976 issue) has prompted me 
to share some thoughts with your readers. 

The path of the psychiatrist amid complicated ethical and 
moral issues should be guided by love for his patients—the 
kind that Mother Teresa has for the poor people of India. On 
the one hand is respect for the individual, without any of the 
barriers that characterized the old time psychiatrist as an ‘‘al- 
ienist." On the other hand is the need and duty to treat and 
cure the patient. 

Sometimes I have guilt feelings about the informal way in 
which we admit patients to our private psychiatric hospital. 
We are now admitting 1,400 patients a year and since 1955 
we have treated almost 17,000 patients. Compensating for 
these feelings, however, is the fact that I find little heaps of 
broken shackles lying about in odd corners of the garden at 
the hospital. About 10% of our patients are wearing these 
horrible ornaments when they are brought by their neighbors 
and relatives from remote villages. The shackles are forged 
by the village blacksmith and we keep our own blacksmith to 
remove them. My depression lifts when I see these patients 
go home a month or two later, free and sometimes grateful. 

In the same issue of the Journal, Arthur Zitrin, M.D., and 


associates showed in ‘‘Crime and Violence Among Mental 
Patients” that patients admitted to mental hospitals are re- 
sponsible for more crimes than comparable general popu- 
lations; there is a growing public opinion that extreme liber- 
tarian chauvinism that results in the nonadmission, non- 
treatment, and premature discharge of psychiatric patients is 
one of the factors responsible for the danger on the streets. 

Calcutta was one of the most terrible cities on earth eight 
years ago. Now it is one of the safest; Women and children 
can move about safely at any time of the day or night. This 
change is due to the work of the Chief Minister, Dr. Sid- 
dhartha Shankar Ray, who has managed to steer an accurate 
course, with the support of our Prime Minister, between the 
Scylla of democratic freedom and the Charybdis of practical 
necessity. Recently, he was in some trouble with his col- 
leagues for too much emphasis on practical necessity, but 
public opinion was in his favor and he is staying on. 

I am not saying that psychiatry in Calcutta has had much 
to do with the triumph of peace over violence or whatever 
one calls it; mental health services are totally inadequate 
(there are fewer than 30 psychiatrists working in Calcutta), 
but my colleagues do make their few loaves and fishes go a 
very long way. Wandering ''lunatics" have almost dis- 
appeared from the streets, thanks to Mother Teresa and her 
psychiatric wing ''Antara."' 


ROBERT B. Davis, F.R.C.P. 
Bihar, India 


Requests for Information 


Sir: I am involved in some research on young men and 
women who have left the Moon movement” headed by the 
Reverend Sun Myung Moon of Korea. This organization has 
attracted 30,000—40,000 individuals in their late teens and 
early 20s; extensive ‘‘programming’’ seems to be involved in 
the indoctrination process and attempts to withdraw from 
the movement are generally discouraged and often appear to 
be accompanied by psychiatric sequelae. I would greatly ap- 
preciate hearing from any readers who have knowledge of 
the psychiatric casualties or problems involved in entry or 
exit from this movement. 


JOHN R. Lion, M.D. 

Associate Professor 

Department of Psychiatry 

University of Maryland School of Medicine 
645 West Redwood St. 

Baltimore, Md. 21201 


Sır: I am currently engaged in research on the Munchau- 
sen syndrome (hospital addiction) and its variants. I would 
like to correspond with any other physicians who have had 
personal contact with such patients. All responses should be 
sent to the address below. 


S. E. HYLER, M.D. 
5620 Netherland Ave. 
Riverdale, N.Y. 10471 


Research in est? 


Sir: At the 1976 annual meeting of the Association, Wer- 
ner Erhard spoke on a panel that addressed the issue of per- 
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sonal growth in large groups. Some outcome research on 
graduates of Erhard Seminars Training (est) that was present- 
ed by one of Mr. Erhard’s collaborators was so poor that I 
took issue with it during the period of audience discussion. 
Mr. Erhard recognized me and was aware of the fact that I 
have been involved in group therapy and encounter group 
outcome research. He expressed interest in my criticism of 
research on est and expressed a strong desire that I under- 
take a study of the impact of est on its participants. He made 
it quite clear that The est Foundation had research funds 
available for such an enterprise. The nature of this dis- 
cussion was such that I am certain that the great majority of 
the large audience was left with the impression that Mr. Er- 
hard would be not only willing but eager for me to perform 
such research and that The est Foundation would be willing 
to fund generously such an endeavor. 

I think it is important for the audience at that panel dis- 
cussion to be made aware of the outcome of this exchange. 
Although Mr. Erhard continued to be exceedingly courteous 
and interested in my desire to research est, he also informed 
me that unfortunately The est Foundation has used all of its 
funds for the time being and will be unable to fund any such 
project in the foreseeable future. The decision was entirely a 
policy or financial decision; it was not based on the merits of 
the research proposal, which I was never asked to submit. 


IRVIN D. YALOM, M.D. 
Stanford, Calif. 


An est Representative Replies 


Sır: Thank you for sending a copy of Dr. Yalom’s letter to 
Werner Erhard for his response. Since the letter concerns 
The est Foundation, I am replying as its Executive Director. 

Werner Erhard did indicate that he would be willing to sup- 
port Dr. Yalom's request for a grant from The est Founda- 
tion, in line with est's policy to make itself available for 
study by qualified researchers and also in line with The est 
Foundation's purpose of supporting research on individual 
and social transformation. Subsequent discussions between 
Dr. Yalom and myself revealed that there was a significant 
disparity between the level of funding required to do the 
study and the current total resources of The est Foundation. 
Discussions with Dr. Yalom concerning funding that might 
be secured from additional sources proved unfruitful. Ac- 
cordingly, I informed Dr. Yalom that it would not be pos- 
sible at this time for The est Foundation to generate the fund- 
ing required for the project. 


ROBERT W. FULLER, PH.D. 
San Francisco, Calif. 


On the Boards—But Gently 


Sir: I have been following the comments in the Journal 
about the American Board of Psychiatry and Neurology, es- 
pecially those that related to the article ‘‘Experiences of Psy- 
chiatry Board Exam Casualties: A Survey Report” by Mar- 
tin R. Lipp, M.D. (March 1976 issue). I took my oral boards 
in psychiatry on October 18, 1976, and while I am (anx- 
iously) awaiting the results, I have some comments. Even 
though the preparation for both the written and oral exams 
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took a great deal of time and I was forced to miss much time 
with my family, I do feel that the experience has helped me 
put my ideas and knowledge about psychiatry and even neu- 
rology in a much more logical order. I feel it has sharpened 
my diagnostic skills and made me more comfortable in my 
field. During my residency and now during my day-to-day 
private practice, I am frankly more concerned with dealing 
with the individual problems that come my way and there 
has been no real need or pressure to pull together what I 
know. If I do not pass my Boards, I will of course be disap- 
pointed; however, I feel the experience has already been use- 
ful, and I presume I would try again the next time around. I 
feel that I have been treated courteously by the Board. It 
seems to me that their expectation is that candidates under- 
stand the basics of psychiatry and neurology. I did not feel 
any pressure to produce superspecialized knowledge. I do 
hope that if I fail the exam the Board will provide me with 
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some feedback. The lack of such feedback in the past has 
probably fueled much of the criticism of the Boards. 


Dirk E. HUTTENBACK, M.D. 
Marietta, Ga. 


Correction 


There was an error in ‘‘Digit-Symbol Performance in 
Methadone-Treated Ex-Heroin Addicts," by Philip W. 
Appel, Ph.D., and Norman B. Gordon, Ph.D. (November 
1976 issue). The sentence in the last paragraph of the results 
section (p. 1338) read, ''The value of r. . . for all patients 
[was] 4.296 (df=46, p>.05).” It should have read, ''The 
value of r. . . for all patients [was] +.296 (df=46, p<.05).”’ 
The staff regrets this error. 
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Psychoanalytic Theory: An Exploration of Essentials, by 
George S. Klein. New York, N.Y., International Universities 
Press, 1976, 321 pp., $17.50. 


The author's purpose in this excellent book is to develop a 
theory relevant to the observational data that constitute the 
body of knowledge of psychoanalysis. He culls this theo- 
retical model from the psychoanalytic literature, disposing of 
those theoretical abstractions which are so far removed from 
concrete clinical observation that they ‘‘obscure the clinical 
phenomena'"' and retaining and elaborating those theoretical 
abstractions which are ''anchored in the data of experience 
and behavior.” He builds primarily on the observational and 
theoretical foundations laid by Freud and leans heavily on 
Erikson's work. Although one may disagree with some of his 
points, his overall conclusions deserve careful consid- 
eration. 

In his first four chapters Klein separates what he calls the 
clinical theories of psychoanalysis, which are more directly 
related to observational data, from the metapsychological 
theories of psychoanalysis, which are only remotely related 
to observed phenomena. He does this with the psycho- 
analytic theories of psychosexuality as well. He dispenses 
with the drive-discharge model and the energetic point of 
view because he feels they are clinically irrelevant remnants 
of Freud's early attempt to explain psychological phenome- 
na in neurophysiological terms. Klein concludes that with 
the so-called structural point of view the concept of the ego 
has become so mechanistically abstract as to lose its original 
clinical (experiential) relevance. 

In the next five chapters Klein presents his clinically 
based, data-oriented reformulation of psychoanalytic theo- 
ry. He points out that in ego psychology the term *'ego'' is 
used both in the instrumentality sense of having aims and mo- 
tives and in the systems sense of being a locus of integration. 
Klein restricts the use of the term ''ego"' to its instrumental- 
ity meaning and proposes that we use the word ''self (or 
Erikson's word ''identity") to encompass the systems mean- 
ing. This self is a mental representation or schema that is ex- 
perienced either as an integration with a sense of continuity, 
coherence, and integrity or as an impairment of integration 
with a sense of cleavage or dissonance. Cleavage or dis- 
sonance within the self-schema is felt as one or another form 
of anxiety. This anxiety motivates an individual to reestab- 
lish, through a synthesis, an integration and sense of identi- 
ty. Klein states, ''Integration is the preferred state: a threat 
to identity is a ‘blow’ that requires reparative efforts." He 
feels that the understanding of identity formation and mainte- 
nance may be the distinguishing factor of psychoanalysis as 
a general psychology. I believe this to be the central and 
most important theme of his book. 

Klein discusses and organizes pleasures, not on the basis 
of experienced feelings but on the basis of their cognitive 
contexts. He shows how the cognitive contexts of pleasure 
experiences have an adaptive importance in the devel- 
opment of a self-identity. 


Klein defines repression (which for him includes all de- 
fenses) as a gap in comprehension in which an incompatible 
meaning schema is dissociated from the mainstream of a per- 
son's self-identity structure. This dissociated schema contin- 
ues to influence a person's conscious thought and behavior. 
For Klein, repression is one of the two main organismic strat- 
egies for preserving self-identity. 

He calls the second organizing strategy for preserving self- 
identity ‘‘active reversal” or ‘‘reversal of voice.” Active re- 
versal is the controlled, self-initiated, active repetition and 
reenactment of an experience that was originally passively 
experienced in a situation of overwhelming helplessness. Ac- 
tive reversal involves a reenactment and confronting of the 
overwhelming experience that leads, through a process of 
identification, to an integration that is in effect a differ- 
entiated enlargement of the self-identity. This enlarging iden- 
tification contrasts with the structural product of repression, 
in which an introjected experience is dissociated from the 
self-schema. 

This succinctly written and well-organized book clearly 
separates data-related, clinical psychoanalytic theory from 
data-unrelated metapsychological psychoanalytic theory. It 
elaborates a clinical theory into a pertinent model that 
should be highly useful and relevant to both therapists and 
researchers. 


FELIX F. Logs, JR., M.D. 
La Jolla, Calif. 


Basic Principles of Long-Term Patient Care: Developing a 
Therapeutic Community, by Charles H. Kramer, M.D., and 
Jeannette R. Kramer. Springfield, Ill., Charles C Thomas, 
1976, 355 pp., $19.75. 


There are hundreds of thousands, perhaps even millions, 
of medical books available to the consumer. Most of them 
are well written, and practically all of them contain valuable 
information, but very few are practically oriented in the 
sense of using the information to tie together theory and prac- 
tice. Basic Principles of Long-Term Patient Care is unique in 
several areas: it contains mainly experiential information, it 
very neatly incorporates this information into practice, and it 
is very well organized. In fact, itis so well organized that the 
reader may start anywhere in the book and not lose continu- 
ity. 

It is quite obvious that the authors have not only had vast 
experience in their work but have studiously documented 
their experience so they could share it with others. As they 
point out, the material is not new or earthshaking. It simply 
has not been organized and written in this way before. The 
systems approach the authors have used throughout the 
years has certainly paid dividends in their being able to com- 
municate so much valuable information. 

The setting for the material in this book is a 69-bed nursing 
home called Plum Grove located in Palatine, Ill. The ages of 
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the patients as well as their illnesses vary widely, but there is 
one thing they all have in common: they are all long-term- 
care patients. The goals that the Kramers set for these 
people are not within the usual '*let nature take its course” 
model. Rather, the Kramers work at making day-by-day liv- 
ing more enjoyable and productive for the patients; they 
have even been able to bring many of their patients back to a 
relatively normal ability to function. Their success apparent- 
ly lies in the totality of their approach to the individual prob- 
lems of patients, which involves a team of professionals each 
doing a special task and also takes into account the total 
patient, including his or her family. This is somewhat remi- 
niscent of the psychobiological approach of Adolf Meyer. 

The book contains a great deal of valuable information, 
but one item that is especially worth mention is the authors' 
patient classification system, which is comprehensive and 
very practical. Another highlight is the description of the ac- 
tual methods of problem solving, which the authors share in 
a very organized way. The book contains a wealth of ‘‘how 
to do it” information, which makes it not only pleasant to 
read but also valuable as a reference source. 

This book should be in the library of any long-term care 
facility and should be read by its personnel. Nursing homes, 
convalescent homes, and psychiatric hospitals could all ben- 
efit enormously from this book. 


NORMAN D. WzsT, M.D. 
Omaha, Neb. 


Creative Art Therapy, by Arthur Robbins, Ed.D., A.T.R., 
and Linda Beth Sibley, M.P.S., A.T.R. New York, N.Y., 
BrunneríMazel, 1976, 261 pp., $15.00. 


Art therapists encourage patients to make art objects and 
to talk about them. This book attempts to establish a ratio- 
nale for their work as well as to speak to the problems beset- 
ting a new profession. 

The book opens to full-color photographs of clay moldings 
coupled with interpretive captions. This section is followed 
by a chapter attributing the origins of art therapy to dynamic 
psychology. The authors attempt to find a rationale for art 
therapy in a wide variety of psychiatric writings. However, 
their dissatisfaction with the vocabulary of that literature is 
revealed in a sentence in which students are urged to restate 
the ‘‘verbiage’’ of psychiatry in the language of feelings and 
creativity. Moreover, although they aver that making art ob- 
jects is therapeutic, they make no mention of the sufferings 
of working artists. 

The authors believe that art therapy can be explained from 
several points of view. For example, they combine Perls's 
Gestalt therapy, bioenergetics, and existential analysis: 
“The impact of holding a hand or offering a creative gift to an 
emotionally impoverished patient may connote symbolic un- 
derstanding on the deepest levels of communication."' Al- 
though they cite many well-known psychologists, they gloss 
over the relevance of particular writings as well as the con- 
nection of creativity to therapy. The authors also omit men- 
tion of the names of the pioneer art therapists, where they 
labored, and to what effect. 

The next chapter deals with the difficulties of becoming an 
art therapist. The authors sympathetically describe the trou- 
bled young artist who seeks greater self-assurance and a 
place in the mental health institution. They reject any partic- 
ular theory of psychology as especially useful and advise the 
learner to be patient, warm, and pragmatic. 
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The closing chapters of the book contain contributions 
from several art therapists, who tell about the use of their 
skills with various patient populations. A careful case study 
of a girl named Deanna is presented. She says, “I can't say 
that art therapy changed my life, but through a combination 
of events, my life is different now and I know that everything 
I learn about myself and about life and my relationships with 
others helps to open doors for change." 

Talking about art objects to patients raises the same con- 
siderations as interpreting dreams; it is obvious that the practi- 
tioner should have a clear idea of what he or she is about and 
how this activity relates to therapy. The way a patient orga- 
nizes his or her experiences and presents them to a therapist 
may appear to be chaotic, artistic, or rational. Therapy re- 
quires that the therapist establish with and for patients a 
broader understanding of themselves and of their impact on 
others. If this understanding enables the patient to ‘‘open 
doors for change” and if the change leads to greater satisfac- 
tions, the therapy has been successful. 

In contrast to a therapist, an art teacher often works to en- 
courage spontaneity and creativity in students. Art thera- 
pists, with a foot in each domain, are sometimes confused 
about which to foster. They are also confused about whether 
to regard patient-created art objects as manifestations of pa- 
thology or of growth potential. Similarly, it seems to me that 
the authors do not sufficiently clarify the elements of art, 
therapy, and pathology. They do not clearly communicate 
the responsibility of the art therapist who labels a drawing 
sane or insane, competent or incompetent; nor do they deal 
with the issue of how the entire enterprise may be dis- 
counted in a larger frame of reference. That is to say, an art 
production praised in the art therapy room may be valueless 
in the marketplace or discounted by a spouse. Of course, any 
therapeutic is similarly challenged by the ‘‘real world.” As 
for explaining the art objects themselves, the authors might 
well have paid more attention to Ben Shahn's The Shape of 
Content (1) or Hermann Rorschach's Psychodiagnostics (2). 

It is difficult to know whether this book would be valued 
by an art therapist trainee. It is attractively printed, contains 
good bibliographies, and has some useful on-the-job sugges- 
tions. Although the writing appears awkward and vague to 
me, the sympathy expressed for its audience may make it 
worth the price. 


REFERENCES 
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RoBERT L. VosBURG, M.D. 
Hanover, N.H. 


Infant Psychiatry: A New Synthesis. Monographs of the Jour- 
nal of the American Academy of Child Psychiatry 2, edited by 
Eveoleen N. Rexford, Louis W. Sander, and Theodore Sha- 
piro. New Haven, Conn., Yale University Press, 1976, 334 
pp., $20.00. 


This compendium of articles on infant and early childhood 
development is a worthwhile contribution to the psychiatric 
literature. The juxtaposition of so many points of view chal- 
lenges the reader and generates a conflict whose resolution 
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can lead only to a better understanding of the importance 
and meaning of the early years of life. This book should be 
read by everyone searching for the truths of early human be- 
havior. The majority of these articles will be known to read- 
ers of the Journal of the American Academy of Child Psychi- 
atry. However, when read within the planned structure and 
order of the editors, who intended the book to provide ''an 
overall perspective; a context for the consideration of early 
human development; the developmental course and some of 
its variations; and clinical considerations," nearly all of the 
articles take on new dimensions. They provide a panoramic 
view of the many facets of early development while pre- 
serving the special point of view of each of the authors with- 
in the context of his or her article. 

The nature versus nurture controversy makes its appear- 
ance in almost every commentary. The persistence of this 
controversy in the behavioral sciences related to early child- 
hood development raises the question of our own ap- 
proaches to this issue. One of the outstanding characteristics 
of the earliest stage of life is its undifferentiated quality. This 
would make both nature and nurture important. However, 
some of the articles in this monograph attempt to demon- 
strate the hierarchical dominance of one over the other. It is 
to the credit of the editors that they expound in their in- 
troduction the broadest possible viewpoint. Their central as- 
sumption is contained in the statement, ‘“The infant and the 
caretaking milieu are the constituents of an open, inter- 
active, regulative system, each component member partici- 
pating in exchanges which mutually influence and regulate 
the behavior of the other.” They fulfill their own stated point 
of view by providing an open, interactive choice of articles 
that seem to mutually influence and regulate the reactions of 
the reader. 

It is, of course, difficult to single out particular articles for 
special comment for fear of neglecting other equally impor- 
tant statements. However, it is impossible to be exposed to 
such a full range of ideas as appear in this collection without 
reacting to the exposure. An excellent article on ‘“The Con- 
tribution of Developmental Neurology to Child Psychiatry” 
by Richard Paine offers a considerable amount of informa- 
tion on early neurological development but fails to bridge the 
gaps among function, behavior, and personality devel- 
opment. In the very next article, **Individual Differences and 
the Problem of State” by Sibylle Escalona, the issues left un- 
touched by Paine are dealt with in a thought-provoking man- 
ner. These counterpoints add to the value of each of the arti- 
cles and make the book more than worthy of a careful read- 
ing. 

Another problem highlighted by this collection is the diffi- 
culty of research with the very young. One can readily see 
the omissions and prejudices of one author against the other 
in the choice of emphasis and of important factors. It serves 
our purpose well to be reminded of different points of view 
by this method of grouping and organizing papers that are or- 
dinarily read apart from each other. 

The editors demonstrate their own preferences by direct- 
ing attention to the interactional process between infant and 
caretaker. It is a worthwhile emphasis reinforced by an ex- 
cellent article by Marion Blank titled ‘“The Mother's Role in 
Infant Development: A Review.’’ There are also a number of 
other fine review statements, making this book an excellent 
reader for training programs in child psychiatry. 

Many of the issues plaguing the behavioral sciences 
emerge in the content of these articles; as many or more 
questions are posed as are answered. In her article on ‘‘Con- 
cepts Related to Child Development” Irene Josselyn tries to 
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deal with the interesting problem of whether infant behavior 
is a prototype of adult behavior. Terminology emerges as an- 
other issue: Irene Josselyn uses the concept of weaning, and 
Margaret Mahler talks of individuation and separation. John 
Bowlby's concepts of attachment are missing from this col- 
lection because his writings have been published elsewhere; 
this leaves a gap in the overall presentation. 

Peter Wolff's review of ‘‘Piaget’s Sensorimotor Theory of 
Intelligence'' raises a multitude of questions. Louis Sander's 
article on '" Temporal Organization and Primary Prevention”’ 
correctly focuses our attention on the importance of tempo- 
ral values in human development but then questionably nar- 
rows our focus to infant-caretaker interaction, which is only 
one facet of developmental progression. 

E. James Anthony’s article on *How Children Cope with 
a Psychotic Parent” raises the problem of our use of the con- 
cept of vulnerability. Criteria for this concept are poorly es- 
tablished and variable. This weakness is repeated in H. Cap- 
lan's article on '*Follow-Up Study of Children Born Pre- 
maturely.’’ There is reference to ‘‘growth-stimulating’’ and 
"growth-inhibiting" homes without validation of the dis- 
tinction. Clinical experience suggests that growth-stimulat- 
ing under one set of circumstances might be growth-inhib- 
iting under another. These and many other issues surface on 
almost every page and serve to make this reader a stimulat- 
ing and provocative monograph. 


SOL NICHTERN, M.D. 
New York, N.Y. 


The Marriage Savers, by Joanne and Lew Koch. New York, 
N.Y., Coward, McCann & Geoghegan, 1976, 277 pp., $8.95. 


The Marriage Savers is a book by laymen for laymen. 
Joanne and Lew Koch, the authors, conceive of themselves 
as the Ralph Naders of marital therapy, informing a naive 
public of the shortcomings of various questionable therapeu- 
tic modalities in the field of marriage counseling. To their 
credit, they emphasize the consumer role of the public and 
the right of the public to know what they are getting. 

The book is based on two years of ''research," during 
which time ‘‘more than 100 therapists and 200 individuals 
and couples were interviewed.” No further details about the 
methodology are given. The book is anecdotal rather than 
systematic; the amount of time spent discussing a particular 
therapeutic modality depends more on the inclination of the 
authors than on the importance of the mode of treatment. 
Topics touched on include psychodrama, transactional anal- 
ysis, sex therapy, family therapy, social service agencies, 
and counseling by the clergy. The book is at its best when 
discussing sex therapy and the controversies surrounding it. 

It is surprising in a book that intends to be truly critical 
that the criticisms of many modalities are short and superfi- 
cial. The authors often take the therapist interviewed at his or 
her word and seem to accept naively his or her version of a 
therapeutic triumph. Thus they report that one statement in 
a family therapy session turned a potential delinquent into an 
honest adolescent. When the authors personally like a given 
therapist they suspend judgment and accept what they are 
told at face value, becoming as gullible as the public they are 
attempting to protect. The Kochs often fail to make the dis- 
tinction between a disreputable therapist (one who exploits 
his clients financially or sexually) and a questionable thera- 
peutic modality. 

The organization of the book is haphazard; subtitles ap- 
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pear almost at random as the authors decide to include a vi- 
gnette here, a verbatim interview there. The style is chatty— 
more like a long article in a women's magazine than a piece 
of solid, well-documented research. 

In spite of the book's shortcomings, its message is impor- 
tant, namely, that questionable therapeutic modalities and 
disreputable, exploitative therapists exist in the field of mar- 
riage therapy and the public had best beware. The public is 
advised to look into the training, credentials, and profession- 
al affiliations of therapists before embarking on a course of 
treatment. They are encouraged, rightly, to believe their 
own perceptions and avoid the hapless stance of an ignorant 
child. However, the Kochs are curiously uncritical about 
the ignorance that exists regarding what constitutes ade- 
quate training in the field of marriage therapy. They often 
cite years of experience working in the field as a measure of 
competence, ignoring the fact that one can spend decades 
performing useless or questionable services and never know 
it. 

The Marriage Savers, although flawed, is a type of book 
that deserves to be encouraged. À book by laymen for lay- 
men looking critically at a profession is necessary and wel- 
come. Unfortunately, this book is not critical enough. The 
psychotherapeutic world tends to be insular, un-self-critical, 
and accountable to no one. Books by consumers can consti- 
tute an important corrective. This particular example of the 
genre lacks the rigor, organization, thoughtfulness, and me- 
ticulous documentation necessary to be genuinely useful to 
the public and professionals alike. 


DonoTHY OTNOW LEwis, M.D. 
New Haven, Conn. 


Developmental Disorders: Assessment, Treatment, Education, 
edited by Robert B. Johnston, M.D., and Phyllis R. Magrab, 
Ph.D. Baltimore, Md., University Park Press, 1976, 515 pp., 
$14.50. 


This volume addresses itself to the great variety of profes- 
sions that are involved in the diagnosis, treatment, and man- 
agement of the developmentally impaired: genetics, medi- 
cine, psychology, social work, education, nursing, physical 
and occupational therapy, and those which are only occa- 
sionally involved, such as audiology and dentistry. It at- 
tempts to convey an understanding of the basic knowledge, 
concepts, and role of each discipline, thus enabling the other 
professions to make better use of the contributions each dis- 
cipline has to offer. 

The leitmotiv of Developmental Disorders is teamwork, 
and rightly so. Many of the 20 authors of the various chap- 
ters appear to be primarily involved in the problems of the 
developmentally impaired. I conclude this from their official 
positions: 7 of the authors, including Dr. Johnston, are asso- 
ciated with the John F. Kennedy Institute in Baltimore; the 
others are distributed throughout the United States, from 
New York and Washington to Los Angeles and from Boston 
to Virginia and North Carolina. This should assure a variety 
of opinions and viewpoints. 

The strength of this volume is its clear and simple language 
conveying the basic facts to the team members of the differ- 
ent professional disciplines. The chapters, which are of ne- 
cessity comparatively brief and concise, can cover only the 
highlights of the knowledge needed, whether they discuss 
the scope of developmental disorders; normal and deviant 
development in the motor, psychosocial, language, and cog- 
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nitive spheres; or the roles of each discipline in diagnosis and 
therapy. A very valuable inclusion is a chapter on ‘‘Inter- 
disciplinary Case Discussions” in the form of staff confer- 
ences of specific problems in diagnosis and management. 
This chapter clarifies the special role of the disciplines in- 
volved in a particular problem, such as cerebral palsy, phen- 
ylketonuria, congenital rubella, Down's syndrome, or so- 
called minimal brain dysfunction. Each chapter's appendix 
gives a satisfactory list of references and suggested readings 
for those who wish to study a particular problem in greater 
depth. 

The clear and uncomplicated language of the authors and 
the fact that they use a minimum of necessary technical 
terms are factors in this book's reaching the goal it states a 
team leader should have: ‘‘He responds with feedback to the 
member who talks too long in highly technical terms” (p. 
10). Particular mention should be made of the schematic illus- 
trations by Terry Gadd, which assist one in understanding 
some of the more complicated features of development that 
one usually learns about only in clinical demonstration. The 
interesting and impressive diagram of an intra-individual 
communications network in John H. Meyer's chapter ''Cog- 
nitive Functions” and the clear and concise chapter on genet- 
ics by Thaddeus E. Kelly should also be mentioned. 

In summary, this book is highly recommended to those 
who work in a team diagnosing and managing the problems of 
the developmentally damaged, whether they function in a 
community, institution, or educational (university) setting. 


BENEDICT NAGLER, M.D. 
Lynchburg, Va. 


Clinical Psychiatry, by James H. Willis, M.B., D.P.M. Ox- 
ford, England, Blackwell Scientific Publications (Phila- 
delphia, Pa., J.B. Lippincott Co., distributor), 1976, 462 pp., 
$32.00. 


In his preface the author states, ‘‘] have attempted to write 
a book that gives a reasonably wide coverage of clinical psy- 
chiatry in a concise and at times provocative form.’’ Dr. Wil- 
lis indicates that this book has grown out of his experience in 
teaching medical students, nurses, social workers, and grad- 
uate physicians. A single-author textbook of less than 500 
pages adequate for such groups would be warmly received 
by many teachers. Although much of this book is of high 
quality, I believe it falls short of the mark. 

Following the introduction there are several relatively 
brief chapters on the history of psychiatry, the concept of 
psychiatric illness, the language of psychiatry, taking a psy- 
chiatric history and examination, and causes of psychiatric 


disorders. These chapters are written in an informal and . 


quite readable style that conveys a strong impression of a 
well-organized and entertaining lecture. There is no pretense 
at comprehensive coverage of these subject areas; the long- 
est of these chapters is only 34 pages. 

Dr. Willis' dissatisfaction or disenchantment with psycho- 
analytic-psychodynamic constructs comes through clearly in 
this work, but at the same time he stresses his conviction 
that the understanding and management of the doctor- 
patient relationship is perhaps the most critical dimension of 
therapy in all of clinical medicine. I feel that he sometimes 
fails to differentiate statements of opinion from statements of 
fact. For example, he says, ‘“The literature on the Rorschach 
is enormous, the methods of scoring responses is by any 
standards obscure and the results are on the whole hardly to 


be taken seriously” (p. 74). Another example is his state- 
ment that "the weakness of Freudian theory was that it was 
based on highly selected cases. Thus a combination of biased 
sampling and biased observation led to deductions that ne- 
gate the validity of the theoretical system” (p. 78). 

The chapters on various clinical syndromes follow a con- 
ventional format, beginning with organic cerebral syn- 
dromes. The chapter on affective disorders deals at length 
with the issue of endogenous versus reactive, bipolar versus 
unipolar, and psychotic versus neurotic dichotomies. There 
is no reference to the recent delineation of primary versus 
secondary depressions, and somewhat surprisingly the litera- 
ture references contain only two papers from the literature 
past 1970. 

The chapter on neuroses, although it contains adequate de- 
scriptions of the usually recognized neurotic disorders, is in 
my opinion essentially a position statement by the author. Al- 
though he extols the benefits of behavior modification thera- 
py, particularly in the treatment of phobic disorders, he con- 
sistently disparages the value of intensive psychotherapy. I 
was particularly troubled by the following sentence: 


On the one hand the medical profession makes public 
statements that hysteria is an illness, yet privately many 
honest doctors would concede that their internal state- 
ment of hysterical disorders includes a series of illnesses 
in which conscious simulation is more forceful than 
functional loss caused by internal conflict. (p. 214) 


The chapter on schizophrenia is on the whole well bal- 
anced. It considers in some depth the differences in diagnos- 
tic criteria used in the United Kingdom and in the United 
States and contains brief but well-written summaries of the 
work of Lidz, Wynne and Singer, Bateson, and Laing. Refer- 
ences pertaining to biochemical studies are limited in num- 
ber and contain no mention of the recent work on the role of 
dopamine. In fact, all of the literature references on the bio- 
chemistry of schizophrenia date from 1969 or earlier. 

The 6-page chapter on psychosexual disorders contains 
the following sentence: ‘“The treatment of impotence is not a 
matter for any psychiatrist—rather it is a problem that 
should be dealt with by either a psychiatrist with special ex- 
perience in sexual disorders, or probably better still a psy- 
chologist with such special experience" (p. 370). 

In a chapter titled ‘‘Management of Psychiatric Dis- 
orders” Willis gives a concise and useful summary of the in- 
dications, side effects, and toxicity of the most commonly 
used psychotropic drugs. There is an important error or 
misprint regarding the side chains of the phenothiazine nucle- 
us on page 376. The tabular listing of commonly used drugs, 
not surprisingly, gives mainly United Kingdom rather than 
United States trade names. 

In a chapter titled Rare Syndromes—Classifiable and Un- 
classifiable" the author devotes several pages to the consid- 
eration of morbid jealousy. A final chapter titled ''Psychia- 
try and the Law” is of limited use to the United States reader 
because it deals largely with the British Mental Health Act of 
1959, 

References are listed according to topic areas that, unfor- 
tunately, do not conform in any systematic way to the chap- 
ters of the book. 


In his introduction the author states his belief ‘‘that if a. 


topic cannot be explained simply it probably isn't worth ex- 
plaining anyway." Later, he says, "However, it is never 
wise to dismiss a topic merely because the language describ- 
ing it is hard to follow"' (p. 86). Everyone who has ever strug- 
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gled with preparing an introductory lecture for first-year 
medical students will be keenly sensitive to this dilemma. 


WILLIAM A. CANTRELL, M.D. 
Houston, Tex. 


Emotional Flooding. New Directions in Psychotherapy, Vol. I, 
edited by Paul Olsen, Ph.D. New York, N.Y., Human Sci- 
ences Press (Behavioral Publications), 1976, 257 pp., $14.95. 


This book is a collection of papers in which various mental 
health -professionals present their work in short composi- 
tions—some analytic, some interpretive, some speculative. 
The title of the book includes a term that heralds the views of 
most of the contributors, i.e., ‘‘flooding.’’ Flooding is a con- 
cept derived from learning theory and refers to the process 
of forcing a patient to remain in a frightening situation for a 
specified length of time. For some the process may be benefi- 
cial in that the patient eventually learns to master the feared 
setting. For others it may be impossible, undesirable, or 
both. The therapist must have enough control over his or her 
patient to enable the patient to endure the anxiety and to pre- 
vent the patient from fleeing the frightening setting. 

Most of the essayists describe one or more therapeutic 
processes on which they rely, notably, ventilation, catharsis, 
and abreaction. In one paper, for example, Vamik Volkan de- 
scribes re-grief therapy for patients suffering from pathologi- 
cal mourning. This treatment involves the timely exposure of 
such patients to linkage objects—things that emotionally tie 
the mourner to the deceased, such as photographs, articles 
of clothing, sound recording, and other mementos. Even- 
tually the patient understands the symbolic value of the link- 
age object, gives it up, and abreacts the original loss of the 
loved one, for whom he or she had never been able to grieve. 

In another paper Thomas Stampfl describes implosive ther- 
apy, a form of behavior therapy in which the therapist en- 
courages his or her patients to imagine the thing that makes 
them most anxious or angry. À woman with a fear of bugs, 
for example, is encouraged to imagine bugs ''forming a 
swarming horde within her'' and is further instructed to imag- 
ine that the condition is permanent. Stampfl argues that 
symptoms are eventually extinguished through such flooding 
techniques. 

Other therapists represented in this book rely heavily on 
Gestalt theory and teach their patients to experience them- 
selves in new ways. A dream is analyzed by having the 
dreamer take the part of each of the characters in the dream 
and conduct conversations between them; pillows are pound- 
ed to release aggression; bodies are stroked to help the 
patient experience affection. Primal therapy, the creation of 
psychologist Arthur Janov, is described by one of his follow- 
ers. Although the techniques are not clearly presented, the 
author of this paper implies that the therapist forces the 
patient to regress to earlier modes of behavior and to reexpe- 
rience and abreact early childhood experiences and feelings. 
Other papers cover hypnosis and hypnoanalysis, the use of art 
to stimulate affect in women, and a particular application of 
psychodrama. 

The very existence of this book emphasizes the prolifera- 
tion of new systems of psychotherapy in recent years. Some- 
thing within our culture allows these therapies to flourish 
among purveyors and consumers. The editor of the book at- 
tempts to explain the phenomenon in an interesting and well- 
written introductory essay. He compares the new therapies 
to the shamanistic rites of primitive cultures, in which cures 
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were effected by tribal physicians who provoked intense 
emotional states in people afflicted with mental illness. 

Although he attempts to be evenhanded, Olsen appears to 
be enamored of Reich and supports the anti-intellectual cli- 
mate in which the new therapies developed. To state that 
"feeling is primary; intellectual understanding is the by- 
product” may do a disservice to the well-meaning men and 
women (some of whom are represented in this book) who are 
making serious attempts to understand the appeal of the new 
therapies. Organized psychiatry is not so full of ‘‘blatant prej- 
udice” as the editor would have the reader believe. 

Despite the fact that progress has been made in the behav- 
ioral sciences recently, psychotherapy is still very much an 
art that depends on therapeutic intent and the therapeutic al- 
liance between doctor and patient. One should not reject the 
role of reason and contemplation as a vital force in solving 
human problems. 


BENJAMIN J. SADOck, M.D. | 
New York, N.Y. 


Treatment of the Narcissistic Neuroses, by Hyman Spotnitz, 
M.D., Med.Sc.D., and Phyllis W. Meadow, Ph.D. New 
: York, N.Y., Manhattan Center for Advanced Psycho- 
analytic Studies, 1976, 246 pp., $15.00. 


In recent years the claim has been made that psychoanaly- 
sis is not a science because its hypotheses cannot be tested 
and thus refuted. Unfortunately, the critics address their ob- 
jections to the broad field itself and do not consider that 
there are various areas of psychoanalysis in which proposi- 
tions can be tested. In these areas predictions can be made 
and subsequently checked by means of follow-up studies. 

Despite the absence of a unified theoretical system, vari- 
ous facets of what is considered to be psychoanalysis are dif- 
ferent and must be approached with different research strate- 
gies. For example, one psychoanalytic theory of devel- 
opment is anchored increasingly in empirical observations as 
well as in clinical reconstructions. There is also a psycho- 
analytic theory of how the mind functions, a theory of psy- 
chopathology, and a theory of the therapeutic process. Each 
of these theories and their component parts derive from dif- 
ferent observations. 

Because psychoanalysis had its origins in the clinical set- 
ting and because it 1s mainly associated with a specific form 
of psychotherapy, psychoanalysis has been criticized as a 
retrospective interpretative discipline similar to history. Crit- 
ics state that it cannot be a predictive science. However, de- 
scription, systematization of observations, formulation of hy- 
potheses, and development of intervention strategies seem 
to indicate that canons of scientific method can be applied 
usefully to the discipline. Even in the clinical setting predic- 
tions can be made and subsequently tested through careful 
studies of the therapeutic process, dreams, symptoms, affect 
states, and outcomes. Abstract psychoanalytic concepts, 
however, are being examined more and more «critically; 
some analysts are now calling for a return to phenomenology 
as the major focus of psychoanalysis.‘ 

We are continuing to make advances in clinical theory. 
Most recently there has been an emphasis on the psychology 
of the self, narcissism, and borderline syndromes. Very few 
current papers in psychoanalysis fail to mention one or an- 
other aspect of these ideas or clinical delineations. Like all 
scientific advances, the first emphasis is on description of the 
syndromes and their manifestations in the clinical situation. 
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More theoretical dimensions, some relating to '*'normal"' psy- 
chology, are appearing. Various explanatory concepts are 
used to account for the clinical manifestations, the psycho- 
pathology, and the theory of the psychotherapeutic process. 

Treatment of the Narcissistic Neuroses is one of several 
books of its genre that have appeared recently. More will 
soon appear asking questions as yet unanswered and propos- 
ing modifications, elaborations, and extensions of clinical 
theory. 

Drs. Spotnitz and Meadow focus on the treatment of what 
they call the narcissistic neuroses, a diagnostic category at 
one time believed to be untreatable through psychoanalysis. 
We are finding that this assumption is not valid. Intensive 
and depth psychotherapy has been successful with some 
patients with such diseases of the self; a beginning has been 
made, and now we need the careful process of clinical exami- 
nation of results. This is the way of science. I suggest that 
the scientific method of testing for reality can be applied to 
clinical abstractions and that this is actually done, even 
though the testing process is more complex, subject to less 
elegant methodology, cannot frequently employ control stud- 
ies, and must be mindful of the many interacting variables 
present. 

Spotnitz and Meadow divide their book into two parts af- 
ter a brief introductory statement on the growth of modern 
clinical psychoanalytic theory. In the first section the major 
emphasis is on theoretical considerations of therapy. The ab- 
sence of a discussion of the aspects of narcissism during nor- 
mal development is striking and in marked contrast to the 
work of Kohut, although reference to his work appears in the 
bibliography. In the second part of the book the authors con- 
centrate on the technical issues involved in the treatment of 
narcissistic disorders. The writing is clear and direct and is 
interlaced with clinical vignettes as well as a more detailed 
report of the clinical course of treatment conducted by Dr. 
Meadows. The authors deal with such special topics as coun- 
tertransference, use of dreams, and group-analytic diffi- 
culties, albeit in a somewhat elementary fashion. Only a 
single reference to Kernberg's work appears in what is other- 
wise a comprehensive bibliography. The index is adequate. 

All in all, I would consider this volume an elementary pre- 
sentation or introduction to a new clinical area. We already 
know more than appears between the covers of this book; I 
am certain much more will be made available to clinicians, 
diagnosticians, and therapists in the near future. The testing 
process in clinical psychiatry is one of which we can be 
proud. 


GEORGE H. PorLLock, M.D., Pu.D. 
Chicago, Ill. 


The Healer's Art: À New Approach to the Doctor-Patient Rela- 
tionship, by Eric J. Cassell, M.D. Philadelphia, Pa., J.B. 
Lippincott Co., 1976, 233 pp., $8.95. 


The Healer’s Art is both a plea for and a guide to a more 
holistic approach to the treatment of those who come to us 
for medical care. Dr. Cassell has written a sensitive and well- 
organized book. He tells us to see ourselves from the 
patient’s point of view, he shows us how to distinguish be- 


‘tween illness and disease, he challenges us to consider our 


roles in the treatment of those who will recover, and he 

shares with us his experience in helping the dying patient. 
The essence of the author’s philosophy is that physicians 

should behave as physicians, not as technicians. Expressing 


an awareness that every first-year psychiatric resident must 
learn, he urges physicians to listen and try to understand 
their patients. Is this indeed new, as the subtitle suggests? 
Obviously it is not to me or to the author himself.-He refers 
to his message as ''restoring the art of healing to the medi- 
cine of today” (p. 21; my italics). Whether the message is 
new or old, the need for it is there. In this age of subspeciali- 
zation it is essential that medical care be conducted by sensi- 
tive physicians who treat patients, not diseases. One can 
hope that those who did not get this message in their treining 
wil take Dr. Cassell's words to heart when reading this 
thoughtful book. 


MERVIN ROSENBERG, M.D. 
Hartford, Conn. 


Aminergic Hypotheses of Behavior: Reality or Cliché? Nation- 
al Institute on Drug Abuse Research Monograph 3, edited by 
Bruce Kenneth Bernard, Ph.D. Rockville, Md., NIDA, 1975, 
148 pp., $6.75 (paper). 


In this book the editor presents 10 research articles to es- 
tablish an answer to the question posed in the title. The in- 
vestigations are highly technical and full of details that may 
not be of interest to the practicing psychiatrist. Even if he or 
she had the time to read them all, the researchers' list cf 435 
references would not be helpful to a psychiatrist. The exten- 
sive involvement of an army of researchers, the ed:tor's 
claim that additional areas of amine research were not cov- 
ered in this monograph, and his statement that there was a 
growing concern among the researchers for a generalization 
of their work point up the large gap between researchers and 
clinicians and the lack of applicability of the research material 
to the care of most patients. 

No one will deny that we are a long way from a compre- 
hensive understanding of the workings of the CNS. Brain 
monoamine functions are only part of the mechanisms that 
mediate human behavior. Of the IO studies in this mono- 
graph, 3 concern humans; 7 were conducted with mice, rats, 
and cats. For the busy clinician the editor thoughtfully in- 
cluded abstracts of the 10 articles. 

This monograph can be of value to those who may want a 
research approach to the brain amines and a challenge to 
their own understanding of how drugs interact with their 
own patients' metabolic processes. 


BERNARD S. STELL, M.D. 
Sun City, Ariz. 


Handbook of Behavior Modification and Behavior Therapy, 
edited by Harold Leitenberg. Englewood Cliffs, N.J., Fren- 
tice-Hall, 1976, 649 pp., no price listed. 


This volume is a new addition to the Century Psychalogy 
Series. Its familiar rust and black cover aroused positive ex- 
pectations because other books in this series have generally 
been of high quality. My expectations were justified. 

The book consists of 18 chapters covering the full range of 
psychiatric activities. These include a discussion of behevior 
modification in the general hospital by Agras, ethical issues 
by Krasner, behavioral instrumentation by Schwitzgebel, 
learned control of physiological functions by Shapiro and 
Surwit, and behavioral treatment of neuroses by Leitenberg. 


DUVA KBEAVIC YS 


The editor's goal is to ‘‘emphasize . . . empirical evaluation 
of therapy components and outcomes” (p. xiii). To that end 
he has chosen authors who are active and well-known re- 
searchers in the areas they review. The result is a series of 
sophisticated, scholarly discussions about the subject matter 
and the development of various psychiatric areas. Particular- 
ly impressive is the value of the behavior modification ap- 
proach, not only as a therapy but also as an analytic tool. 

Lovaas and Newsom express this idea well in their excel- 
lent chapter on behavior modification with psychotic chil- 
dren: 


The primary contribution, from which everything else 
derives, is the methodology used by behavior thera- 
pists. . . . The key components. . . are a) measurement 
.. . and b) experimentation, the manipulation of treat- 
ment variables to assess their causal status and to deter- 
mine the replicability of their effects. The use of such a 
methodology . . . forces us to center our inquiry on pro- 
posals that are capable of being disproved relatively 
quickly. (p. 353) 


This approach clarifies the nature of the problems presented, 
a necessary step for rational therapy to proceed. 

The authors direct their attention to both therapeutic suc- 
cesses and failures. When behavior modification has not suc- 
ceeded in certain areas, they say so. Follow-up to monitor 
the persistence of improvement is a laudable part of many of 
the studies included. The attitude that behavior therapy has 
some—but not all—of the clinical answers is well conveyed, 
as is the feeling that it is looking hard for the other answers. 

The book's heavy reliance on empirical studies makes 
some sections dry reading. However, there is a quiet power 
throughout, what Sinclair Lewis called ‘‘the beautiful dull- 
ness of long labors” (1). One appreciates efforts to develop 
scientifically grounded behavioral treatments. 

The book should be an ideal backbone for a residents’ 
course in behavior modification or a useful update and re- 
view for the practicing psychiatrist. Its attractive, readable 
format and the fact that books in this series are usually rea- 
sonably priced further recommend it. 


REFERENCE 


]. Lewis S: Arrowsmith. New York, New American Library, 
1961, p 39 


THEODORE WEIss, M.D. 
Philadelphia, Pa. 


Multimodal Behavior Therapy, by Arnold A. Lazarus. New 
York, N.Y., Springer Publishing Co., 1976, 231 pp., $12.95. 


Ten years ago evaluating and treating patients accord- 
ing to a behavioral approach was much simpler. Treatment 
revolved primarily around monosymptomatic neurotic dis- 
orders (treated with systematic desensitization) and sexual 
deviations (treated with aversion therapy). In recent years 
behavior therapy has evolved at an exponential rate; treat- 
ment now encompasses assertive skills training, flooding 
techniques, token systems, behavioral contracting, cognitive 
therapies, behavior therapy in groups, biofeedback, and a 
greater emphasis on behavioral assessment. 

Arnold Lazarus, a respected name in the field of behavior 
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therapy, has written an articulate description of his own as- 
sessment methods, subsumed under the name Multimodal 
Behavior Therapy. While examining the effectiveness of be- 
havior therapy and ''broad spectrum” behavior therapy, 
Lazarus observed that the relapse rate was 4096 by the end of 
the first year. He concluded that a more comprehensive be- 
havioral evaluation and treatment would reduce this high re- 
lapse rate. He therefore reevaluated his own treatment ap- 
proaches and developed multimodal therapy, a treatment for 
what he calls the BASIC ID. BASIC ID is actually a mne- 
monic. Each letter stands for what the author believes is a 
critical modality of the patient's life that needs to be evaluat- 
ed. B stands for behavior; A for affect; S, sensation; I, image- 
ry; C, cognition; I, interpersonal process; and D, drugs. 

Lazarus contends that if a patient's behavior, affect, sensa- 
tion, imagery, cognition, interpersonal process, and drug mo- 
dalities are evaluated, a far more comprehensive behavioral 
analysis will have been completed than behavior therapists 
traditionally do. He indicates that the reason traditional be- 
havior therapy techniques have failed in the past is that not 
enough components of the patient's life were evaluated and 
treated, i.e., "durable results are in direct proportion to the 
number of specific modalities deliberately involved by any 
therapeutic system.” Lazarus further states that not only 
must each of these modalities be evaluated but the evalua- 
tion must be continuous throughout treatment because the 
treatment of one modality (behavior, for example) often has 
ramifications on another modality (e.g., sensation), causing 
the second modality to need further treatment. 

Based on the aforementioned premises, the author ex- 
plains the BASIC ID, which is especially well clarified in 
chapters 2 and 4. To highlight this method, Lazarus includes 
many case vignettes that are used as examples of how to ap- 
ply the BASIC ID approach. Various authors also contribute 
specific chapters that elaborate on the BASIC ID approach 
to the evaluation and treatment of children, individuals with 
mental retardation, and those with various specific clinical 
problems. 

Of special note is Dr. Frank Richardson's chapter on anx- 
iety management. Richardson describes and synthesizes the 
approaches used by various therapists to train patients in 
anxiety control. Cognitive therapies, sensitizing patients to 
their sensory and physiological manifestations of anxiety, 
and training patients in methods of controlling the elicited 
anxiety symptoms are all explained. 

The book's assets include the fact that it is written in an 
intelligent, articulate style that makes it easy to read. It pulls 
together for the first time Lazarus' various statements re- 
garding the BASIC ID assessment-treatment approach. The 
numerous vignettes help clarify this approach; one is cer- 
tainly left with the understanding that behavior therapy is a 
far more flexible approach than previously suspected and 
that the breadth of behavior therapies currently available ex- 
tends in almost every direction. Lazarus should be especially 
commended for his attempts to provide some guidelines for 
the use of imagery in behavioral approaches and his descrip- 
tion of how imagery methods can be used to assess and treat 
various clinical problems. 

Because the book represents a synthesis of behavioral 
methods, it is best read by individuals with some basic under- 
standing of behavior therapy. The major limitation of the 
BASIC ID approach is that it has not yet been validated. Al- 
though the seven modalities outlined touch on many of the 
problem areas of the average clinical patient, it remains an 
empirical question as to whether still other modalities exist 
that also need treatment. This point is explained quite well 
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by Dr. Robert Woolfolk in chapter 5. He states, ‘Intriguing 
as this finding may be, the usefulness of this system to one 
clinician hardly constitutes acceptable scientific evidence ei- 
ther for its effectiveness, or for the existence of the modali- 
ties as anything more than potentially important clinical ab- 
stractions.”’ 

Lazarus himself points out that the BASIC ID approach is 
based on his own clinical experience and that further empiri- 
cal studies are indicated to validate it. It is hoped taat Laz- 
arus and others will investigate the BASIC ID strategy fur- 
ther so that greater scientific validity can be brought to bear 
on the clinical assumptions on which it is based. 


GENE G. ABEL, M.D. 
Memphis, Tenn. 


Great Experiments in Behavior Modification, abstracted by 
Jerry Willis and Donna Giles under the general editorship of 
B.R. Bugelski. Indianapolis, Inc., Hackett Publishing Co., 
1976, 282 pp., no price listed (paper). 


One might have expected from the title of this book that 
the authors had tackled the difficult task of sifting oct the de- 
finitive classical work from the ever-expanding fie.d of be- 
havior modification research. The results of such an effort at 
best might be that many readers would suggest additional 
studies and a different selection; at worst some might feel 
that their own work should have been included. The authors' 
purpose was not to confer prizes but to collect a series of 
clinical experiments useful for assigned reading for students 
at various levels taking courses in behavior modification. 

Moreover, it is not just another collection of reprinted arti- 
cles. The authors have taken the time to abstract some 116 
papers from 2,000 articles considered. They have arranged 
them in nine categories, including pioneer studies, c. assroom 
work, behavior therapy and counseling, applications in insti- 
tutions and communities, and training behavior therapists 
with various backgrounds. They point out that in most insti- 
tutions assigning articles to read results in their mysterious 
abduction from the library. Their book not only guarantees 
that the studies will be to hand but also greatly shortens read- 
ing time. 

The selection criterion was that the studies should be ex- 
perimental; an attempt was made to cover the overlapping 
fields of behavior therapy, behavior modification. and ap- 
plied behavior analysis across various behavior problems 
and in a variety of settings. From time to time, however, the 
authors include case studies in an attempt to widen cov- 
erage. Each abstract deals with the aims, methods, and find- 
ings of the study, usually reproduces a table or graph from 
the original publication, and contains editorial comment. At 
times the experimenters' conclusions are presented in modi- 
fied form. Data can sometimes be interpreted differently af- 
ter some time has gone by and when looked at by different 
eyes. The standard of abstracting is uniformly high, and each 
abstract can be read in about a minute because they average 
1 page each in length. 

Does the selection fairly represent the field? On the whole 
the answer would have to be yes, although many clinicians 
will be disappointed that so much space is devoted to school- 
room and community applications and relatively little to 
some of the more serious disorders. Nonetheless, although 
some areas are completely missing (e.g., the interesting 
work on response prevention with compulsive disorders) 
and although there is more on snake fears than on phobias, 


the selection reflects the overall state of the literature. Most 
of the early research was in classrooms and mental hospitals 
and concentrated in large part on the management problems 
to be found in those settings. Moreover, as in any other field 
of therapeutic research, there are relatively few well-de- 
signed outcome studies to be found, although this deficiency 
is slowly being remedied. 

This is obviously not a book to be read from cover to cov- 
er. It is designed for use in a course on behavior modification 
or behavior therapy and for that purpose will be useful. 
Moreover, the authors have indexed the studies in several 
different ways to allow for easier use in different seminar or 
lecture formats. At the level of residency training I believe 
that this selection may be more useful in-child psychiatry 
than in adult psychiatry. The book may also be useful as a 
supplemental text in courses on behavior therapy or behav- 
ioral science taught to medical students. Finally, some will 
find it handy to keep on the bookshelf as a quick reference to 
a selected portion of the literature. 


W. STEWART AGRAS, M.D. 
Stanford, Calif. 


Animal Models in Human Psychobiology, edited by George 
Serban and Arthur Kling. New York, N.Y., Plenum Press, 
1976, 289 pp., $22.50. 


This book is based on a symposium held in New York City 
in 1974 under the sponsorship of the Kittay Foundation. 
Those of us in the animal modeling field are grateful to the 
foundation for the choice of topic, Relevance of the Animal 
Psychopathological Model to the Human. This is a research 
area with an inglorious history but one in which there have 
been many advances recently. The need for animal models 
for psychiatric disorders is being increasingly recognized as 
both ethical and practical restraints limit our freedom in psy- 
chiatric research involving humans. 

Animal models, although not the ‘“‘real thing," never- 
theless offer valuable systems in which many of the studies 
we would like to do in humans can be done. This especially 
includes mechanism studies. Many early studies in the ani- 
mal modeling field suffered from the premature application 
of clinical labels based on apparent behavioral similarities be- 
tween species. Also, many of the techniques used to produce 
altered behaviors in animals were not familiar to psychiatric 
clinicians. The situation has improved remarkably in the last 
10 years to the point where there are some usable and test- 
able models. 

Therefore, one is enthusiastic at the prospect of critical pa- 
pers in the area of animal models being collected in one book 
titled Animal Models in Human Psychobiology. However, 
this enthusiasm is quickly attenuated. First, the word ‘‘psy- 
chopathology”’ in the title of the symposium was changed in 
the process of publishing the book to '*psychobiology,"' a 
subtle but, in my view, unfortunate shift. The two words are 
not synonymous, although throughout this book they are of- 
ten treated as such. As a matter of fact, at some points 
"brain research" is used interchangeably with these two 
words. Second, the content does a grave injustice to the 
field. With the exception of.a few contributors, the absence 
of most of the current leaders in the animal modeling field is 
apparent and puzzling. For example, the important contribu- 
tions to the field of animal modeling by Senay (1), Ellin- 
wood (2), Reite, Kaufman, and Rosenblum (32-5), Ho- 
fer (6, 7), Garver, Redmond and associates (8, 9), Selig- 
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man (10), Mitchell, Rose and Bernstein, Sackett and 
Bowden, to name a few, as well as others (11—14) are not in- 
cluded. These are among the workers on the cutting edge of 
an exciting animal modeling field. Of-course, this is not the 
fault of the publishers or of the book, which reports the pro- 
ceedings of a conference. 

The book itself is badly organized and has disconnected 
parts, with few themes to link things together. What is criti- 
cally missing is a chapter conceptualizing models. This 
should have been one of the first chapters in the book. Ani- 
mal models are still not understood by most people outside 
the field; nowhere in the book is this material organized. 

A few chapters are worthy of attention. Psychiatrists not 
knowledgeable in the animal model area would do well to 
read the chapter by Hinde on ''The Use of Differences and 
Similarities in Comparative Psychopathology." This is a 
thoughtful chapter, as is the one by Murphy, "Animal Mod- 
els for Human Psychopathology: Observations from the Van- 
tage Point of Clinical Psychopharmacology.”’ 

The chapter by Suomi, ‘‘Factors Affecting Responses to 
Social Separation in Rhesus Monkeys,”’ is a good review of 
separation studies in rhesus monkeys. In that chapter, one 
should especially note Suomi's response to the critique that 
one is modeling only childhood depression when one studies 
young monkeys and therefore the studies have nothing to do 
with adult depression. Similar responses to separation occur 
in older monkeys; also, the response of young monkeys to 
peer separation is reversed and prevented by the administra- 
tion of imipramine. Infant monkeys who have been sepa- 
rated from their mothers also show sleep disturbances (docu- 
mented in remote recordings) that are similar to those seen in 
adult depressive patients. Much more work needs to be done 
to better understand the neurobiological mechanisms under- 
lying separation reactions, but it is clear that it is a syndrome 
worthy of further investigation. The statement that separa- 
tion studies in young monkeys have nothing to do with adult 
depression is no longer justified. Suomi also makes the im- 
portant point that the fact that separation does not always 
produce depression does not invalidate it as a model. As a 
matter of fact, it strengthens it in relation to the human reali- 
ties. Depression as a final common pathway representing the 
confluence of multiple factors does not invariably occur after 
any single event, e.g., separation. However, this does not in- 
validate separation studies in animals and humans as repre- 
senting reasonable approaches to the study of depression. 

The discussion by Reiser is thoughtful and provocative, 
but the other discussions are generally noncontributory. For 
example, the report of the first workshop has a certain unreal 
quality; it is difficult to believe that a discussion at this level 
occurred. It is rambling, tangential, and beside the point. 
The chapter by Weiss, Glazer, and Pohorecky reviews pre- 
viously published material that is exciting and quite relevant 
for animal modeling. 

There are better and less time-consuming ways for psychi- 
atrists to learn about what is currently going on in the animal 
modeling field. 
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The Criminal Personality, Vol. I: A Profile for Change, by 
Samuel Yochelson, Ph.D., M.D., and Stanton E. Samenow, 
Ph.D. New York, N.Y., Jason Aronson, 1976, 530 pp., no 
price listed. 


The authors, ‘‘reluctant converts” after almost 15 years of 
intensive experience with offenders, discount the usefulness 
of the “‘victim’’ theories of criminal behavior. They relent- 
lessly debunk the romanticizing, rationalizing, and analyzing 
of motivation and causes and simply call a criminal a crimi- 
nal, even as in '*criminal child.” 

I look to the promised second volume of this series to ex- 
plain and demonstrate how viewing criminal activity as the 
chosen behavior of criminal personalities and studying their 
peculiar thinking enables agents of change to apply judg- 
mental reeducation and promote more responsible and so- 
cially acceptable acting and thinking. 

The authors' thesis is fascinating; clearly, nothing else has 
Worked. However, more than 500 pages is too much of a 
good thing, especially on poor quality paper. Given the au- 
thors' experience, I would have preferred a selected reading 
list to their 15 pages of bibliography. I also saw no need for 
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every comment to be documented by one of theinnumerable 
fragments of case history. 


DOROTHY A. STARR, M.D. 
Washington, D.C. 


Comprehensive Psychiatric. Care, edited by AA Baker, 
C.B.E., M.D. Oxford, England, Blackwell Scientific Publica- 
tions (Philadelphia, Pa., J.B. Lippincott Co., distributor), 
1976, 287 pp., $21.50. 


This book sets out to describe current concepts of a care 
and treatment program for psychiatric patients as seen 
through the eyes of the professional staff who are respon- 
sible for the program's development and implementation. 
The book reflects the multidisciplinary approach of the pro- 
gram: the responsible professionals contribute chapters to 
the book. Psychiatric nursing, occupational and recreational 
therapy, social work, administration, clinical psychology, 
general practice, and psychiatry are among the aealth profes- 
sions represented by the contributors. There are also special 
sections on the care of children and adolescents, the men- 
tally handicapped, and the elderly. 

The authors are English; they describe thei- approach to 
the health care delivery system within their country's Na- 
tional Health Service. The book is an interesting and infor- 
mative exposition of the meshing of many disciplines in a 
health care delivery system. The professionals seem to work 
very well together and accomplish most of the zoals that one 
would desire in the care of the psychiatrically il. Their goals 
seem to be representative of those we would have for our 
community mental health centers in the United States. 

In the English system psychiatrists function primarily as 
consultants, focusing on treatment planning for the individ- 
ual patient and coordinating overall program planning. They 
spend very little time with individual patients; much of the 
day-to-day patient care and management is delegated to oth- 
er professionals, especially nursing and social work person- 
nel. 

The authors describe close liaison between general practi- 
tioners and social workers in managing patients and their 
families in the community. In certain instances beds have 
been set aside in the psychiatric facility so thet social work- 
ers or general practitioners may admit patients for treatment 
and management on their own responsibility. 

Some variation of the health care delivery system de- 
scribed in this book will probably evolve in the United States 
over the next quarter century. This book is well written and 
well referenced; it would be of general interest to all profes- 
sionals dealing with the psychiatrically ill. 
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SINEQUAN 


DOXEPIN KCl 


100-mg., 50-mg., 25-mg. Capsules and 
ORAL CONCENTRATE 10 mg./ml., 120-ml. (4-oz.) bottles 


BRIEF SUMMARY 

SINEQUAN® (doxepin HCI) Capsules/Oral Concentrate 
Contraindications. Contraindicated in individuals who have shown hyper- 
sensitivity to the drug, and in patients with glaucoma or a tendency to urinary 
retention. Possibility of cross sensitivity with other dibenzoxepines should be 
kept in mind. 

Warnings. The once-a-day dosage regimen of SINEQUAN in patients with 
intercurrent illness or patients taking other medications should be carefully 
adjusted. This is especially important in patients receiving other medications 
with anticholinergic effects. 

Usage in Geriatrics: The use of SINEQUAN on a once-a-day dosage regl- 
men in geriatric patients should be adjusted carefully based on the patient's 
condition. 

Usage in Pregnancy: Reproduction studies performed in animals have 
shown no evidence of harm to the animal fetus. Since there is no experience in 
pregnant women receiving this drug, safety in pregnancy has not been estab- 
lished. There are no data with respect to the secretion of the drug in human 
milk and its effect on the nursing infant. 

Usage in Children: Usage in children under 12 years of age is not recom- 
mended because safe conditions for its use have not been established 

MAO Inhibtltors: Serious side effects and even death have been reported 

following the concomitant use of certain drugs with MAO inhibitors. Therefore, 
MAO inhibitors should be discontinued at least two weeks prior to the cautious 
initiation of therapy with this drug. The exact length of time may vary and is de- 
pendent upon the particular MAO inhibitor being used, the length of time it has 
been administered and the dosage involved. 
Precautions. Since drowsiness may occur with the use of this drug, patients 
shculd be warned of that possibility and cautioned against driving a car or 
operating dangerous machinery while taking this drug. Patients should also be 
cautioned that their response to alcohol may be potentiated. 

Since suicide is an inherent risk in any depressed patient, and may remain 
so until significant improvement has occurred, patients should be closely 
supervised during the early course of therapy 

Should increased symptoms of psychosis or shift to manic symptomatology 

occur, it may be necessary to reduce dosage or add a major tranquilizer to the 
dosage regimen. 
Adverse Reactions. NOTE: Some of the adverse reactions noted below have 
not been specifically reported with SINEQUAN use. However, due to the close 
pharmacological similarities among the tricyclics, the reactions should be 
considered when prescribing SINEQUAN. 

Anticholinergic Effects: Dry mouth, blurred vision, constipation, and urinary 
retention have been reported. If they do not subside with continued therapy, or 
become severe, it may be necessary to reduce the dosage. 

Central Nervous System Effects: Drowsiness is the most commonly noticed 
side effect. This tends to disappear as therapy is continued. Other infrequently 
reported CNS side effects are confusion, disorientation, hallucinations, numb- 
ness, paresthesias, ataxia, extrapyramidal symptoms and seizures. 

Cardiovascular: Cardiovascular effects including hypotension and 
tachycardia have been reported occasionally. 

Allergic: Skin rash, edema, photosensitization, and pruritus have occa- 
sionally occurred. 

Hematologic: Eosinophilia has been reported in a few patients. There have 
been occasional reports of bone marrow depression manifesting as 
agranulocytosis, leukopenia, thrombocytopenia, and purpura. 

Gastrointestinal: Nausea, vomiting, indigestion, taste disturbances, diar- 
rhea, anorexia, and aphthous stomatitis have been reported. (See anti- 
cholinergic effects.) 

Endocrine: Raised or lowered libido, testicular swelling, gynecomastia in 
males, enlargement of breasts and galactorrhea in the female, raising or lower- 
ing of blood sugar levels have been reported with tricyclic administration. 

Other: Dizziness, tinnitus, weight gain, sweating. chills, fatigue, weakness, 
flushing, jaundice, alopecia, and headache have been occasionally observed 
as adverse effects. 


Dosage and Administration. For most patients with illness of mild to 
moderate severity, a starting dose of 25 mg t.i.d. is recommended. Dosage may 
subsequently be increased or decreased at appropriate intervals and accord- 
ing to individual response. The usual optimum dose range is 75 mg/day to 
150 mg/day. 

In more severely ill patients an initial dose of 50 mg t.i.d. may be required 
with subsequent gradual increase to 300 mg/day if necessary. Additional 
therapeutic effect is rarely to be obtained by exceeding a dose of 300 mg/day. 

In patients with very mild symptomatology or emotional symptoms accom- 
panying organic disease, lower doses may suffice. Some of these patients 
have been controlled on doses as low as 25-50 mg/day. 

As an alternative regimen, the total daily dosage, up to 150 mg, may be given 
on a once-a-day schedule without loss of effectiveness. This dose may be 
given at bedtime. 

Anti-anxiety effect is apparent before the antidepressant effect. Optimal an- 
tidepressant effect may not be evident for two to three weeks 
Overdosage. A. Signs and Symptoms 

1. Mild: Drowsiness, stupor, blurred vision, excessive dryness of mouth 

2 Severe: Respiratory depression, hypotension, coma, convulsions, cardiac 
arrhythmias and tachycardias. 

Also: urinary retention (bladder atony), decreased gastrointestinal motility 
(paralytic ileus), hyperthermia (or hypothermia), hypertension, dilated pupils, 
hyperactive reflexes. 

B. Management and Treatment 

1. Mild: Observation and supportive therapy is all that is usually necessary. 

2 Severe: Medical management of severe SINEQUAN overdosage consists 

of aggressive supportive therapy. If the patient is conscious, gastric lavage, 
with appropriate precautions to prevent pulmonary aspiration, should be per- 
formed even though SINEQUAN is rapidly absorbed. The use of activated char- 
coal has been recommended, as has been continuous gastric lavage with 
saline for 24 hours or more. An adequate airway should be established in com- 
atose patients and assisted ventilation used if necessary EKG monitoring may 
be required for several days, since relapse after apparent recovery has been 
reported. Arrhythmias should be treated with the appropriate antiarrhythmic 
agent. It has been reported that many of the cardiovascular and CNS symp- 
toms of tricyclic antidepressant poisoning in adults may be reversed by the 
slow intravenous administration of 1 mg to 3 mg of physostigmine salicylate 
Because physostigmine is rapidly metabolized, the dosage should be re- 
peated as required. Convulsions may respond to standard anticonvulsant 
therapy; however, barbiturates may potentiate any respiratory depression. 
Dialysis and forced diuresis generally are not of value in the management of 
overdosage due to high tissue and protein binding of SINEQUAN. 
Supply. Available as capsules containing doxepin HCI equivalent to 10 mg, 
25 mg. 50 mg. and 100 mg doxepin in bottles of 100, 1000, and unit-dose 
packages of 100 (10 x 10's). SINEQUAN (doxepin HCI) 25 mg and 50 mg are 
also available in bottles of 5000. SINEQUAN Oral Concentrate is available in 
120 mi bottles with an accompanying dropper calibrated at 5 mg, 10 mg. 
15 mg, 20 mg, and 25 mg. Each ml contains doxepin HC! equivalent to 10 mg 
doxepin. Just prior to administration, SINEQUAN Oral Concentrate should be 
diluted with approximately 120 ml of water, whole or skimmed milk, or orange, 
grapefruit, tomato, prune or pineapple juice. SINEQUAN Oral Concentrate is 
not physically compatible with a number of carbonated beverages. For those 
patients requiring antidepressant therapy who are on methadone mainte- 
nance, SINEQUAN Oral Concentrate and methadone syrup can be mixed 
together with Gatorade*, lemonade, orange juice, sugar water, Tang®, or water; 
but not with grape juice. Preparation and storage of bulk diluticns is not recom- 
mended. 

More detailed professional information available on request. 


LABORATORIES DIVISION 


PFIZER INC. 


IVIXZINL IT1IAAIN 9U I LL /AIXO... 


have proven the dependability and effectiveness of REITER ELECTROSTIMULATORS 
in psychiatry! Research and constant improvements to meet the standards of improved 
techniques have kept Reiter instruments 


THE WORLD'S MOST ACCEPTED ELECTROSTIMULATORS 


= 
The Two Popular Models— PORTABLE FOR OFFICE AND CLINIC 


a The Reiter MODEL SOS—THE ONE INSTRUMENT 


FOR ALL ESTABLISHED TECHNIQUES, provides the 
fullest range of safest therapies. For painless, gentle 
stimulation of the conscious patient to relieve anxiety, 
depression, etc. Maximum safety, no additives—patient 
conscious and cooperating with therapy. 









The SOS has also been used universally for 
Convulsive Therapy, Non-Convulsive Therapies, 
Electro-Sleep Therapy, Focal Treatment, 
Mono-Polar Treatment, Barbiturate Coma (and 
other respiratory problems), Mild Sedac, Deep 
Sedac Therapy, Pre-Convulsive Sedac, Post- 
Convulsive Sedac, Neurological Conditions, and 
Measurement Procedures. 


Available with this redesigned model, on re- 
quest, the following special-purpose electrodes 
—a Multi-Polar "Collar" type for Sleep Ther- 
apy, a “Horseshoe” assembly for quicker, surer 
application with one hand at last moment 
before ECT treatment, and a “Unilateral” type 
assembly. 


Also built-in on request, an automatic switch 
for quicker build up to therapeutic ranges of 
Sedac. 


SPECIAL MODEL SOS available without unidirectional convulsive current. 


The Reiter Compact MOL-AC llI— The small- 
est, lightest, least expensive and most reliable, 
clinically proven A.C. shock therapy instrument. 
Less confusion than from similar A.C. equipment. 
Now available with redesigned, improved panel. 
This compact instrument is only 3 x 5 inches, 
weighs but 3 Ibs., yet provides full positive control 
of glisando effect over entire voltage range, as well 
as a positive manual control of time. There are NO 
complicated settings of dials, NO waiting for 
resetting of time devices, no warm-up delays. 





An officially approved, extremely durable instrument 
which has earned world-wide professional acceptance, the 
MOL-AC II is economically priced with a fine, genuine 
leather physician's bag included. 


Other Models Still Available: The CW47, original therapeutic cerebral stimulator with only 3 of the 9 
treatment current selections available on Model SOS. 


a UR EDD DEDE OOEDVDLLLELUGLÁGLBHCBKAOáaLUUSLZ PL. 
For more detailed information, and bibliography of over 200 references, write to: 


REUBEN REITER, Sc.D., INC. 187 Sylvan Ave., Leonia, N.J. 07605 — Tel. (201) 944-1211 
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For youran xious psychoneurotic patient. a 


The response you 


You've come to expect a certain kind of 
response with Valium (diazepam )—and 
that’s the kind you generally get. A pro- 
nounced response. À response that starts 
to benefit the anxious patient almost im- 
mediately. Within hours, your patient 
notices a definite easing of tension. And 
within days, he usually finds himself sig- 
nificantly improved—calmer and no 
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know, want and trust 
longer quite as immobilized by anxiety y 

and tension—ready to begin working 

more productively in therapy. Moreover, | TI | 

he’s rarely bothered by side effects more 


serious than drowsiness, fatigue or ataxia. E 

(He should, however, be cautioned against diaze am 
driving, operating dangerous machinery 

or the simultaneous ingestion of alcohol 

while on Valium [diazepam] therapy.) 2-Img, 3-me, IO-119 scored tablets 


IV 


Please turn page for summary of product information. 





Patient response 
ou can dep end on. 


Al ium diazepam 


2-mg, 5-mg, 10-mg scored tablets 


Initial calming 1n hours. 


Your anxious psychoneurotic patient 
will find the prompt action of Valium 
highly reassuring. It's immediate, 
tangible proof that his medica- 

tion is working. 


Before prescribing, please 
consult complete product 
information, a summary 
of which follows: 
Indications: Tension and 
anxiety states; somatic 
complaints which are con- 
comitants of emotional factors; psychoneurotic states man- 
ifested by tension, anxiety, apprehension, fatigue, depres- 
sive symptoms or agitation; symptomatic relief of acute 
agitation, tremor, delirium tremens and hallucinosis due to 
acute alcohol withdrawal; adjunctively in skeletal muscle 
spasm due to reflex spasm to local pathology; spasticity 
caused by upper motor neuron disorders; athetosis; stiff- 
man syndrome; convulsive disorders (not for sole therapy). 
Contraindicated: Known hypersensitivity to the drug. 
Children under 6 months of age. Acute narrow angle 
glaucoma; may be used in patients with p dad angle 
glaucoma who are receiving appropriate therapy. 
Warnings: Not of value in psychotic patients. Caution 
against hazardous occupations requiring complete mental 
alertness. When used adjunctively in convulsive disorders, 
possibility of increase in frequency and'or severity of grand 
mal seizures may require increased dosage of standard 
anticonvulsant medication; abrupt withdrawal may be as- 
sociated with temporary increase in frequency and/or se- 
verity of seizures. Advise against simultaneous ingestion of 
alcohol and other CNS depressants. Withdrawal symptoms 
(similar to those with barbiturates and alcohol) have oc- 
curred following abrupt discontinuance (convulsions, 
tremor, abdominal and muscle cramps, vomiting and sweat- 
ing). Keep addiction-prone individuals under careful sur- 
veillance because of their predisposition to habituation 
and dependence. 

Usage in Pregnancy: Use of minor tranquilizers dur- 

ing first trimester should almost always be avoided 

because of increased risk of congenital malforma- 

tions as suggested in several studies. Consider pos- 

sibility of pregnancy when instituting therapy; ad- 

vise patients to discuss therapy if they intend to or 

do become pregnant. 
Precautions: If combined with other psychotropics or anti- 
convulsants, consider carefully pharmacology of agents 
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Significant improvement in days. 


As Valium reduces overwhelming 
symptoms of anxiety and 
psychic tension, your pa- 
tient begins to feel better 
often within a few days. 


employed; drugs such as 
phenothiazines, narcotics, 
barbiturates, MAO in- 
| hibitors and other an- 
mme tidepressants may 
WU" potentiate its action. 
Usual precautions indi- 
cated in patients severely depressed, or with latent depres- 
sion, or with suicidal tendencies. Observe usual precau- 
tions in impaired renal or hepatic function. Limit dosage to 
smallest effective amount in elderly and debilitated to pre- 
clude ataxia or oversedation. 
Side Effects: Drowsiness, confusion, diplopia, hypoten- 
sion, changes in libido, nausea, fatigue, depression, dysar- 
thria, jaundice, skin rash, ataxia, constipation, headache, 
incontinence, changes in salivation, slurred speech, tremor, 
vertigo, urinary retention, blurred vision. Paradoxical reac- 
tions such as acute hyperexcited states, anxiety, hallucina- 
tions, increased muscle spasticity, insomnia, rage, sleep 
disturbances, stimulation have been reported; should these 
occur, discontinue drug. Isolated reports of neutropenia, 
jaundice; periodic blood counts and liver function tests ad- 
visable during long-term therapy. 
Dosage: Individualize for maximum beneficial effect. 
Adults: Tension, anxiety and psychoneurotic states, 2 to 10 
mg b.i.d. to q.i.d.; alcoholism, 10 mg t.i.d. or q.i.d. in first 
24 hours, then 5 mg t.i.d. or q.i.d. as needed; adjunctively 
in skeletal muscle spasm, 2 to 10 mg t.i.d. or q.i.d.; ad- 
junctively in convulsive disorders, 2 to 10 mg b.i.d. to 
q.i.d. Geriatric or debilitated patients: 2 to 21⁄2 mg, 1 or 2 
times daily initially, increasing as needed and tolerated. 
(See Precautions.) Children: 1 to 2⁄2 mg t.i.d. or q.i.d. ini- 
tially, increasing as needed and tolerated (not for use 
under 6 months). 
Supplied: Valium®(diazepam) Tablets, 2 mg, 5 mg and 
10 mg—bottles of 100 and 500; Tel-E-Dose* packages of 
100, available in trays of 4 reverse-numbered boxes of 25, 
and in boxes containing 10 strips of 10; Prescription Paks 
of 50, available singly and in trays of 10. 


Roche Laboratoriés 
ROCHE » Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 
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Where The Action Is— 


For more than a decade the general hospital psychiatric unit has been the prin- 
cipal locus of inpatient treatment. This latest Joint Information Service national 
survey brings up to date its earlier—and the original—study of this important 
component of the psychiatric scene. It reveals that the remarkable rate of 
growth held up, showing an increase of 50 percent in the number of units be- 
tween 1963 and 1971, and an increase of 46 percent in the number of admis- 
sions. And it verifies that general hospital psychiatry has become increasingly 
comprehensive, with an impressively high level of outpatient service, emergency 
service, and even consultation to community agencies. Indeed, the general 
hospital accounts for several times as much service and activity as the widely 
heralded federally supported community mental health center. 





This study also involves the private psychiatric hospitals, which have not 
changed much in number but are admitting about 10,000 more patients than 
in 1964—and they, too, are providing a remarkably comprehensive program. 


It's your responsibility to be well-informed about these extraordinarily signifi- 
cant and vital pieces of American psychiatric service. You can do so by sending 
the order form below. 


— of 


general hospital psychiatry 
and private psychiatric hospitals 





with a foreword by ZIGMOND LEBENSOHN 


Please send me ______ copies of Psychiatric Treatment in the Community. 
(Single copy, $3.50. Four or more copies, $2.75 each) 


Send coupon to: O bill me [] remittance enclosed 
Publications Service Division 
American Psychiatric Association Name 
1700 18th St. N.W., Washington, 
D.C. 20009 
Address 
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In treating 

the schizophrenic, 
there's something 
different about 


acts on the RAS 
with low incidenc: 
of adverse effects 


EEG studies show that 
MOBAN* exerts its effect ot 
the ascending reticular 
activating system. This ofte 
helps to encourage 
increased social 
participation, receptivity 
and communication in 
schizophrenic patients. 





Artist's representation of the 
reticular activating system, 
with neuronal activity passing 
on to cortical and subcortical 
structures. 





we generally minimizes drowsiness to 
help produce improved functioning 
1) to hasten the discharge of 
hospitalized patients 
2) to keep ambulatory patients at 
home or on the job 


we tranquilizes without muscle relaxant or 
incoordinating effect 


we acts to alleviate target symptoms or 
reduce their severity 
1) in acute patients, some symptomatic 
improvement evident in a few days 
2) in chronic patients, symptomatic 
improvement may not be evident until 
2-4 weeks 
3) maximum benefits attained by end 
of third month (continued maintenance 
therapy as required) 


SOCIAL ADJUSTMENT 
PROFILE CHART 


of 66 hospitalized schizophrenic patients 
treated with MOBAN" (molindone HCI) for 1 
year or more" 


*Data on file, Endo Laboratories 





How to use 
MOBAN (molindone HCI) 


a wide range of dosage strengths 
available in Tablets: 





e | itrate for 1) therapeutic response 
and 2) minimal effective maintenance 
dose. 

e Use lower doses for the elderly and 
debilitated. 


NOTE: Iransient drowsiness may occur 
during the first 1-2 weeks. 


Whenever your 
schizophrenic patient 
may benefit from 

less sedation 


MOBAN 


(molindone HCl) 


Please see last page of advertisement 
for full prescribing information. 


Moban" is an Endo registered U.S. trademark; U.S. Pat. 3,491,093. 





Endo Laboratories, Inc. 


Subsidiary of E. |. du Pont de Nemours & Co. (Inc.) 
Garden City, N.Y. 11530 





MOBAN 


a dihydroindolone 
chemically distinct from 
phenothiazines, thioxanthenes, 


(molindone HCI) butyrophenones 


DESCRIPTION MOBAN® (mclindone hydrochloride) is a dihy- 


droindolone compound which is not structurally related to the 
phenothiazines, the butyrophenones or the thioxanthenes. 


MOBAN* is 3-ethyl-6, 7-dihydro-2-methyl-5-(morpholinomethyl) 


indol-4 (5H)-one hydrochloride. It is a white crystalline powder, 


freely soluble in water and alcohol and has a molecular weight of 
312.67. 


F7 O 
O N-CHa2 CH2-CH3 
— | N | ani *HCI 
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MOLINDONE HYDROCHLORIDE 


ACTIONS MOBAN* (molindone hydrochloride) has a phar- 


macological profile in laboratory animals which predominantly 


resembles that of major tranquilizers causing reduction of sponta- 
neous locomotion and aggressiveness, suppression of a condi- 


tional response and antagonism of the bizarre stereotyped 


behavior and hyperactivity induced by amphetamines. In addition, 


MOBAN® antagonizes the depression caused by the tranquilizing 
agent tetrabenazine. 


In human clinical studies tranquilization is achieved in the absence 


of muscle relaxing or incoordinating effects. Based on EEG stud- 


ies, MOBAN® exerts its effect on the ascending reticular activating 
system. 


Human metabolic studies show MOBAN* (molindone hydrochlo- 
ride) to be rapidly absorbed and metabolized when given orally. 
Unmetabolized drug reached a peak blood level at 1.5 hours. 


Pharmacological effect from a single oral dose persists for 24-36 
hours. There are 36 recognized metabolites with less than 2-3% 
unmetabolized MOBAN* being excreted in urine and feces 
INDICATIONS MOBAN* (molindone hydrochloride) is indicated in 
the management of the manifestations of schizophrenia. 


CONTRAINDICATIONS MOBAN* (molindone hydrochloride) is 
contraindicated in severe central nervous system depression 
(alcohol, barbiturates, narcotics, etc.) or comatose states, and in 
patients with known hypersensitivity to the drug. 


WARNINGS Usage in Pregnancy: Studies in the pregnant patient 


have not been carried out. Reproduction studies have been per- 


formed in the following animals: 


Pregnant Rats oral dose— 
no adverse effect 


20 mg/kg/day — 2 weeks 


40 mg/kg/day— 2 weeks 
no adverse effect 
Pregnant Mice oral dose — 
slight increase resorptions 


20 mg/kg/day— 9 days 


40 mg/kg/day — 9 days 
slight increase resorptions 
Pregnant Rabbits oral dose — 
no adverse effect 


5 mg/kg/day — 12 days 


10 mg/kg/day — 12 days 
no adverse effect 

20 mg/kg/day — 12 days 
no adverse effect 


Animal reproductive studies have not demonstrated a teratogenic 
potential. The anticipated benefits must be weighed against the 
unknown risks to the fetus if used in pregnant patients. 


Nursing Mothers: Data are not available on the content of 


MOBAN® (molindone hydrochloride) in the milk of nursing moth- 


ers. 


Usage in Children: Use of MOBAN* (molindone hydrochloride) in 
children below the age of twelve years is not recommended 
because safe and effective conditions for its usage have not Deen 
established. 


PRECAUTIONS Some patients receiving MOBAN* (molindone 
hydrochloride) may note drowsiness initially and they should be 
advised against activities requiring mental alertness until their 
response to the drug has been established. 


Increased activity has been noted in patients receiving MOBAN* 
Caution should be exercised where increased activity may be 
harmful. 


MOBAN* does not lower the seizure threshold in experimental 
animals to the degree noted with more sedating antipsycnotic 
drugs. However, convulsive seizures have been reported in a few 
instances. 


The physician should be aware that this tablet preparation con- 


tains calcium sulfate as an excipient and that calcium ions may 
interfere with the absorption of preparations containing phenytoin 
sodium and tetracyclines. 


MOBAN* has an antiemetic effect in animals. A similar effect may 
occur in humans and may obscure signs of intestinal obstruction 
or brain tumor. 


ADVERSE REACTIONS CNS EFFECTS The most frequently occur- 
ring effect is initial drowsiness that generally subsides with con- 


tinued usage of the drug or lowering of the dose 


Noted less frequently were depression, hyperactivity and 
euphoria. 

Neurological 

Extrapyramidal Reactions 

Extrapyramidal reactions noted below may occur in susceptible 


individuals and are usually reversible with appropriate manage- 


ment. 
Akathisia 
Motor restlessness may occur early 


Parkinson Syndrome 
Akinesia, characterized by rigidity. immobility and reduction of 


voluntary movements and tremor, have been observed. Occur- 


rence is less frequent than akathisia 


Dystonic Syndrome 

Prolonged abnormal contractions of muscle groups occur 
infrequently. These symptoms may be managed by the addition of 
a synthetic antiparkinson agent (other than L-dopa), small doses 
of sedative drugs, and/or reduction in dosage. 


Autonomic Nervous System 
Occasionally blurring of vision, tachycardia, nausea, dry mouth 


and salivation have been reported. Urinary retention and constipa- 


tion may occur particularly if anticholinergic drugs are used to 
treat extrapyramidal symptoms 


Hematological 

There have been rare reports of leucopenia and leucocytosis. If 
such reactions occur, treatment with MOBAN" may continue if 
clinical symptoms are absent. Alterations of blood glucose. liver 


function tests. B.U.N., and red blood cells have not been consid- 


ered clinically significant. 
Metabolic and Endocrine Effects 


Alteration of thyroid function has not been significant. Amenor- 


rhea has been reported infrequently. Resumption of menses in 
previously amenorrheic women has been reported. Initially heavy 
menses may occur. Lactation associated with MOBAN* therapy 
has not been reported. Increase in libido has been noted in some 
patients. Impotence has not been reported. Although both weight 
gain and weight loss have been in the direction of normal or ideal 
weight, excessive weight gain has not occurred with MOBAN*. 


Cardiovascular 

Rare, transient, non-specific T wave changes have been reported 
on E.K G. Association with a clinical syndrome has not been 
established. Rarely has significant hypotension been reported 


Ophthalmological 
Lens opacities and pigmentary retinopathy have not been reported 


where patients have received MOBAN* (molindone hydrochlo- 


ride). In some patients, phenothiazine induced lenticular opacities 
have resolved following discontinuation of the phenothiazine while 
continuing therapy with MOBAN* 

Skin 

Early, non-specific skin rash, probably of allergic origin. has 
occasionally been reported. Skin pigmentation has not been seen 
with MOBAN* usage alone. 


MOBAN* (molindone hydrochloride) has certain pharmacological 


similarities to other antipsychotic agents. Because adverse reac- 


tions are often extensions of the pharmacological activity of a 
drug, all of the known pharmacological effects associated with 
other antipsychotic drugs should be kept in mind when MOBAN* 
is used. Upon abrupt withdrawal after prolonged high dosage an 
abstinence syndrome has not been noted. 


Tardive Dyskinesia 


Although rarely reported with MOBAN* (molindone hydrochlo- 


ride) symptoms were reversible upon discontinuation of therapy 


Tardive dyskinesia associated with other agents has appeared in 
some patients on long-term therapy and has also appeared after 
drug therapy has been discontinued. The risk appears to be 
greater in elderly patients on high-dose therapy, especially 
females. The symptoms are persistent and in some patients 


appear to be irreversible. The syndrome is characterized by rhyth- 


mical involuntary movements of the tongue, face, mouth or jaw 
(e.g., protrusion of tongue, puffing of cheeks. puckering of 


mouth, chewing movements). There may be involuntary move- 


ments of extremities. 


There is no known effective treatment of tardive dyskinesia; anti- 


parkinsonism agents usually do not alleviate the symptoms of this 


syndrome. It is suggested that all antipsychotic agents be discon- 
tinued if these symptoms appear. Should it be necessary to rein- 


stitute treatment, or increase the dosage of the agent, or switch to 
a different antipsychotic agent, the syndrome may be masked. It 


has been reported that fine vermicular movements of the tongue 
may be an early sign of the syndrome and if the medication is 
stopped at that time the syndrome may not develop. 


DOSAGE AND ADMINISTRATION initial and maintenance doses of 
MOBAN* (molindone hydrochloride) should be individualized, and 
the minimal effective dose should be employed. Elderly and debili- 
tated patients should be started on lower dosage. 


DOSAGE SCHEDULE, BASED ON SEVERITY OF SYMP- 

TOMATOLOGY 

1. Mild—5 mg three or four times a day; an increase to 15 mg 
three or four times a day may be required. 


2. Moderate— 10 mg three or four times a day an increase to 25 
mg three or four times a day may be required 


3. Severe— daily dosage as high as 225 mg may be required. 


DRUG INTERACTIONS Potentiation of drugs administered concur- 
rently with MOBAN* (molindone hydrochloride) has not been re- 
ported. Additionally, animal studies have not shown increased 
toxicity when MOBAN* is given concurrently with representative 
members of three classes of drugs (i.e.. barbiturates, chloral 
hydrate and antiparkinson drugs). 


MANAGEMENT OF OVERDOSAGE Symptomatic. supportive ther- 
apy should be the rule. 


Gastric lavage is indicated for the reduction of absorption of 
MOBAN* (molindone hydrochloride) which is freely soluble in 
water. 


Since the adsorption of MOBAN* (molindone hydrochloride) by 
activated charcoal has not been determined, the use of this anti- 
dote must be considered of theoretical value. 


Emesis in a comatose patient is contraindicated. Additionally, 


while the emetic effect of apomorphine is blocked by MOBAN* in 
animals, this blocking effect has not been determined in humans. 

A significant increase in the rate of removal of unmetabolized 
MOBAN* from the body by forced diuresis, peritoneal or renal 
dialysis would not be expected. (Only 2% of a single ingested 
dose of MOBAN* is excreted unmetabolized in the urine.) 

However, poor response of the patient may justify use of these 
procedures. While the use of laxatives or enemas might be based 
on general principles, the amount of unmetabolized MOBAN* in 
feces is less than 1%. Extrapyramidal symptoms have responded 
to the use of diphenhydramine (Benadryl') and the synthetic 
anticholinergic antiparkinson agents (i.e., Artane*, Cogentin", 
Akineton *). 

HOW SUPPLIED As tablets in bottles of 100 and 1000 with poten- 
cies and colors as follows: 5 mg orange. 10 mg lavender, 25 mg 
light green. 


* Benadryl — Trademark, Parke Davis and Co. 
*Artane—Trademark, Lederle Laboratories 
*Cogentin—Trademark, Merck Sharp & Dohme 
*Akineton—Trademark, Knoll Pharmaceutical Co. 


Endo Laboratories, Inc. 


Subsidiary of E.I. du Pont de Nemours & Co. (Inc.) 
Garden City, N.Y. 11530 


EDO-0220 





Sint rican Po W iiam: 1c Association 


Audio-Digest Foundation 


Postgraduate Courses You Can Take at Home 


Continuing Medical Education Programs on Cassette Recordings 


Reference Material Included Continuing Medical Education Credit ^ Audio-Digest Produced 

All courses contain important supplemental All courses qualify for various medical All recording, editing and cassette duplicating 
reference literature . . . plus, the courses are organizations' Continuing Medical Education are skillfully executed by Audio-Digest 
housed in a custom designed cassette credits. Foundation — exclusively serving the medical 
notebook. profession for over twenty-four years. 


Notebook is provided free of charge. 


Learn at Your Leisure—Fit Education into Your Time Schedule 






















"Please rush me the sedo Ameiisan eres Asesckalan B E. nm isted below: 
The Contents of These Special Courses Will Not Be Heard on Regular Audio-Digest Programs 
Please make checks payable to: 


Audio- Digest Foundation 


a non profit subsidiary of the California Medical Association 


1250 S. Glendale Avenue 
Glendale, California 91205 





Five Hour Course 
[ ) 651 Geriatric Psychiatry 


Four Hour Courses 
C] 641 Human Sexuality 
C] 642 Transactional Analysis 
C] 643 Alcoholism and Drug Name => — — - aw 






















Abuse $39.95 
Three Hour Courses Addes | SaeorPovine ZipCode 
[ ]631 Clinical 
Psychopharmacology $29.95 A cate ares Fon Fai: tax. In — idiari 
[632 Behavior Therapy RID out bourne. Oiheronuatics, plecoaiald 
Two Hour Course $2.70 additional postage for each course 
=) 621 Marital Disharmony $1995 SEED OS ney, 


Prices subject to change = notice. 


Select the Best from General e Electric 


CL) GE. Model No. 3-514O, Complete with Extras $64.95 
(.] Auto Adapter $7.95 (rates include shipping charges) 
Recorder and adapter not available outside the United States 


Need a New Cassette Recorder? 
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NEW FROM 
MERCK SHARP & DOHME 
FOR THE TREATMENT OF 
CLINICALLY SIGNIFICANT 
DEPRESSION 


TABLETS, 


50... 
Elavil 


(Amitriptyline HCl MSD} 


provides the convenience of 
single-tablet h.s.therapy 
when control of 

symptoms requires 
adjustment to the J 
maximum daily adult | 
outpatient dosage . X 47 
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The other reasons: 







10 mg e e Efficacy—ELAVIL is highly effective in the 
management of clinically significant 
depression. 

25 mg 






e Six tablet strengths of ELAVIL have been 
developed through the years. The introduction 
Aix of new dosage strengths has helped make 
50 mg W? ELAVIL even more useful in meeting the dosage 
=” needs of depressed patients. They provide 
improved prescribing flexibility and more 
convenient regimens. 


75 mg e One-tablet-a-day therapy at bedtime is now 
available with four different dosage strengths. 
ELAVIL provides many tablet strengths—50 mg, 
, 75 mg, 100 mg, and 150 mg—for once-a-day 
100 mg EX D therapy in appropriate patients. 
€ e Tablets are color coded to help make adminis- 


tration more convenient and accurate. anne | 


ELAVIL should not be used during the acute 
recovery phase following myocardial infarction: 
in patients hypersensitive to it; in those who 
have received an MAOI within two weeks; or in 
children under 12. Patients with cardiovascular 
disorders should be watched closely. Safe use 
during pregnancy and lactation has not been 
established. The drug may impair mental or 
physical abilities required in the performance 
of hazardous tasks and may enhance the 
response to alcohol. The possibility of suicide 
in depressed patients remains until significant 


Er P remission occurs. Potentially suicidal patients 
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should not have access to large quantities of 
this drug. Prescriptions should be written for 
^, the smallest amount feasible. Hospitalize as 
F. Pn Soon as possible any patient suspected of having —— 
| A 


taken an overdose. 





e Ep | MERCK 
S= Fora brief summary of prescribing information 
Olid dosage.addendum, please see following page. DOHME 
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TABLETS: 10 mg, 25 mg, 50 mg, 75 mg, 100 mg, and 150 mg 
INJECTION: 10 mg per mi 


Elavil 
(Amitriptyline HC!” MSD) 


a highly effective antidepressant 
with features to help improve 
patient compliance 


Contraindications: Known hypersensitivity. Should not be given concomitantly with a 
monoamine oxidase inhibitor since hyperpyretic crises, severe convulsions, and deaths have oc- 
curred. When used to replace a monoamine oxidase inhibitor, allow a minimum of 14 days to 
elapse before initiating therapy with amitriptyline HCl. Initiate dosage of amitriptyline HCI 
cautiously with gradual increase in dosage until optmum response is achieved. Not recom- 
mended during the acute recovery phase following myocardial infarction. 

Warnings: May block the antihypertensive action of guanethidine or similarly acting compounds. 
Should be used with caution in patients with a history of seizures or urinary retention, or with 
angle-closure glaucoma or increased intraocular pressure; in patients with angle-ciosure 
glaucoma, even average doses may precipitate an attack. Patients with cardiovascular disorders 
should be watched closely; arrhythmias, sinus tachycardia anc prolongation of the conduction 
time have been reported, particularly with high doses; myocardial infarction and stroke have been 
reported with drugs of this class. Close supervision is required for hyperthyroid patients or those 
receiving thyroid medication. May impair mental and/or physical abilities required for perform- 
ance of hazardous tasks, such as operating machinery or driving a motor vehicle. Safe use during 
pregnancy and lactation has not been established; in pregnant patients, nursing mothers. or 
women who may become pregnant, weigh possible benefits against possible hazards to mother 
and child. Not recommended for patients under 12 years of age. 

Precautions: Schizophrenic patients may develop increased symptoms of psychosis; patients 
with paranoid symptomatology may have an exaggeration of such symptoms; manic depressive 
patients may experience a shift to the manic phase. In these circumstances, the dose of amitrip- 
tyline HC! may be reduced or a major tranquilizer, such as perphenazine, may be administered 
concurrently. 

When given with anticholinergic agents or sympathomimetic drugs, including epinephrine com- 
bined with local anesthetics, close supervision and careful adjustment of dosages are required; 
paralytic ileus may occur in patients taking tricyclic antidepressants in combination with anti- 
cholinergic-type drugs. Use cautiously in patients receiving large doses of ethchlorvynol, since 
transient delirium has been reported on concurrent administration. May enhance the response to 
alcohol and the effects of barbiturates and other CNS depressants. The possibility of suicide in 
depressed patients remains until significant remission occurs.Potentially suicidal patients should 
not have access to large quantities of this drug. Prescriptions should be written for the smallest 
amount feasible. Concurrent electroshock therapy may increase the hazards associated with such 
therapy; such treatment should be limited to patients for whom it 1s essential. When possible, 
discontinue the drug several days before elective surgery. Both elevation and lowering of blood 
sugar levels have been reported. Use with caution in patients with impaired liver function. 
Adverse Reactions: /Vote: included in this listing are a few adverse reactions not reported with 
this specific drug. However, pharmacological similarities among the tricyclic antidepressant 
drugs require that each reaction be considered when amitriptyline is administered. Cardio- 
vascular: Hypotension, hypertension, tachycardia, palpitation, myocardial infarction, arrhythmias, 
heart block, stroke. CVS and Neuromuscular: Contusional states; disturbed concentration; dis- 
orientation: delusions. hallucinations; excitement; anxiety; restlessness: insomnia; nightmares, 
numbness, tingling, and paresthesias of the extremities: peripheral neuropathy: incoordination: 
ataxia: tremors; seizures; alteration in EEG patterns; extrapyramidal symptoms; tinnitus; syn- 
drome of inappropriate ADH (antidiuretic hormone) secretion. Anticholinergrc: Dry mouth, blurred 
vision, disturbance of accommodation, increased intraocular pressure, constipation, paralytic 
ileus, urinary retention, dilatation of urinary tract. A/ergic: Skin rash, urticaria, photosensitiza- 
tion, edema of face and tongue. ARCI Bone marrow depression including agranulocytosis, 
leukopenia, eosinophilia, purpura, thrombocytopenia. Gastrointestinal: Nausea, epigastric dis- 
tress, vomiting, anorexia, stomatitis, peculiar taste, diarrhea, parotid swelling, black tongue, 
rarely hepatitis (including altered liver function and jaundice). Endocrine: Testicular swelling and 
gynecomastia in the male, breast enlargement and galactorrhea in the female, increased or 
decreased libido, elevation and lowering of blood sugar levels. Other: Dizziness, weakness, 
fatigue, headache, weight gain or loss, increased perspiration, urinary frequency, mydriasis, 
drowsiness, alopecia. Withdrawa/ Symptoms: Abrupt cessation of treatment after prolonged ad- 
ministration may produce nausea, headache, and malaise; these are not indicative of addiction. 
Overdosage: Hospitalize as soon as possible all patients suspected of having taken an overdose. 
Treatment is symptomatic and supportive. In addition, the intravenous administration of 1 to 
3 mg physostigmine salicylate is reported to reverse the symptoms of tricyclic antidepressant 
poisoning. Because physostigmine is rapidly metabolized, the dosage should be repeated as re- 
quired, particularly if life-threatening signs such as arrhythm:as, convulsions, and deep coma 
recur or persist after the initial dosage of physostigmine. 

How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, in single-unit packages of 
100 and bottles of 100, 1000, and 5000; tablets containing 50 mg amitriptyline HCI, in single- 
unit packages of 100 and bottles of 100 and 1000; tablets containing 75 mg and 100 mg 
amitriptyline HCl, in single-unit packages of 100 and bottles of 100; tablets containing 150 mg 
amitriptyline HCI, in single-unit packages of 100 and bottles of 30 and 100; for intramuscular 
use, in 10-mi vials containing per mi: 10 mg amitriptyline HCl, 44 mg dextrose, 1.5 mg 
methylparaben and 0.2 mg propylparaben as preservatives. and water for injection q.s. 1 ml. 
For more detailed information, consult your MSO representative or see full prescribing MSD 
information. Merck Sharp & Dohme, Division of Merck & Co., Ine., West Point, Pa, 19486 anes 
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To further simplify Ky, 
for many 
depressed patients 


Tablets 


Elavil 
(Amitriptyline HCl MSD) 


ONE TABLET, ONCE DAILY 


—an appropriate way to prescribe for 
many depressed adult outpatients. Be- 
cause of its simplicity, this regimen helps 
improve patient compliance. Of course, 
ELAVIL may also be prescribed in divided 
daily doses. 


ONCE-DAILY DOSAGE SCHEDULE 
FOR ADULT OUTPATIENTS: 


A single /5-mg tablet 
Usual starting dosage 


A single 100-mg tablet 
Maximum starting dosage 








A single 50-mg tablet (ss \ 
Minimum starting dosage — X " / 
Dosage may be increased by 25 or 50 mg 
as necessary until a total of 150 mg 

per day is reached. 


À single 150-mg tablet 
Maximum daily dosage 


ELAVIL MAY ALSO BE PRESCRIBED 
IN DIVIDED DAILY DOSES — — 
The 25-mg tablet A 


d 


This strength may prove useful when 
therapy is initiated with divided daily 
doses in adult outpatients. Starting 
dosage is usually 75 mg daily. If neces- 
sary, this dosage may be increased 
gradually to a total of 150 mg a day. 
Increases are made preferably in the late 
afternoon or bedtime dose. 


The 10-mg tablet 


This strength may prove useful for 
patients who require lower doses, e.g., 
adolescent and elderly patients. For these 
patients who can not tolerate higher 
doses, 10 mg three times a day with 

20 mg at bedtime may be satisfactory. 








A sedative effect may be apparent before 
the antidepressant effect of ELAVIL is 
noted. An adequate therapeutic effect 
may take as long as 30 days to develop. 


NOTE: The usual maintenance dosage of 
ELAVIL is 50 to 100 mg per day which 
may be given in a single dose preferably 
at bedtime. In some patients 40 mg 

per day is sufficient, This drug is not 
recommended for patients under 12 years 


AA — ————— M: 
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once-daily therapy X 
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Coverage and Utilization 
of Care for Mental Conditions 
Under Health Insurance 
— Various Studies, 1973-74 


By Louis S. Reed, Ph.D. 
Consultant in Health Economics, American Psychiatric Association 


This book reports six studies that add to the growing body of data demonstrating the feasibility of cov- 
ering mental illness under health insurance. Although in some ways it may be considered a supplement to 
APA's 1972 book HEALTH INSURANCE AND PSYCHIATRIC CARE: UTILIZATION AND COST (Reed, 
Mvers, and Scheidemandel), all of the data are new. The studies cover the following areas: 


e Utilization of mental benefits under the Blue Cross and Blue Shield plan for federal employees, docu- 
menting that a "plateau" in the use of these benefits was reached in 1973-74. 


e Comparison of benefits for mental and other illnesses under selected employee health benefit plans. 
* Coverage of mental illness under collective bargaining agreements of selected unions. 


e Utilization of care for mental conditions under the Canadian health insurance program, which gives 
the same coverage for mental as for other conditions. 


* Updating of information on Blue Cross benefits for hospital care of mental illness. 


è Data from selected Blue Cross and Blue Shield plans on coverage and utilization of mental condi- 
tions, with emphasis on major medical coverage. 
80pp. Paperbound 


Single copy, $4.00; 10—49 copies; $3.80 each; 50 or more copies, $3.20 each. 


SPECIAL OFFER: One copy of this book (regular price, $4.00) and one copy of HEALTH INSURANCE 
AND PSYCHIATRIC CARE: UTILIZATION AND COST (regular price, $6.50) for $8.50. 
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Publications Services Division 
American Psychiatric Association 
1700 18th St., N.W., Washington, D.C. 20009 


Please send me —...... . copies of COVERAGE AND UTILIZATION OF CARE FOR MENTAL CONDI- 
TIONS UNDER HEALTH INSURANCE—V ARIOUS STUDIES, 1973-74. Single copy, $4.00; 10-49 cop- 
ies, $3.80 each; 50 or more copies, $3.20 each. 


Please send me __.. copies of the SPECIAL OFFER @ $8.50 each. (COVERAGE AND UTILIZATION OF 
CARE FOR MENTAL CONDITIONS UNDER HEALTH INSURANCE—VARIOUS STUDIES, 1973-74 
and HEALTH INSURANCE AND PSYCHIATRIC CARE: UTILIZATION AND COST ) 
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To: PSYCHIATRISTS 


WELCOME TO COLORADO. BOARD 
CERTIFIED/ELIGIBLE PSYCHIATRISTS 
ENJOY MILD, DRY, CLEAN COLORADO 
CLIMATE. EXCELLENT OPPORTUNITY TO 
WORK IN A PROGRESSIVE NEUROPSY- 
CHIATRIC AND GENERAL MEDICAL 
HOSPITAL WHERE YOU CAN MAKE 
CONTRIBUTIONS IN PROGRAMS SUCH AS 
BEHAVIOR MODIFICATION, SUBSTANCE 
ABUSE, RESIDENT, ADMISSION/ACUTE 
CARE, AND REHABILITATION/EXIT. 
SALARY COMMENSURATE WITH 
EXPERIENCE AND TRAINING PLUS 
INCENTIVE BONUS. MALPRACTICE 
PROTECTION. LIBERAL FRINGE BENEFITS. 
QUARTERS AVAILABLE. TENNIS COURT, 
MOVIES, SWIMMING POOL, BOWLING, 
HORSE STABLES ALL AVAILABLE AND 
WITHOUT CHARGE. CONTACT: CHIEF OF 
STAFF, VA HOSPITAL, FORT LYON, 
COLORADO 81038, (303) 456-1260, EXT. 333. 
EQUAL OPPORTUNITY EMPLOYER. 





IMMEDIATE OPENINGS FOR PSYCHIATRISTS 
at 
RICHARD H. HUTCHINGS 
PSYCHIATRIC CENTER 


Opportunities for innovation, research and 
teaching in Community psychiatry 


Major affiliation with SUNY College of 
Medicine at Syracuse 


initial appointment is as director of a 
12-24 bed multi disciplinary treatment team 


Opportunities for advancement and additional 
responsibility as Center expands 


Salary commensurate with training and 

experience 
Extensive benefits 
An equal opportunity employer 

For more information contact: 

Frank B. Soults, M.D., Clinical Director 
Hutchings Psychiatric Center 
P.O. Box 27, University Station 


Syracuse, New York 13210 
Phone: (315) 473 4943 























GROW WITH US 
AT 
HUTCHINGS 
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LIBRIUM 


(chlordiazepoxide HCI) 
5 mg, 10 mg, 25 mg capsules 


Before prescribing, please consult complete 
product information, a summary of which 
follows: 

indications: Relief of anxiety and tension 
occurring alone or accompanying various 
disease states. 

Contraindications: Patients with known 
hypersensitivity to the drug. 

Warnings: Caution patients about possible 
combined effects with alcohol and other 
CNS depressants. As with all CNS-acting 
drugs, caution patients against hazardous 
occupations requiring complete menta! 
alertness (e.g., operating machinery, driv- 
ing). Though physical and psychological 
dependence have rarely been reported on 
recommended doses, use caution in admin- 
istering to addiction-prone individuais or 
those who might increase dosage; with- 
drawal symptoms (including convulsions), 
following discontinuation of the drug and 
similar to those seen with barbiturates, 
have been reported. 


Usage in Pregnancy: Use of minor 
tranquilizers during first trimester 
should almost always be avoided 
because of increased risk of con- 
genital malformations as suggested 

in several studies. Consider possibility 
of pregnancy when instituting therapy; 
advise patients to discuss therapy if 
they intend to or do become pregnant. 


Precautions: In the elderly and debilitated, 
and in children over six, limit to smallest 
effective dosage (initially 10 mg or less per 
day) to preciude ataxia or oversedation, in- 
creasing gradually as needed and tolerated. 
Not recommended in children under six. 
Though generally not recommended, if 
combination therapy with other psycho- 
tropics seems indicated, carefully consider 
individual pharmacologic effects, particu- 
larly in use of potentiating drugs such as 
MAO inhibitors and phenothiazines. Observe 
usual precautions in presence of impaired 
renal or hepatic function. Paradoxical reac- 
tions (e.g., excitement, stimulation anc 
acute rage) have been reported in psychiatric 
patients and hyperactive aggressive chl- 
dren. Employ usual precautions in treatment 
of anxiety states with evidence of impending 
depression; suicidal tendencies may be 
present and protective measures necessary. 
Variable effects on blood coagulation have 
been reported very rarely in patients receiv- 
ing the drug and oral anticoagulants; causal 
relationship has not been established 
clinically. 

Adverse Reactions: Drowsiness, ataxia and 
confusion may occur, especially in the 
elderly and debilitated. These are reversible 
in most instances by proper dosage adjust- 
ment, but are also occasionally observed at 
the lower dosage ranges. In a few instances 
syncope has been reported. Also encoun- 
tered are isolated instances of skin erup- 
tions, edema, minor menstrual irregularities, 
nausea and constipation, extrapyramidal 
symptoms, increased and decreased libido— 
alt infrequent and generally controlled with 
dosage reduction; changes in EEG patterns 
(low-voltage fast activity) may appear during 
and after treatment; blood dyscrasias (in- 
cluding agranulocytosis), jaundice and 
hepatic dysfuncticn have been reported oc- 
casionally, making periodic blood counts 
and liver function tests advisable during 
protracted therapy. 

Supplied: Librium® Capsules containing 5 
mg, 10 mg or 25 mg chlordiazepoxide KCI. 
Libritabs® Tablets containing 5 mg, 10 mg 
or 25 mg chlordiazepoxide. 


Roche Laboratories 
Division of Hoffmann-La Roche inc. 
Nutley, New Jersey 07110 








The discovery of Librium at 
Hoffmann-La Roche represented a land- 
mark in psychotherapeutics. And, more 
specifically, a landmark in the treatment 
of anxiety and anxiety-related conditions. 

Today, the acceptance of Librium 
by the medical community is based firmly 
on experience. And on a well-documented 
clinical record. 

A record so voluminous it had 
to be put into a computerized storage and 
retrieval system. 

Take the matter of safety, for 
example. 

Experience with millions of pa- 
tients indicates that the most common 
side effects of Librium are dose-related and, 
therefore, largely avoidable. There appears 
to be a low potential for dependence. 
Tolerance rarely develops. Few cases of 
known toxicity have been reported. How- 
ever, patients should be cautioned about 
possible combined effects with alcohol and 
other CNS depressants. 

Librium seldom produces adverse 
effects on the cardiovascular or respiratory 


EXPERIENCE. STILL YOUR 
HIGHEST AUTHORITY. 





system. Ít is used concomitantly with many 
primary medications, such as cardiac 
glycosides, antihypertensive agents, anti- 
cholinergics, diuretics, antacids and 
anticoagulants. It should be noted that 
variable effects on blood coagulation have 
been reported very rarely in patients re- 
ceiving Librium and oral anticoagulants; 
however, a causal relationship has not 
been established clinically. 

Experience. Yours and ours. 
logether they make the task of choosing 
an antianxiety agent much simpler. 


LIBRIUM « 


chlordiazepoxide HCI/Roche 


THE ANXIETY-SPECIFIC 


Please see summary of product information on opposite page. 


Herbalist's staff 

(opa osanvin), with birds 
(wrought iron). 
Yoruba tribe, Nigeria, 
2] inches. 

[his staff is topped 

bv a circle to which 
16 small birds 

(a magical number) 
are attached. The 
single bird in the 
middle symbolizes 
the witch who causes 
sickness or death. 
[he staff is placed 
next to the shrine ol 
Osanvin (the god of 
the herbalist ). along 
with eges and kola. to 
neutralize the witch’s 
evil spirit. Sometimes 
the staff is also placed 
next to the bed of a 
sick person to chase 
away the disease- 
causing spirit. 

From the collection 
of the Segv Gallery, 
New York City. 
Reproduced with 
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Basic tool ot 
modern psychiatry 


Thoraz 





brand of chlorpromazine 


e Ihorazine effectiv ely controls 


psychotic symptoms 


e Especially useful in agitated, violent 
or anxious schizophrenic patients 


* Unsurpassed clinical experience 


e 18 convenient dosage forms and strengths 


Before presc ribing, sce complete prescribing 
information in SK&F literature or PDR. The 
following is a brief summary. 










Indications 
Based on a review of this dr ug by the 
National Academy of Sciences — National 
Research Council and/or other informa- 
tion, FDA has classified the indications 
as follows: 








kifective: For the management of mani- 
festations of psychotic disorders. For 
control of the manifestations of manic- 
depressive illness (manic phase). 
Probably effective: For the control of 
moderate to severe agitation, hyper- 
activity or aggressiv eness in disturbed 
children. 

Possiblv effective: For control of excessive 
anxiety, tension and agitation as seen in 
neuroses. 





| 





Final classification of the less-than- 
effective indications requires further 
imvestigation. 









Avoid using in patients hy persensitive (e. g., 
blood dvscrasia, jaundice) to any pheno- 
thiazine. Caution patients about activities 
requiring alertness (e.g., operating vehicles 
or machinery) espec ally during the first 
few days therapy. Avoid concomitant use 
with alcohol. May counteract antihvperten- 
sive effect of guanethidine and related 
compounds. 

Use in pregnancy only when essential, There 
are reported instances of jaundice or pro- 
longed extrapyramidal signs in newborn 


w hose mothers had received chlorpromazine. 


Precautions: Use cautiously in persons w ith 
cardiovascular, liver or chronic re spiratorv 
disease, or with acute respiratory infections, 
Due to cough reflex suppression, aspiration 
of vomitus is possible. May pr olong or 
intensify the action of C. NOS, « depressants, 
org ganophosp shorus insecticides, heat, 
atropine and related dr ney (Reduce dosage 
of concomitant C. N.S. ¢ ibid ) Anti- 
convulsant action of barbiturates is not 
intensified. Antiemetic effect may mask 
signs of toxic drug overdosage or physical 
disorders. Discontinue high-dose, long-term 


Ine 


Tablets: 25 mg of 
the HCl 


malitv of the c AUS fluid proteins; 
urticarial reactions and photosensitivity, 
exfoliative dermatitis: contact dermatitis: 
lactation and breast engorgement (in 
females on large doses), false positive 
pregnancy tests, amenorrhea, gynecomastia; 
hyperglycemia, hypoglycemia, glycosuria: 
dry mouth, nasal congestion, constipation, 
adynamic ileus, urinary retention, miosis, 
mydriasis: after prolonged substantial doses, 
skin pigmentation, epithelial keratopathy, 
lenticular and mb deposits and pig- 
mentary retinopathy, visual impairment; 

mild fever (after large I.M. dosage}; hyper- 
pyrexia; increased appetite and weight: à 
systemic lupus erythematosus-like syndrome; 
peripheral edema. 


NOTE: Sudden death in patients taking 
phenothiazines (apparently due toc ardiac 
arrest or a n due to failure of cough 
reflex) has been reported, but no causal 
relationship has been established, 
Supplied: Tablets, in 10 mg., 25 mg. 50 mg., 
ion mg. and 200 mg., in bottles of 100: Single 
ini Packages of 100 (intended for institutional 
use only}. Spansule* capsules, 30 mg., 75 mg., 


Contraindications: Comatose states, presence 
ol large amounts of C.N.S., depressants, or 


150 mg., 200 mg. and 300 mg.. in bottles of 50; 
in Single Unit Packages of 100 (intended for 


therapy gradually. 
bone marrow depression. 








Warnings: 





Caution is recommended when "Thora- 
zine is administered for the treatment of 
vomiting in children, 

Antiemetics are not recommended to treat 
uncomplicated short-term vomiting in 
childrenor v omiting of unknowne tology, 






The possibility of extrapyramidal reac- 
tions from “Thorazine’ may confuse the 
diagnosis of Reye's syndrome or other | 
encephalopathy. Although unconfirmed, 
| 
| 





some suspicion exists that ce ntrallv- 
acting antiemetics mav contribute to or 
adver: selv affect the course of Re Ves 
syndrome, and should be avoided in 
suspected cases. 






Patients on long-term therapy, especially 

d h doses, should be evaluated per iodically 
for possible adjustment or discontinuance 
of drug therapy. 


Adverse Reactions: Drowsiness, cholestatic 
jaundice, agranulocytosis, e esinophilia, 
leukopenia. he molytic anemia, thrombo- 
Cv E purpura and pancv topenia: 
postural hy potension, tachvyc cher fainting, 
dizziness and. occ asionally, a shock-like 
condition: reversal of epinephrine effects; 
EKG ch ranges h rave been reported, but 
relationship to mvocardial d damage is not 
conlirmed: neuromuscular {extrapyramidal} 
reactions; pseudo-parkinsonism, motor 
restlessness, dvstonias, pe rsistent tardive 
dyskinesia. hv perreflexia in the newborn; 
psychotic an piam catatonic-like states, 


institutional use only}. Injection, 25 mg.^ml.; 
Syrup, 10 mg./5 ml.: Suppositories, 25 mg. and 
100 mg. Concentrate (intended for institutional 
use only), 30 mg.^ml. and 100 mg. ^ml. 


Smith Kline &French Laboratories 
Philadelphia. PA 19101 
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Breaks down schizophrenic barriers 
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The schools don't like to get 
involved with medication for MBL 
-and now they don’t have to 
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Importance of Cylert (pemoline) single daily dosage 
to the child, the parents and the teacher 


For the child For the adults Cylert offers these benefits in 
No drug in child's pos- Control of medication a treatment program for MBD 
session while at school * * remains with parents e Single daily dose administration 
Avoids situation in Obviates need for D. "—— 
which child is repeat- teacher or nurse to e Minimal cardiovascular effects 


edly singled out as supervise taking of 


e Mean dosage in long-term studies 


4 y 66 iffe " 59 ni ] ! 
being COMITE mid-day doses remained remarkably constant 
Helps prevent possible Helps assure that the 
variations in effect prescribed dosage is e Can be taken with breakfast 


caused by missed, for- being given each day 


gotten or delayed doses 
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Cylert 


dosage IS once-a-day, given to 
the child at home by the parent 


IV 





Cylert, alone among CNS stimulants used to treat MBD, 
Is inherently long-acting, permitting once-daily dosage 


Dosage 
and administration 


Cylert is given as a single oral 
dose each morning. 

The recommended starting 
dose is 37.5 mg. per day. This 
daily dosage should be grad- 
ually increased at one-week 
intervals using increments of 
18.75 mg. until the desired 
clinical response is obtained. 

The mean daily effective 
dose ranges from 56.25 to 


75 mg. per day. The maximum 
recommended daily dose of 
Cylert is 112.5 mg. 

Using the recommended 
schedule of dose titration, 
significant benefits may not be 
seen until the third or fourth 
week of drug therapy. Side 
effects may be seen prior to 
optimum clinical results. 


When not to use Cylert 


Cylert should not be used for 
(and will not be effective in) 


Please see next page for Prescribing Information. 


simple cases of overactivity in 
school age children. 

Neither should it be used in 
the child who exhibits symp- 
toms secondary to environ- 
mental factors and/or primary 
psychiatric disorders, including 
psychosis. 

The physician should rely on 
a complete history of the child 
and a thorough description of 
symptoms from both parents 
and teacher before postula- 
ting a diagnosis of MBD. c) 
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Prescribing Information 


Description: Cylert (pemoline) is a 
white, tasteless, odorless powder which is 
relatively insoluble (less than 1 mg/ml) 
in water, chloroform, ether, acetone, 

and benzene. In 95% ethyl alcohol, the 
solubility of pemoline is 2.2 mg/ml. 


Actions: Cylert (pemoline) is a central 
nervous system stimulant. The pharma- 
cologic activity of pemoline is similar to 
that of other known stimulants but with 
minimal sympathomimetic effects. 
Pemoline is structurally dissimilar from 
the amphetamines and methylphenidate. 
Although the exact mode of pharmaco- 
dynamic action is undetermined in man, 
pemoline has been reported to increase the 
rate of synthesis of dopamine in rat brain. 

In human subjects, Cylert produces peak 
blood levels within 2-4 hours. The serum 
half-life is approximately 12 hours. Mul- 
tiple dose studies in adults at several dose 
levels indicate that serum levels plateau in 
approximately three days. Cylert and its 
metabolites are primarily excreted by the 
kidneys with approximately 75% of an 
oral dose appearing in the urine within a 
24-hour period. Approximately 4356 of 
pemoline is excreted unchanged. Metabo- 
lites include pemoline dione, conjugated 
pemoline and mandelic acid. 

Cylert (pemoline) has a gradual onset of 
action in children with minimal brain dys- 
function. Using the recommended sched- 
ule of dosage titration, significant clinical 
benefit may not be evident until the third 
or fourth week of drug administration. 


indications: MINIMAL BRAIN DYS- 
FUNCTION IN CHILDREN--as adjunc- 
tive therapy to other remedial measures 
(psychological, educational, social). 

Special Diagnostic Considerations: 
Specific etiology of minimal brain dysfunc- 
tion (MBD) is unknown, and there is no 
single diagnostic test. Adequate diagnosis 
includes the use not only of medical but of 
psychological, educational, and social 
resources. 

Characteristics commonly reported 
include: A chronic history of moderate to 
severe hyperactivity, short attention span, 
distractibility, emotional lability, and 
impulsivity. Nonlocalizing (soft) neuro- 
logical signs, learning disability, and 
abnormal EEG may or may not be present. 
The diagnosis of MBD must be based 
upon a complete history and evaluation of 
the child and not solely on the presence 
of one or more of these characteristics. 

Drug treatment is not indicated for all 
children with MBD. In the primary therapy 
of MBD, appropriate educational place- 
ment is essential and psychosocial interven- 
tion is generally necessary. When these 
measures alone are insufficient, the decision 
to prescribe stimulant medication will 
depend upon the physician’s assessment of 
the chronicity and severity of the child's 
symptoms. Stimulants are not intended for 
use in the child who exhibits symptoms 
secondary to environmental factors and/or 
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New dosage form available! 
Cylert Chewable Tablets 





37.5 mg. 


primary psychiatric disorders, including 
psychosis. 


Contraindication: Cylert (pemoline) is 
contraindicated in patients with known 
hypersensitivity or idiosyncrasy to the 
drug. (See PRECAUTIONS) 


Warnings: Cylert is not recommended 
for children under six years of age since 
safety and efficacy in this age group have 
not yet been established. 

Since Cylert (pemoline) and its metabo- 
lites are excreted primarily by the kidneys, 
caution should be observed in administer- 
ing the drug to children with significantly 
impaired renal function. 

Sufficient data on safety and efficacy of 
Cylert administration for periods beyond 
two years duration in children with minimal 
brain dysfunction are not yet available. 
Although a definite causal relationship 
has not been established, some temporary 
suppression of predicted growth pattern(e., 
weight and/or height) has been reported 
with the long-term use of stimulants in 
children. Therefore, patients requiring long- 
term therapy should be carefully monitored. 





Drug Interactions: Interactions be- 
tween Cylert and other drugs have not 
been studied in humans. As with most 
other drugs, concurrent administration 
with other agents, especially drugs with 
central nervous system activity, should be 
carefully monitored. 


Usage in Pregnancy: Safety for use in 
pregnancy has not been established. Stan- 
dard studies of fertility, teratology and repro- 
duction were conducted in rats and rabbits. 
Daily oral doses of pemoline of 18.75 

and 37.5 mg/kg beginning at conception 
produced no abnormalities in the fetuses 
and did not affect viability at birth. Further 
studies using similar dose levels with drug 
administration beginning 14 days before 
conception demonstrated an increased 
incidence of stillbirths in these animals. 


Drug Dependence: Studies of the 

drug abuse potential of Cylert (pemoline) 
in primates have not demonstrated a 
potential for self-administration. However, 
the pharmacologic similarities between 
Cylert and other CNS stimulants with 
known abuse liability suggest that drug 
dependence of the stimulant type might 
occur. There have been isolated reports of 
transient psychotic symptoms in adults 
following long-term misuse of pemoline 
taken orally in excessive quantities. There- 
fore, caution should be observed in emo- 
tionally unstable patients considered to 
have a psychological potential for drug 
dependence. 


Precautions: Delayed hypersensitivity 
reactions involving the liver have been 
reported in 1-2% of the patients receiving 
Cylert usually after several months of 
therapy. No clinical symptomatology has 
been observed, but mild to moderate 


increases in transaminase (SGOT and 
SGPT) levels have occurred in these 

cases. These effects appear to be com- 
pletely reversible when drug treatment is 
discontinued. Transaminase levels should 
be determined periodically during therapy 
with Cylert to detect any such reactions. 


Adverse Reactions: The most fre- 
quently reported adverse reaction with 
Cylert is insomnia. Insomnia has been 
observed prior to optimum therapeutic 
response and in the majority of cases was 
transient in nature or responded to dosage 
reduction. Anorexia with weight loss during 
the first few weeks of therapy has also been 
reported. With continuing therapy, a re- 
turn to a normal weight curve usually 
occurred within three to six months. Other 
adverse reactions reported include stomach- 
ache, skin rash, irritability, mild depression, 
nausea, dizziness, headache, drowsiness, 
and hallucinations. Mild adverse reactions 
appearing early in treatment often remit 
with continuing therapy. If adverse 
reactions are of a significant or protracted 
nature, dosage reduction or discontinua- 
tion should be considered. 


Dosage and Administration: Cylert 
(pemoline) is administered as a single oral 
dose each morning. The recommended 
starting dose is 37.5 mg per day. This daily 
dosage should be gradually increased at 
one week intervals using increments of 
18.75 mg until the desired clinical response 
is obtained. The mean daily effective dose 
ranges from 56.25 to 75 mg per day. The 
maximum recommended daily dose of 
pemoline is 112.5 mg. 

Clinical improvement with Cylert is 
gradual. Using the recommended schedule 
of dosage titration, significant benefit may 
not be evident until the third or fourth week 
of drug administration. Drug administra- 
tion should be interrupted occasionally to 
determine if behavioral symptoms sufficient 
to require continuing therapy recur. 


Overdosage: Cylert overdosage has 
been reported to produce symptoms of 
tachycardia, hallucinations, agitation, or 
restlessness. The treatment of acute massive 
overdosage with pemoline is essentially the 
same as that for overdosage with any drug 
having CNS stimulatory effects. Manage- 
ment is largely symptomatic and may 
include induction of emesis, gastric 

lavage or other measures as appropriate. 


How Supplied: Cylert (pemoline) is 
supplied as monogrammed, grooved 
tablets in three dosage strengths: 

18.75 mg. tablets (yellow-colored) in 
bottles of 100 (NDC 0074-6025-13) 

37.5 mg. tablets (orange-colored) in bottles 
of 100 (NDC 0074-6057-13) 

75 mg. tablets (tan-colored) in bottles 
of 100 (NDC 0074-6073-13) 

New Dosage Form: 
Cylert Chewable Tablets 37.5 mg. 


(orange-colored, grooved) in bottles c] 
of 100 (NDC 0074-6088-13) 
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symptomatic help for the schizophrenic patient 


Daxolin 


(loxapine succinate) 


Loxapine succinate has been evaluated clinically by the BPRS 
(Brief Psychiatric Rating Scale) in both acute and chronic 
schizophrenia, and in all age groups. 


Summary of Efficacy at End of Treatment in 11 Studies (by BPRS Item Profile)! 






2.5 






ACUTE SCHIZOPHRENIA 
(newly admitted patients—5 studies 


2.0 


) 
Overall Mean / 


0.5 


Mean Improvement Change from Baseline 





CHRONIC SCHIZOPHRENIA 
(at least 1 year psychiatric hospitalization—6 studies) 


Mean Improvement Change 
from Baseline 





mam | Oxapine amm |rilnoperazine sw Chlorpromazine 


Eleven controlled, double-blind studies! involved 235 acute and chronic schizophrenic patients treated with 
loxapine, 118 patients treated with trifluoperazine, and 116 patients treated with chlorpromazine. Statistical 
analyses of BPRS rating data showed consistently superior results in the acute patients in all three groups. 
Though differences between loxapine and the reference agents in individual studies varied in relation to the 
degree and frequency of observation, the variations, when present in acute patients, generally indicated a 
more positive response to loxapine. 


Educational program for family and friends 


EMP (Empathic) Communications was originated to help family 
and friends understand and provide more support to the patient. 

This program encourages their active cooperation in the patient's 
adjustment to therapy and rehabilitation and is available free 


of charge. 


The first booklet in the program answers 
questions on how to cope with the 
schizophrenic patient. The second covers 
family relations with the hospitalized 
schizophrenic. The third deals with drug 
therapy in schizophrenia. Other booklets 
are planned to provide further guidance to 
family, friends, employer, co-workers, and 
paramedical personnel in their dealings 
with the patient. 


Professional information for you 


Psychiatric Interfaces, offered to you free 
of charge, is a new professional service 
dealing with current psychiatric trends. 
Presenting the observations and viewpoints 
of psychiatrists on mental-health care, it is 
intended to help you keep up to date on 
interesting new developments in psychiatry. 


a comprehensive program centered on 


Daxolin 


(loxapine succinate) 


to help control symptoms in acute 


and chronic schizophrenia 





See last page for full prescribing information. 





Daxolin 


(loxapine succinate) 





helps control symptoms in acute and chronic schizophrenia 


10 mg (light and dark 
blue), bottles of 100 
and 1000. 


25 mg (blue and 
white), bottles of 100 


and 1000. 


50 mg (blue and 
maroon), bottles of 100 
and 1000. 





Description: DAXOLIN (loxapine succinate), a 
dibenzoxazepine compound, represents a new sub- 
class of tricyclic antipsychotic agent, chemically dis- 
tinct from the thioxanthenes, butyrophenones, and 
phenothiazines. Chemicaily, it is 2-chloro-11-(4- 
methyl-1-piperazinyl) dibenz [bf] [1.4] oxazepine. It is 
present in capsules as the succinate salt. Each 1.36 
mg of loxapine succinate is equivalent to 1 mg of 
loxapine. 

Actions: Pharmacologically, loxapine is a tranquilizer 
for which the exact mode of action has not been estab- 
lished. However, changes in the level of excitabiity of 
subcortical inhibitory areas have been observed in 
several animal species in association with such man- 
ifestations of tranquilization as calming effects and 
suppression of aggressive behavior. 

in normal human volunteers, signs of sedation were 
seen within 20 to 30 minutes after administration, were 
most pronounced within 1v2 to 3 hours, and lasted 
through 12 hours. Similar onset and duration of primary 
pharmacologic effect was seen in animals. 

Absorption of loxapine following oral or parenteral 
administration is virtually complete. The drug is re- 
moved rapidly from the plasma and distributed in 
tissues. Animal studies suggest an initial preferential 
distribution in lungs, brain, spleen, heart, and kidney. 
Loxapine is metabolized extensively and excreted 
mainly in the first 24 hours. Metabolites are excreted in 
the urine in the form cf conjugates but are unconju- 

ated in the feces. 

ndications: DAXOLIN is incicated for the manifesta- 
tions of schizophrenia. 
Contraindications: DAXOLIN (loxapine succinate) is 
contraindicated in comatose or severe drug-induced 
depressed states (alcohol, barbiturates, narcotics. 
etc.) 
DAXOLIN is contraindicated in individuals with 
known hypersensitivity to the drug. 
Warnings: Usage in Pregnancy: Safe use of DAXOLIN 
during pregnancy or lactation has not been estab- 
lished: therefore, its use in pregnancy, in nursing moth- 
ers, or in women of childbearing potential requires that 
the benefits of treatment be weighed against the possi- 
ble risks to mother and chiid. No embryotoxicity or 
teratogenicity was observed in studies in rats, rabbits 
or dogs. With the exception of one rabbit study, the 
highest dosage was two times the maximum recom- 
mended human dose and in some studies the dose 
was lower. Perinatal studies have shown renal papillary 
abnormalities in offspring of rats treated from mid- 
pregnancy with doses of 0.6 and 1.8 mg/kg doses 
which approximate the usual human dose but which 
are considerably below the maximum recommended 
human dose. 

Usage in Children: Studies have not been performed 
in children: therefore this drug is not recommended for 
use in children below the age of 16. 

DAXOLIN, like other tranquilizers, may impair mental 
andior physical abilities. especially during the first few 
days of therapy. Therefore, ambulatory patients should 
be warned about activities requiring alertness (eg. Op- 
erating vehicles or machinery). and about concomitant 
use of aicohol and other CNS depressants. 
Precautions: DAXOLIN should be used with extreme 
caution in patients with a history of convulsive disor- 
ders since it lowers the convulsive threshold. Seizures 


———— Pd 


have been reported in epileptic patients receiving 
DAXOLIN at antipsychotic dose levels, and may occur 
even with maintenance of routine anticonvulsant drug 
therapy. 

Loxapine has an antiemetic effect in animals. Since 
this effect also may occur in man, loxapine may mask 
signs of overdosage of toxic drugs and obscure condi- 
tions such as intestinal obstruction and brain tumor. 

DAXOLIN should be used with caution in patients 
with cardiovascular disease. Increased pulse rates 
have been reported in the majority of patients receiving 
antipsychotic doses; and transient hypotension has 
been reported. In the presence of severe hypotension 
requiring vasopressor therapy, the preferred drugs 
may be norepinephrine or angiotensin. Usual doses of 
epinephrine may be ineffective because of inhibition of 
its vasopressor effect by loxapine. 

The possibility of ocular toxicity from loxapine cannot 
be excluded atthis time. Therefore, careful observation 
should be made for pigmentary retinopathy and len- 
ticular pigmentation since these have been observed 
in some patients receiving certain other antipsychotic 
drugs for prolonged periods. 

Because of possible anticholinergic action, the drug 
should be used cautiously in patients with glaucoma or 
a tendency to urinary retention, particularly with con- 
comitant administration of anticholinergic-type anti- 
parkinsonian medication. 

Adverse Reactions: CNS Effects: Manifestations of 
adverse effects on the central nervous system, other 
than extrapyramidal effects, have been seen infre- 
quently. Drowsiness, usually mild, may occur at the be- 
ginning of therapy or when dosage is increased. It 
usually subsides with continued DAXOLIN (loxapine 
succinate) therapy. The incidence of sedation has 
been less than that of certain aliphatic phenothiazines 
and slightly more than the piperazine phenothiazines. 
Dizziness, faintness, staggering gait, muscle twitching, 
weakness, and confusional states have been reported. 

Extrapyramidal Reactions—Neuromuscular (extra- 
pyramidal) reactions during the administration of DAX- 
OLIN have been reported frequently, often during the 
first few days of treatment. in most patients, these reac- 
tions involved parkinsonism-like symptoms such as 
tremor, rigidity, excessive salivation, and masked fa- 
cies. Akathisia (motor restlessness) also has been re- 
ported relatively frequently These symptoms are usu- 
ally not severe and can be controlled by reduction of 
DAXOLIN dosage or by administration of antiparkinso- 
nian drugs in usual dosage. Dystonic and dyskinetic 
reactons have occurred less frequently, but may be 
more severe. Dystonias include spasms of muscles of 
the neck and face, tongue protrusion, and oculogyric 
movement. Dyskinetic reaction has been described in 
the form of choreoathetoid movements. These reac- 
tions sometimes require reduction or temporary with- 
drawal of DAXOLIN dosage in addition to appropriate 
counteractive drugs. 

Persistent Tardive Dyskinesia—In keeping with the 
action of all antipsychotic agents, tardive dyskinesia 
may appear in some patients on long-term therapy or 
may appear after drug therapy has been discontinued. 
The risk appears to be greater in elderly patients —es- 
pecially temales—on high-dose therapy. The symp- 
toms are persistent and, in some patients, appear to be 
irreversible. The syndrome is characterized by rhyth- 
mical involuntary movement of the tongue, face, 
mouth, or jaw (eg. protrusion of tongue, puffing of 
cheeks, puckering of mouth, chewing movements), 
Sometimes these may be accompanied by involuntary 
movements of the extremities. 

There is no known effective treatment for tardive dys- 
kines:a: antiparkinsonian agents usually do not alievi- 
ate the symptoms of this syndrome. It is suggested that 
ali antipsychotic agents be discontinued if these symp- 
toms appear. Should it be necessary toreinstitute treat- 
ment, or increase the dosage of the agent, or switch to 
a different antipsychotic agent, the syndrome may be 
masked. It has been suggested that fine vermicular 
movements of the tongue may be an early sign of the 
syndrome; if the medication is stopped at that time the 
syndrome may not develop. 

arciovascular Effects: Tachycardia, hypotension, hy- 
pertension, light-headedness, and syncope have 
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been reported. A few cases of ECG changes similar tc 
those seen with phenothiazines have been reported. | 
is not known whether these were related to ioxapine 
administration. 
Skin Effects: Dermatitis, edema (puffiness of face; 
pruritus, and seborrhea have been reported with lox 
apine. The possibility of photosensitivity and/or phos 
totoxicity occurring has not been excluded; skin rashes 
of uncertain etiology have been observed in a few pa 
tients during hot summer months. 
Endocrine Effects: No endocrine abnormalities have: 
been reported. 
Anticholinergic Effects: Dry mouth, nasal congestion: 
constipation, and blurred vision have occurred; these 
are more likely to occur with concomitant use of anti 
parkinsonian agents. 
Other Adverse Reactions: Nausea, vomiting, weigh 
gain, weight loss, dyspnea. ptosis, hyperpyrexi 
flushed facies, headache, paresthesia, and polydips 
have been reported in some patients. 
Dosage and Administration: DAXOLIN (oxapine: 
succinate) is administered orally, usually in dividec 
doses, two to four times a day. Daily dosage (in terms o: 
base equivalents) should be adjusted to the individuae 
patients needs as assessed by the severity of symp 
toms and previous history of response to antipsychotic: 
drugs. Initial dosage of 10 mg twice daily is recom 
mended although, in severely disturbed patients, initiat 
dosage up to a total of 50 mg daily may be desirable 
Dosage should then be increased fairly rapidly over the: 
first seven to ten days until there is effective control oe 
psychotic symptoms. Theusual therapeutic and maine 
tenance range is 60 mg to 100 mg daily. However, as: 
with other antipsychotic drugs, some patients responc 
to lower dosage and others require higher dosage fo 
optimal benefit. Daily dosage higher than 250 mg is noe 
recommended. For maintenance therapy, dosage: 
should be reduced to the lowest level compatible witt 
symptom control; many patients have been maintainec 
ec d at dosages inthe range of 20 mg to 60 mc. 
aily. 
How Supplied: DAXOLIN* {loxapine succinate) is 
supplied in the following base-equivalent strengths: 
CAPSULES Hard Shell Printed “DOME” 
10 mg— Light and Dark Blue; bottles of 100 and 100C 
25 mg—Biue and White; bottles of 100 and 1000. 
50 mg— Blue and Maroon: bottles of 100 and 1000. 













Manufactured for Dome Laboratories by 
Lederle Laboratories Division, American Cyanamid 
Company, Pear! River, N Y 


1. Data on file, Medical Research Department. 
Dome Laboratories. 


Division Miles Laboratories inc 
West Haven Connecticut 06516 USA 


DOM-1629 


a valuable link 
to the 
resources of the 


American Psychiatric Association 


for institutions and agencies 
concerned with the care 
of the mentally disabled 


Enrollment in the Hospital & Community Psychiatry 
service brings multiple copies of Hospital & Community 
Psychiatry into member agencies every month, keeping staff up to 
date on developments and issues in the mental health field, 
offering new ideas and fresh perspectives, and serving as a useful 
resource in staff development and training programs. 

Hospital & Community Psychiatry is just one of the 
benefits of membership in the H&CP Service. Others include a 
film library containing more than a hundred films specially chosen 
for their usefulness in staff development and community education 
programs; supplementary mailings of important books, reports, 
articles, or other material of special interest to administrators or 
clinicians; reduced registration fees at the annual fall Institute on 
Hospital & Community Psychiatry; and, on request, information 
and consultation from the professional staff of the American 
Psychiatric Association. The H&CP Service also sponsors the 
annual Achievement Awards competition, which gives special 
recognition to outstanding programs for the mentally ill and 
mentally retarded. 


Please send me information about membership in the Hospital & Community Psychiatry Service. 


NAME 





FACILITY 








ADDRESS 








CITY STATE ZIP CODE 


.— Hospital & 
Community 
hialry 





bao AMERICAN PSYCHIATRIC ASSOCIATION 
ervice 1700 18TH STREET, N.W. 
WASHINGTON, D.C. 20009 
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The psychologically disturbed patient may be 
especially vulnerable to insomnia—and excessively 
preoccupied with it when it occurs. For the patient who 
would benefit from a hypnotic, consider the adjunctive 
use of Dalmane (flurazepam HCl), a benzodiazepine 
proved to provide specific relief of insomnia in sleep 
laboratory subjects and in psychiatric patients. 


Proved in the sleep research 
laboratory in chronic insomniacs: 
28 nights of insomnia relief 
without increasing dosage" 


Dalmane is the only available hypnotic agent proved 
in sleep laboratory studies to be effective beyond the 
first two weeks, and still effective after 28 nights of 
administration. This continued effectiveness was 
demonstrated in an original 47-night study! and con- 
firmed by another? Insomnia is usually transient in 
most patients, and Dalmane is generally not necessary 
or recommended for longer than a few nights. How- 
ever, in patients undergoing psychotherapy, adjunctive 
use of a hypnotic may enhance progress by reducing 
preoccupation with insomniac symptoms related to the 
psychological disturbance? 
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Proved clinically on the psychiatric 


service: Prompt sleep, fewer nighttime 


awakenings and longer sleep 
for patients with insomnia‘ 


Dalmane 30 mg administered A.s. for 7 nights 
improved sleep induction, reduced nighttime awaken- 
ings and increased total sleep time, in a controlled clini- 
cal study among 49 psychiatric patients. Objective 
findings (bed-check records) and subjective patient esti- 
mates agreed? (see next page for results). 


Proved over time: the relative 
safety of Dalmane (flurazepam HCI) 


Dalmane has an excellent safety record; patients 
generally tolerate it well, and seldom experience morn- 
ing “hang-over.” The usual adult dose (30 mg hi. s.) 
remains effective from night to night without increasing 
dosage. To help preclude oversedation, dizziness or 
ataxia in the elderly or debilitated, prescribe 15 mg his. 
initially—a dosage proved effective? in elderly patients 
with insomnia. 


because patient safety 
is of equal concern 


flurazepam HCI) 


One 30-mg capsule h.s. — usual adult dosage 
(15 mg may suffice in some patients). 

One 15-mg capsule h.s.— initial dosage for 
elderly or debilitated patients. 


Please see following page for a summary 
of product information. 
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Effective for insomnia 






practice 


Dalmane 
flurazepam HUI 


B objectively effective in the sleep 
research laboratory 

B clearly effective in hospitalized 
psychiatric patients with insomnia 
B consistently effective in adult 
insomniacs of all ages, including 
the elderly 

m subjectively effective, with high 
patient acceptance and little 
morning “hang-over” 


Before prescribing Dalmane (flurazepam HCI), please consult 
complete product information, a summary of which follows: 
Indications: Effective in all types of insomnia characterized by 
difficulty in falling asleep, frequent nocturnal awakenings 
and/or early morning awakening; in patients with recurring 
insomnia or poor sleeping habits; in acute or chronic medical 
situations requiring restful sleep. Since insomnia is often tran- 
sient and intermittent, prolonged administration is generally 
not necessary or recommended. 


Contraindications: Known hypersensitivity to flurazepam HCl. 


Warnings: Caution patients about possible combined effects 
with alcohol and other CNS depressants. Caution against haz- 
ardous occupations requiring complete mental alertness (e.g., 
operating machinery, driving). 
Usage in Pregnancy: Several studies of minor tranquil- 
izers (chlordiazepoxide, diazepam, and meprobamate) 
suggest increased risk of congenital malformations 
during the first trimester of pregnancy. Dalmane, a 
benzodiazepine, has not been studied adequately to 
determine whether it may be associated with such an 
increased risk. Because use of these drugs is rarely a 
matter of urgency, their use during this period should 
almost always be avoided. Consider possibility of preg- 
nancy when instituting therapy; advise patients to dis- 
cuss therapy if they intend to or do become pregnant. 
Not recommended for use in persons under 15 years of age. 
Though physical and psychological dependence have not been 
reported on recommended doses, use caution in administering 
to addiction-prone individuals or those who might increase 
dosage. 
Precautions: In elderly and debilitated, limit initial dosage to 
15 mg to preclude oversedation, dizziness and/or ataxia. Con- 
sider potential additive effects with other hypnotics or CNS 
depressants. Employ usual precautions in patients who are 
severely depressed, or with latent depression or suicidal ten- 
dencies. Periodic blood counts and liver and kidney function 
tests are advised during repeated therapy. Observe usual pre- 
cautions in presence of impaired renal or hepatic function. 
Adverse Reactions: Dizziness, drowsiness, lightheadedness, 
staggering, ataxia and falling have occurred, particularly in 
elderly or debilitated patients. Severe sedation, lethargy, dis- 
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encountered in psychiatric 


PSYCHIATRIC PATIENTS 


WITH INSOMNIA SLEPT LONGER... 


(mean increase over baseline) 


SUBJECTIVELY 


by monitor's observations by their own estimates 





Dalmane Matct 
i atching 
i HCI) placebo 


(See previous page for discussion of study.) 


orientation and coma, probably indicative of drug intolerance 
or overdosage, have been reported. Also reported: headache, 
heartburn, upset stomach, nausea, vomiting, diarrhea, consti- 
pation, GI pain, nervousness, talkativeness, apprehension, irri- 
tability, weakness, palpitations, chest pains, body and joint 
pains and GU complaints. There have also been rare occur- 
rences of leukopenia, granulocytopenia, sweating, flushes, dif- 
ficulty in focusing, blurred vision, burning eyes, faintness, 
hypotension, shortness of breath, pruritus, skin rash, dry 
mouth, bitter taste, excessive salivation, anorexia, euphoria, 
depression, slurred speech, confusion, restlessness, hallucina- 
tions, paradoxical reactions, e.g., excitement, stimulation and 
hyperactivity, and elevated SGOT, SGPT, total and direct biliru- 
bins and alkaline phosphatase. 

Dosage: Individualize for maximum beneficial eflect. Adults: 
30 mg usual dosage; 15 mg may suffice in some patients. 
Elderly or debilitated patients: 15 mg initially until response is 
determined. 

Supplied: Capsules containing 15 mg or 30 mg flurazepam HCI. 
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meeting of the Association for Psychophysiological Study of 
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MOVING? 


PLEASE NOTIFY US 
6 WEEKS IN ADVANCE 


MEMBERS: This notification will change 
your address (and/or name) for the 

AMERICAN JOURNAL OF PSYCHIATRY, | 
PSYCHIATRIC NEWS, and all member- | 
wide APA mailings. 


SUBSCRIBERS: Please notify each 
publication separately. 
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Lack of communication between parent and child 
is widespread among families with MBD children. But 
today, that situation is being remedied. 

New ideas in MBD therapy now offer help to chil- 
dren with MBD and their families — family therapy 
sessions, programs teaching parental skills, direct 
eoaching, and encounter techniques. 

When indicated, Ritalin (methylphenidate) 
can play a useful role in improving parental- 
MBD child relationships by reducing the be- 
havioral and hyperactive symptoms of the 
disorder." Indeed, over 12 years of con- 
trolled studies and clinical use has established 
Ritalin as a drug of choice when treatment of 
MBD is indicated’* This experience has 
demonstrated the ability of Ritalin to effectively 
reduce hyperactivity,” ' distractibility, ^" and 
disorganized behavior" in the MBD child. 

These symptomatic improvements often result in 
the child being more responsive to the nonpharmacolog- 
ical measures of the MBD management team" 

Side effects — insomnia and appetite loss — occur 
less frequently or severely with Ritalin than with 
dextroamphetamine.’*"* 

Therapy with Ritalin should be undertaken only 
after a medical diagnosis of MBD has been made. 
Dosage should be periodically interrupted. Often these 
interruptions reveal some “stabilization” in the child’s 
behavior even without medication. In some MBD chil- 
dren they permit a reduction in dosage and eventual 


discontinuance of drug therapy. 


(methylphenidate) 


An effective 


member of the MBD 
management team 


Ritalin...Only when medication 
is indicated 


Please turn page for brief 
prescribing information. 


CIBA 





Ritalin® hydrochloride (€ 
(methylphenidate hydrochloride) 


. TABLETS 
INDICATION 


Minimal Brain Dysfunction in Children—as adjunc- 
tive therapy to other remedial measures 
(psychological, educational, social). 

Special Diagnostic Considerations 

Specific etiology of Minimal Brain Dysfunction 
(MBD) is unknown, and there is no single diagnos- 
tic test. Adequate diagnosis requires the use not 
only of medical but of special psychological, edu- 
cational, and social resources 

Characteristics commonly reported include 
chronic history of short attention span, distractibil- 
ity, emotional lability, impulsivity, and moderate to 
severe hyperactivity; minor neurological signs and 
abnormal EEG. Learning may or may not be im- 
paired. The diagnosis of MBD must be based 
upon a complete history and evaluation of the 
child and not solely on the presence of one or 
more of these characteristics 

Drug treatment is not indicated for all children with 
MBD. Stimulants are not intended for use in the 
child who exhibits symptoms secondary to en- 
vironmental factors and/or primary psychiatric dis- 
orders, including psychosis. Appropriate educa- 
tional placement is essential and psychosocial in- 
tervention is generally necessary. When remedial 
measures alone are insufficient, the decision to 
prescribe stimulant medication will depend upon 
the physicians assessment of the chronicity and 
severity of the child's symptoms. 
CONTRAINDICATIONS 

Marked anxiety, tension, and agitation, since Ritalin 
may aggravate these symptoms. Also contraindi- 
cated in patients known to be hypersensitive to the 
drug and in patients with glaucoma. 

WARNINGS 

Ritalin should not be used in children under six 
years, since safety and efficacy in this age group 
have not been established. 

Sufficient data on safety and efficacy of long-term 
use of Ritalin in children with minimal brain dys- 
function are not yet available. Although a causal 
relationship has not been established, suppression 
of growth (ie, weight gain and/or height) has been 
reported with long-term use of stimulants in chil- 
dren. Therefore, children requiring long-term 
therapy should be carefully monitored 

Ritalin should not be used for severe depression 
of either exogenous or endogenous origin or for 
the prevention of normal fatigue states. 

Ritalin may lower the convulsive threshold in pa- 
tients with or without prior seizures; with or without 
prior EEG abnormalities, even in absence of sei- 
zures. Safe concomitant use of anticonvulsants 
and Ritalin has not been established. If seizures 
occur, Ritalin should be discontinued. 

Use cautiously in patients with hypertension. 
Blood pressure should be monitored at ap- 
propriate intervals in all patients taking 
Ritalin, especially those witn hypertension 
Symptoms of visual disturbances have 
been encountered in rare cases. Difficulties 









with accommodation and blurring of vision have 
been reported 

Drug Interactions 

Ritalin may decrease the hypotensive effect of 
guanethidine. Use cautiously with pressor agents 
and MAO inhibitors. Ritalin may inhibit the 
metabolism of coumarin anticoagulants, anticon- 
vulsants (phenobarbital, diphenylhydantoin, 
primidone), phenylbutazone, and tricyclic antide- 
pressants (imipramine, desipramine). Downward 
dosage adjustments of these drugs may be re- 
quired when given concomitantly with Ritalin 
Usage in Pregnancy 

Adequate animal reproduction studies to establish 
safe use of Ritalin during pregnancy have not 
been conducted. Therefore, until more information 
is available, Ritalin should not be prescribed for 
women of childbearing age unless, in the opinion 
of the physician, the potential benefits outweigh 
the possible risks. 


Drug Dependence 

Ritalin should be given cautiously to emo- 
tionally unstable patients, such as those with 
a history of drug dependence or alcoholism, 
because such patients may increase dosage 
on their own initiative 

Chronically abusive use can lead to marked 
tolerance and psychic dependence with 
varying degrees of abnormal behavior. Frank 
psychotic episodes can occur, especially 
with parenteral abuse. Careful supervision is 
required during drug withdrawal, since se- 
vere depression as well as the effects of 
chronic overactivity can be unmasked 
Long-term follow-up may be required be- 
cause of the patient's basic personality dis- 
turbances 





PRECAUTIONS 
Patients with an element of agitation may react 
adversely; discontinue therapy if necessary 
Periodic CBC, differential, and platelet counts are 
advised during prolonged therapy 
ADVERSE REACTIONS 
Nervousness and insomnia are the most common 
adverse reactions but are usually controlled by re- 
ducing dosage and omitting the drug in the after- 
noon or evening. Other reactions include: hyper- 
sensitivity (including skin rash, urticaria, fever, 
arthralgia, exfoliative dermatitis, erythema mul- 
tiforme with nistopathological findings of necrotiz- 
ing vasculitis, and thrombocytopenic purpura); 
anorexia; nausea; dizziness; palpitations; 
headache; dyskinesia; drowsiness; blood pressure 
and pulse changes, both up and down, tachycar- 
dia; angina; cardiac arrhythmia, abdominal pain; 
weight loss during prolonged therapy. Toxic psy- 
chosis has been reported. Although a definite 
causal relationship has not been established, 
the following have been reported in pa- 
tients taking this drug: leukopenia and/or 
anemia; a few instances of scalp hair loss 
In children, loss of appetite, abdominal 
pain, weight loss during prolonged 
therapy, insomnia, and tachycardia may 
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occur more frequently; however, any of the other 
adverse reactions listed above may also occur. 
DOSAGE AND ADMINISTRATION 

Children with Minimal Brain Dysfunction (6 years 
and over). 

Start with small doses (eg, 5 mg before breakfast 
and lunch) with gradual increments of 5 to 10 mg 
weekly. Daily dosage above 60 mg is not recom- 
mended. If improvement is not observed after ap- 
propriate dosage adjustment over a one-month 
period, the drug should be discontinued. 

If paradoxical aggravation of symptoms or other 
adverse effects occur, reduce dosage. or, if 
necessary, discontinue the drug. 

Ritalin should be periodically discontinued to as- 
sess the child's condition. Improvement may be 
sustained when the drug is either temporarily or 
permanently discontinued. 

Drug treatment should not and need not be 
indefinite and usually may be discontinued after 
puberty 

HOW SUPPLIED 

Tablets, 20 mg (peach, scored); bottles of 100 and 
1000. 

Tablets, 10 mg (pale green, scored); bottles of 
100, 500, 1000 and Accu-Pak® blister units of 100. 
Tablets, 5 mg (pale yellow); bottles of 100, 500, 
and 1000. 


Consult complete product literature before 
prescribing. 


CIBA Pharmaceutical Company 
Division of CIBA-GEIGY Corporation 
Summit, New Jersey 07901 
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lranxene .. © 


(CLORAZEPATE DIPOTASSIUM) 


ACTIONS —Pharmacologically, TRANXENE (clorazepate dipotassium) has the char- 
acteristics of the benzodiazepines. It has depressant effects on the central 
nervous system. The primary metabolite, nordiazepam, quickly appears in the 
blood stream. The serum half-life is about 2 days. The drug is metabolized in the 
liver and excreted primarily in the urine. 


INDICATIONS—TRANXENE is indicated for the symptomatic relief of anxiety asso- 
ciated with anxiety neurosis, in other psychoneuroses in which anxiety symptoms 
are prominent features, and as an adjunct in disease states in which anxiety is 
manifested. 


CONTRAINDICATIONS—TRANXENE is contraindicated in patients with a known 
hypersensitivity to the drug, and in those with acute narrow angle glaucoma. 


WARNINGS — TRANXENE is not recommended for use in depressive neuroses or in 
psychotic reactions. 

Patients on TRANXENE should be cautioned against engaging in hazardous oc- 
cupations requiring mental alertness, such as operating dangerous machinery 
including motor vehicles. 

Since TRANXENE has a central nervous system depressant effect, patients 
should be advised against the simultaneous use of other CNS-depressant drugs, 
and cautioned that the effects of alcohol may be increased. 

Because of the lack of sufficient clinical experience, TRANXENE is not recom- 
mended for use in patients less than 18 years of age. 


Physical and Psychological Dependence: 


Withdrawal symptoms (similar in character to those noted with barbiturates and 
alcohol) have occurred following abrupt discontinuance of clorazepate. Symptoms 
of nervousness, insomnia, irritability, diarrhea, muscle aches and memory im- 
pairment have followed abrupt withdrawal after long-term use of high dosage. 

Caution should be observed in patients who are considered to have a psycho- 
logical potential for drug dependence. 

Evidence of drug dependence has been observed in dogs and rabbits which was 
characterized by convulsive seizures when the drug was abruptly withdrawn or 
the dose was reduced; the syndrome in dogs could be abolished by administra- 
tion of clorazepate. 


Usage in Pregnancy: 


An increased risk of congenital malformations associated with the use of minor 
tranquilizers (chlordiazepoxide, diazepam, and meprobamate) during the first tri- 
mester of pregnancy has been suggested in several studies. TRANXENE, a benzo- 
diazepine derivative, has not been studied adequately to determine whether it, 
too, may be associated with an increased risk of fetal abnormality. Because use 
of these drugs is rarely a matter of urgency, their use during this period should 
almost always be avoided. The possibility that a woman of childbearing potential 
may be pregnant at the time of institution of therapy should be considered. Pa- 
tients should be advised that if they become pregnant during therapy or intend 
to become pregnant they should communicate with their physician about the 
desirability of discontinuing the drug. 


Usage during Lactation: 


TRANXENE should not be given to nursing mothers since it has been reported 
that nordiazepam is excreted in human breast milk. 


PRECAUTIONS—In those patients in which a degree of depression accompanies 
the anxiety, suicidal tendencies may be present and protective measures may be 
required. The least amount of drug that is feasible should be available to the 
patient. 

Patients on TRANXENE for prolonged periods should have blood counts and 
liver function tests periodically. The usual precautions in treating patients with 
impaired renal or hepatic function should also be observed. 

In elderly or debilitated patients, the initial dose should be small, and incre- 
ments should be made gradually, in accordance with the response of the patient, 
to preclude ataxia or excessive sedation. 


ADVERSE REACTIONS—The side effect most frequently reported was drowsiness. 
Less commonly reported (in descending order of occurrence) were: dizziness, 
various gastrointestinal complaints, nervousness, blurred vision, dry mouth, head- 
ache, and mental confusion. Other side effects included insomnia, transient skin 
rashes, fatigue, ataxia, genitourinary complaints, irritability, diplopia, depression 
and slurred speech. 

There have been reports of abnormal liver and kidney function tests and of 
decrease in hematocrit. 

Decrease in systolic blood pressure has been observed. 


DOSAGE AND ADMINISTRATION —TRANXENE is administered orally. The capsules 
may be given in divided doses. The usual daily dose is 30 mg. The dose should be 
adjusted gradually within the range of 15 to 60 mg. daily in accordance with the 
response of the patient. In elderly or debilitated patients it is advisable to 
initiate treatment at a daily dose of 7.5 to 15 mg. 

TRANXENE capsules may also be administered as a single dose daily at bed- 
time; the recommended initial dose is 15 mg. After the initial dose, the response 
of the patient may require adjustment of subsequent dosage. Lower doses may 
be indicated in the elderly patient. Drowsiness may occur at the initiation of 
treatment and with dosage increment. 

TRANXENE-SD tablets (22.5 mg.) may be administered as a single dose every 
24 hours. This tablet is intended as an alternate dosage form for the con- 
venience of patients stabilized on a dose of 7.5 mg. capsules three times a day. 
TRANXENE-SD tablets should not be used to initiate therapy. 

TRANXENE-SD HALF STRENGTH tablets (11.25 mg.) may be administered as a 
single dose every 24 hours. 


DRUG INTERACTIONS—If TRANXENE is to be combined with other drugs acting on 
the central nervous system, careful consideration should be given to the pharma- 
cology of the agents to be employed. Animal experience indicates that TRANXENE 
prolongs the sleeping time after hexobarbital or after ethyl alcohol, increases 
the inhibitory effects of chlorpromazine, but does not exhibit monoamine oxidase 
inhibition. Clinical studies have shown increased sedation with concurrent hyp- 
notic medications. The actions of the benzodiazepines may be potentiated by 
barbiturates, narcotics, phenothiazines, monoamine oxidase inhibitors or other 
antidepressants. 
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Brief Summary 


If TRANXENE (clorazepate dipotassium) is used to treat anxiety associated 
with somatic disease states, careful attention must be paid to possible drug 
interaction with concomitant medication. 


MANAGEMENT OF OVERDOSAGE —Overdosage is usually manifested by varying de- 
grees of CNS depression ranging from slight sedation to coma. As in the manage- 
ment of overdosage with any drug, it should be borne in mind that multiple agents 
may have been taken. 

There are no specific antidotes for the benzodiazepines. The treatment of 
overdosage should consist of the general measures employed in the management 
of overdosage of any CNS depressant. Gastric evacuation either by the induction 
of emesis, lavage, or both, should be performed immediately. General supportive 
care, including frequent monitoring of the vital signs and close observation of 
the patient, is indicated. Hypotension, though rarely reported, may occur with 
large overdoses. In such cases the use of agents such as Levophed® (levarterenol) 
or Aramine® (metaraminol) should be considered. 

While reports indicate that individuals have survived overdoses of TRANXENE 
as high as 450 to 675 mg., these doses are not necessarily an accurate indica- 
tion of the amount of drug absorbed, since the time interval between ingestion 
and the institution of treatment was not always known. Sedation in varying de- 
grees was the most common physiological manifestation of TRANXENE over- 
dosage. Deep coma when it occurred was usually associated with the ingestion 
of other drugs in addition to TRANXENE. 


CLINICAL PHARMACOLOGY —Studies in healthy men have shown that TRANXENE 
has depressant effects on the central nervous system. Prolonged administration 
of single daily doses as high as 120 mg. was without toxic effects. Abrupt cessa- 
tion of high doses was followed in some patients by nervousness, insomnia, 
irritability, diarrhea, muscle aches, or memory impairment. 

Absorption—Excretion: 

After oral administration of TRANXENE, there is essentially no circulating parent 
drug. Nordiazepam, its primary metabolite, quickly appears in the blood stream. 
In 2 volunteers given 15 mg. (50 uC) of '*C-TRANXENE, about 80% was recov- 
ered in the urine and feces within 10 days. Excretion was primarily in the urine 
with about 1% excreted per day on day 10. 


HOW SUPPLIED—TRANXENE (clorazepate dipotassium) is supplied as capsules in 
three dosage strengths: 


3.75 mg. capsules (gray with white cap) in bottles of 100 (NDC 0074-3417-13) 
and 500 (NDC 0074-3417-53). Also available in ABBO-PAC® unit dose packages 
of 100 capsules (NDC 0074-3417-11). 

7.5 mg. capsules (gray with maroon cap) in bottles of 100 (NDC 0074-3418-13) 
and 500 (NDC 0074-3418-53). Also available in ABBO-PAC® unit dose packages 
of 100 capsules (NDC 0074-3418-11). 

15 mg. capsules (all gray) in bottles of 100 (NDC 0074-3419-13) and 500 (NDC 
0074-3419-53). Also available in ABBO-PAC® unit dose packages of 100 capsules 
(NDC 0074-3419-11). 


TRANXENE-SD single dose tablets are supplied in two dosage strengths: 
TRANXENE-SD 22.5 mg. tablets (tan-colored) in bottles of 100 (NDC 0074-2997-13). 


TRANXENE-SD HALF STRENGTH 11.25 mg. tablets (blue-colored) in bottles of 100 
(NDC 0074-2699-13). 6113172 


Introducing 
ONCE-A-DAY 


Tranxene-SD 


CLORAZEPATE DIPOTASSIUM 


Half-Strength... 
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Basic tool of 
primitive psychiatry 
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Herbalist's staff 

(opa osanyin), with birds 
(wrought iron), 
Yoruba tribe, Nigeria, 
2] inches. 

[his staff is topped 

by a circle to which 

16 small birds 

(a magical number) 
are attached. The 
single bird in the 
middle symbolizes 
the witch who causes 
sickness or death. 
The staff is placed 
next to the shrine ol 
Osanvin (the god of 
the herbalist), along 
with eggs and kola, to 
neutralize the witch's 
evil spirit. Sometimes 
the staff is also placed 
next to the bed of a 
sick person to chase 
away the disease- 
causing spirit. 

From the collection 
of the Segy Gallery, 
New York City. 
Reproduced with 
permission. 








Basic tool of. 
modern psychiatry 


lhorazine: 


band of Chlorpromazine 


e ‘Thorazine’ effectively controls 


psychotic symptoms 


e Especially useful in agitated, violent 
or anxious schizophrenic patients 


* Unsurpassed clinical experience 


e 18 convenient dosage forms and strengths 


Before prescribing, see complete prescribing 
information in SK&F literature or PDR. The 
following is a brief summary. 


Indications 
Based on a review of this drug by the 
National Academy of Sciences — National 
Research Council and/or other informa- 
tion, FDA has classified the indications 
as follows: 


Effective: For the management of mani- 
festations of psychotic disorders. For 
control of the manilestations of manic- 
depressive illness (manic phase). 
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WARREN S. WILLIAMS 


When a period of intensive 
residential treatment is indicated: 


THE BROWN SCHOOLS 


A community within a community to provide individualized treat- 
ment within a residential milieu. 
A program designed for: psychiatric illness, behavior problems in 
neurological patients, and rehabilitation of the mentally retarded. 
Three separate treatment centers plus a transitional treatment 
center provide individually prescribed programs of care, education, 
treatment and training for children, adolescents and adults. The cen- 
ters are geographically separated to provide the proper residential 
group, yet near enough to benefit from the combined 
training and experience of a wide range of staff members. 


For information, write: The Director of Admissions, Department C-0, 
THE BROWN SCHOOLS, P.O. Box 4008, Austin, Texas 78765 

Toll Call: (512) 478-6662/Out of State Free: (800) 531-5305/From 
Texas Free: (800) 292-5404 


Jackson R. Day, M.D./Medical and Psychiatric Director; James 
L. Boynton, M.D./Staff Physician; Thomas F. 
Caldwell, D.D.S./Staff Dentist (General); John L. 
Carrick, M.D./Staff Physician; Pat A. Cato, M.D./ 
Staff Physician; Willis M. Thorstad, M.D./Staff Physi- 
cian; Paul L. White, M.D./Staff Physician; James D. à 
Hinkle, M.D./Staff Physician; Kurt Lekisch, M.D./ RAPE 
Staff Physician; Ira E. Tunnell, M.D./ Staff Physician; | 5 
Dan T. Matthews, M.D./Staff Physician; Kenneth R. [2 
Dorman, M.D./Staff Physician à; 


V3 
All our programs are accredited by the THE a i) 
appropriate Councils of the Joint Com- BROWN 
mission on Accreditation of Hospitals. 


An Equal Opportunity Employer SCHOOLS 






















The April 1977 issue of 


The American Journal of Psychiatry 


will feature 


e The Offspring of Alcoholics: 
A Critical Review 
By Nady El-Guebaly and 
David R. Offord 









Agitation and hosti 
rapidly controlk 


agitated, hostile, belligerent... 
© -On admission. These symptoms respond particularly well to Navane 
(thiothixene). Extensive clinical data and widespread experience support the 
_ effectiveness of Navane in rapidly reducing the agitation and hostility which can 
_ stem from thought and major mood disorders, hallucinations or delusions. 






long-term therapy is facilitated... 
„because Navane offers an unsurpassed safety record among effective 
. neuroleptic agents, permitting continuing control of symptoms of psychoses 
. Such as agitation, hostility and combativeness. Like other antipsychotic agents, 
extrapyramidal symptoms may occur, but are readily controlled through dosage 
adjustments or antiparkinsonian agents. Cardiovascular effects such as 
hypotension, and hepatic or hematopoietic effects rarely occur and are generally 
mild and transient, with no jaundice or agranulocytosis reported to date. 
an effective first step towards discharge... 


Navane: 
(thiothixene) (thiothixene HCI) 


Capsules I mg.. 2 mg.. 5 mg., 10 mg., 20 mg. Concentrate 5 mg./ml. Intramuscular 2 mg./ ml. 





For prescribing information, including adverse reactions and ROeRIG G2 
T NS ¢ uu 7 NOMEN. : A division of Pfizer Pharmaceuticals 
contraindications please see following page of this advertisement. How Vick Mew York (XET 


Navane (thiothixene) (thiothixene hydrochloride) 


Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20 mg Concentrate: 5 mg/ml Intramuscular: 2 mg/ml 


PRESCRIBING INFORMATION 

Navane® (thiothixene) 

Capsules 1 mg, 2 mg, 5 mg, 10 mg, 20 mg 
(thiothixene hydrochloride) Concentrate: 5 mg/ mi, 
Intramuscular: 2 mg/ml 

Actions. Navane is a psychotropic agent of the 
thioxanthene series. Navane possesses certain 
chemical and pharmacological similarities to the 
piperazine phenothiazines and differences from the 
aliphatic group of phenothiazines. Navane's mode 
of action has not been clearly established. 
Indications. Navane is effective in the manage- 
ment of manifestations of psychotic disorders. 
Contraindications. Navane is contraindicated in 
patients with circulatory collapse, comatose states, 
central nervous system depression due to any 
cause, and blood dyscrasias. Navane is contra- 
indicated in individuals who have shown hyper- 
sensitivity to the drug, It is not known whether 
there is a cross-sensitivity between the thioxan- 
thenes and the phenothiazine derivatives, but this 
possibility should be considered. 

Warnings. Usage in Pregnancy — Safe use of 
Navane during pregnancy has not been estab- 
lished. Therefore, this drug should be given to 
pregnant patients only when, in the judgment of 
the physician, the expected benefits from the 
treatment exceed the possible risks to mother and 
fetus. Animal reproduction studies and clinical 
experience to date have not demonstrated any 
teratogenic effects. 

In the animal reproduction studies with Navane, 
there was some decrease in conception rate and 
litter size, and an increase in resorption rate in 
rats and rabbits, changes which have been simi- 
larly reported with other psychotropic agents. 
After repeated oral administration to rats (5 to 
15 mg/kg/day), rabbits (3 to 50 mg/kg/day), and 
monkeys (1 to 3 mg/kg/day) before and during 
gestation, no teratogenic effects were seen. (See 
Precautions.) 

Usage in Children—The use of Navane in chil- 
dren under 12 years of age is not recommended 
because safety and efficacy in the pediatric age 
group have not been established. 

As is true with many CNS drugs, Navane may 
impair the mental and/or physical abilities re- 
quired for the performance of potentially hazard- 
ous tasks such as driving a car or operating ma- 
chinery, especially during the first few days of 
therapy. Therefore, the patient should be cau- 
tioned accordingly. 

As in the case of other CNS-acting drugs, pa- 
tients receiving Navane should be cautioned about 
the possible additive effects (which may include 
hypotension) with CNS depressants and with 
alcohol, . 
Precautions. An antiemetic effect was observed 
in animal studies with Navane; since this effect 
may also occur in man, it is possible that Navane 
may mask signs of overdosage of toxic drugs and 
may obscure conditions such as intestinal ob- 
struction and brain tumor. 

Ín consideration of the known capability of 
Navane and certain other psychotropic drugs to 
precipitate convulsions, extreme caution should 
be used in patients with a history of convulsive 
disorders or those in a state of alcohol withdrawal 
since it may lower the convulsive threshold. Al- 
though Navane pctentiates the actions of the bar- 
biturates, the dosage of the anticonvulsant therapy 
should not be reduced when Navane is admin- 
istered concurrently. 

Caution as well as careful adjustment of the 
dosage is indicated when Navane is used in con- 
junction with other CNS depressants other than 
anticonvulsant drugs. 

Though exhibiting rather weak antichclinergic 
properties, Navane should be used with caution 
in patients who are known or suspected to have 
glaucoma, or who might be exposed to extreme 
heat, or who are receiving atropine or related 
drugs. 

Use with caution in patients with cardiovascu- 
lar disease. 

Also, careful observation should be made for 
pigmentary retinopathy, and lenticular pigmenta- 
tion (fine lenticular pigmentation has been noted 
in a small number of patients treated with Navane 
for prolonged periods). Blood dyscrasias (agran- 
ulocytosis, pancytopenia, thrombocytopenic pur- 
pura), and liver damage (jaundice, biliary stasis) 
have been reported with related drugs. 

Undue exposure to sunlight should be avoided. 
Photosensitive reactions have been reported in 
patients on Navane, 

Intramuscular Administration — As with all in- 
tramuscular preparations, Navane Intramuscular 
should be injected well within the body of a rela- 
tively large muscle. The preferred sites are the 
upper outer quadrant of the buttock (i.e., gluteus 
maximus) and the mid-lateral thigh. 

The deltoid area should be used only if well de- 
veloped, such as in certain adults and older chil- 
dren, and then only with caution to avoid radial 
nerve injury. Intramuscular injections should not 
be made into the lower and mid-thirds of the 
upper arm. As with ali intramuscular injections, 
aspiration is necessary to help avoid inadvertent 


injection into a blood vessel, 

Adverse Reactions. Note: Not all of the following 
adverse reactions have been reported with Navane 
(thiothixene). However, since Navane has certain 
chemical and pharmacologic similarities to the 
phenothiazines, all of the known side effects and 
toxicity associated with phenothiazine therapy 
should be borne in mind when Navane is used. 

Cardiovascular effects: Tachycardia, hypoten- 
sion, lightheadedness, and syncope. In the event 
hypotension occurs, epinephrine should not be 
used as a pressor agent since a paradoxical further 
lowering of blood pressure may result. Nonspe- 
cific EKG changes have been observed in some 
patients receiving Navane, These changes are usu- 
ally reversible and frequently disappear on con- 
tinued Navane therapy. The incidence of these 
changes is lower than that observed with some 
phenothiazines, The clinical significance of these 
changes is not known. 

CNS effects: Drowsiness, usually mild, may 
occur although it usually subsides with continu- 
ation of Navane therapy. The incidence of seda- 
tion appears similar to that of the piperazine group 
of phenothiazines, but less than that of certain 
aliphatic phenothiazines. Restlessness, agitation 
and insomnia have been noted with Navane. Sei- 
zures and paradoxical exacerbation of psychotic 
symptoms have occurred with Navane infre- 
quently. 

Hyperreflexia has been reported in infants de- 
livered from mothers having received structurally 
related drugs. 

in addition, phenothiazine derivatives have been 
associated with cerebral edema and cerebrospinal 
fluid abnormalities. 

Extrapyramidal symptoms, such as pseudo- 
parkinsonism, akathisia, and dystonia have been 
reported, Management of these extrapyramidal 
symptoms depends upon the type and severity. 
Rapid relief of acute symptoms may require the 
use of an injectable antiparkinson agent. More 
slowly emerging symptoms may be managed by 
reducing the dosage of Navane and/or adminis- 
tering an oral antiparkinson agent. 

Persistent Tardive Dyskinesia: As with all anti- 
psychotic agents tardive dyskinesia may appear in 
some patients on long term therapy or may occur 
after drug therapy has been discontinued. The 
risk seems to be greater in elderly patients on 
high-dose therapy, especially females. The symp- 
toms are persistent and in some patients appear 
to be irreversible. The syndrome is characterized 
by rhythmical involuntary movements of the 
tongue, face, mouth or jaw (e.g., protrusion of 
tongue, puffing of cheeks, puckering of mouth, 
chewing movements). Sometimes these may be 
accompanied by involuntary movements of ex- 
tremities, 

There is no known effective treatment for tar- 
dive dyskinesia: antiparkinsonism agents usually 
do not alleviate the symptoms of this syndrome. 
It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. 

Should it be necessary to reinstitute treatment, 
or increase the dosage of the agent, or switch to a 
different antipsychotic agent, the syndrome may 
be masked. 

It has been reported that fine vermicular move- 
ments of the tongue may be an early sign of the 
syndrome and if the medication is stopped at that 
time, the syndrome may not develop. 

Hepatic effects: Elevations of serum trans- 
aminase and alkaline phosphatase, usually tran- 
sient, have been infrequently observed in some 
patients. No clinically confirmed cases of jaun- 
dice attributable to Navane have been reported. 

Hematologic effects: As is true with certain 
other psychotropic drugs, leukopenia and leuco- 
cytosis, which are usually transient, can occur 
occasionally with Navane. Other antipsychotic 
drugs have been associated with agranulocytosis, 
eosinophilia, hemolytic anemia, thrombocytopenia 
and pancytopenia. 

Allergic reactions: Rash, pruritus, urticaria, 
photosensitivity and rare cases of anaphylaxis 
have been reported with Navane. Undue exposure 
to sunlight should be avoided. Although not ex- 
perienced with Navane, exfoliative dermatitis and 
contact dermatitis (in nursing personnel) have 
been reported with certain phenothiazines, 

Endocrine disorders: Lactation, moderate breast 
enlargement and amenorrhea have occurred in a 
small percentage of females receiving Navane, If 
persistent, this may necessitate a reduction in 
dosage or the discontinuation of therapy. Pheno- 
thiazines have been associated with false positive 
pregnancy tests, gynecomastia, hypoglycemia, hy- 
perglycemia, and glycosuria. 

Autonomic effects: Dry mouth, blurred vision, 
nasal congestion, constipation, increased sweat- 
ing, increased salivation, and impotence have oc- 
curred infrequently with Navane therapy. Pheno- 
thiazines have been associated with miosis, my- 
driasis, and adynamic ileus. 

Other adverse reactions: Hyperpyrexia, anorex- 
ia, nausea, vomiting, diarrhea, increase in appe- 
tite and weight, weakness or fatigue, polydipsia 
and peripheral edema. 


Although not reported with Navane, evidence 
indicates there is a relationship between pheno- 
thiazine therapy and the occurrence of a systemic 
lupus erythematosus-like syndrome. 

NOTE: Sudden deaths have occasionally been 
reported in patients who have received certain 
phenothiazine derivatives. In some cases the cause 
of death was apparently cardiac arrest or asphyxia 
due to failure of the cough reflex. In others, the 
cause could not be determined nor could it be 
established that death was due to phenothiazine 
administration. 

Dosage and Administration, Dosage of Navane 
should be individually adjusted depending on the 
chronicity and severity of the condition. In gen- 
eral, small doses should be used initially and 
gradually increased to the optimal effective level, 
based on patient response. 

Some patients have been successfully main- 
tained on once-a-day Navane therapy. 

Usage in children under 12 years of age is not 
recommended because safe conditions for its use 
have not been established. 

Navane Intramuscular Solution—For Intramus- 
cular Use Only. Where more rapid control and 
treatment of acute behavior is desirable, the intra- 
muscular form of Navane may be indicated. It is 
also of benefit where the very nature of the pa- 
tient’s symptomatology, whether acute or chronic, 
renders oral administration impractical or even 
impossible. 

For treatment of acute symptomatology or in 
patients unable or unwilling to take oral medica- 
tion, the usual dose is 4 mg of Navane Intramus- 
cular administered 2 to 4 times daily. Dosage may 
be increased or decreased depending on response. 
Most patients are controlled on a total daily dos- 
age of 16 to 20 mg. The maximum recommended 
dosage is 30 mg/day. An oral form should sup- 
plant the injectable form as soon as possible. It 
may be necessary to adjust the dosage when 
changing from the intramuscular to oral dosage 
forms. Dosage recommendations for Navane Cap- 
sules and Concentrate appear in the following 
paragraphs. 

Navane Capsules; Navane Concentrate—In 
milder conditions, an initial dose of 2 mg three 
times daily. If indicated, a subsequent increase to 
15 mg/day total daily dose is cften effective. 

In more severe conditions, an initial dose of 5 
mg twice daily. 

The usual optimal dose is 20 to 30 mg daily. If 

indicated, an increase to 60 mg/day total daily 
dose is often effective. Exceeding a total daily 
dose of 60 mg rarely increases the beneficial 
response. 
Overdosage. Manifestations include muscular 
twitching, drowsiness, and dizziness. Symptoms of 
gross overdosage may include CNS depression, 
rigidity, weakness, torticollis, tremor, salivation, 
dysphagia, hypotension, disturbances of gait, or 
coma, 

Treatment: Essentially symptomatic and sup- 
portive. For Navane oral, early gastric lavage is 
helpful. For Navane oral and Intramuscular, keep 
patient under careful observation and maintain an 
open airway, since involvement of the extrapyra- 
midal system may produce dysphagia and respira- 
tory difficulty in severe overdosage, If hypoten- 
sion occurs, the standard measures for managing 
circulatory shock should be used (L. V. fluids and/ 
or vasoconstrictors). 

If a vasoconstrictor is needed, levarterenol and 
phenylephrine are the most suitable drugs. Other 
pressor agents, including epinephrine, are not rec- 
ommended, since phenothiazine derivatives may 
reverse the usual pressor elevating action of these 
agents and cause further lowering of blood pres- 
sure. 

If CNS depression is present, recommended 
stimulants include amphetamine, dextroampheta- 
mine, or caffeine and sodium benzoate. Picro- 
toxin or pentylenetetrazol should be avoided, Ex- 
trapyramidal symptoms may be treated with anti- 
parkinson drugs, 

There are no data on the use of peritoneal or 

hemodialysis, but they are known to be of little 
value in phenothiazine intoxication, 
How Supplied. Navane (thiothixene) is available 
as capsules containing 1 mg, 2 mg, 5 mg, and 10 
mg. of thiothixene in bottles of 100 and 1,000. 
Navane is also available as capsules containing 
20 mg of thiothixene in bottles of 100 and 500. 

Navane (thiothixene hydrochloride) Concen- 
trate is available in 120 ml (4 oz.) bottles with an 
accompanying dropper calibrated at 2 mg, 4 mg, 
5 mg, 6 mg, 8 mg, and IO mg. Each ml contains 
thiothixene hydrochloride equivalent to 5 mg of 
thiothixene. Contains alcohol, U.S.P. 7.0% v/v 
(small loss unavoidable). . 

Navane (thiothixene hydrochloride) Intramus- 
cular solution is available in a 2 ml amber glass 
vial in packages of 10. Each ml contains thio- 
thixene hydrochloride equivalent to 2 mg of thio- 
thixene, dextrose 5% w/v, benzyl alcohol 0.9% 
w/v, and propyl gallate 0.0295 w/v. 

More detailed professional information avail- 


able on request. 
ROeRIG €Z» 


A division of Plizer Pharmaceuticals 
New York, New York 10017 


Human Sexuality 
in Four Perspectives 


edited by Frank A. Beach 


Representing an ambitious attempt at syn- 
thesis, this volume explores human sex- 
uality from developmental, sociological, 
physiological, and evolutionary perspec- 
tives. In addition Frank A. Beach presents 
some provocative conclusions about bi- 
sexuality. The contributors, all internation- 
ally recognized authorities, discuss sexual- 
ity across cultures; the psychology of sex 
differences; sexual deviations; homosex- 
uality; human hermaphroditism; psychologi- 
cal distress during the menstrual, post- 
partum, and menopausal periods; human 
sexual development; sexual hormones; and 
sexual behavior in animals. $15.00 


ins Hopkins 


The Johns Hopkins University Press 
Baltimore, Maryland 21218 


Laboratory 
Services 


(On Hair and Other Organic Materials *) 


. Amino Acid Analysis 

. Mechanical Optical Properties 
. Scanning Electron Microscopy 
. Trace Metal Analysis 

Lead Zinc 

Arsenic Copper 


Cadmium Magnesium 
Mercury and many more 


5. Transmission Electron Microscopy 
. plus many other capabilities and their... 


... Medical importance are described in 
the new Laboratory Handbook. 
Yours for the asking from 


PROGRESS IN BEHAVIOR 
MODIFICATION, Volume 4 


Edited by MICHEL HERSEN, RICHARD M. EISLER, and 
PETER M. MILLER 


CONTENTS: A. S. Bellack, Behavioral Treatment for 
Obesity: Appraisal and Hecommendations. A. E. 
Kazdin, Extensions of Reinforcement Techniques to 
socially and Environmentally Relevant Behaviors. 
C. R. O'Donnell, Behavior Modification in Commu- 
nity Settings. D. A. Bernstein and M. T. Nietzel, 
Demand Characteristics in Behavior Modification: 
The Natural History of a "Nuisance." E. B. Blanchard 
and L. H. Epstein, The Clinical Usefulness of Bio- 
feedback. A. M. Graziano, Parents as Behavior 
Therapists. D. J. Levis and N. Hare, A Review of the 
Theoretical Rationale and Empirical Support for the 
Extinction Approach of Implosive (Flooding) Therapy. 
1977, 394 pp.. $19.50/£13.85 ISBN: 0-12-535604-8; 
aiso available in Library Edition with Microfiche, 
$25.50/£18.10 ISBN: 0-12-535680-3; 

Microtiche only, $13,50/£9.50 ISBN. 0-12-535681-1 


COPING AND DEFENDING 


Processes of Self-Environment Organization 
By NORMA HAAN 


| With Chapters by Richard Morrissey, Paul Joffe, and 


Murray Naditch 
A Volume in the PERSONALITY AND PSYCHOPATHOLOGY Series 


Arguing that personalities are most faithfully seen 
as organizations of coping and defending processes, 
this book provides a model of such processes, and _ 
research based on it. it integrates Freudian and 
Piagetian perspectives to build a psychology of 
people within situations. As a middle-level concep- 
tualization, it relates to developmental and historical 
perspectives, social constructivist epistemologies, 
and the social nature of psychology and experi- 
menter-subject relationships. It considers the inter- 
regulation of processes with cognitive and moral 
structures, and their operation developmentally, in 
stress situations, and in family groups, and also 
gives a process definition of ideal man as one who 
copes. 

1977, 368 pp., $17.50/£12.40 ISBN: 0-12-312350-X 


THE HIERARCHICAL NATURE OF 
PERSONAL ILLNESS 


By G. A. FOULDS 


The principal aim of this book is to suggest a 
more logical classification of psychiatric ilinesses 
and to examine it in the light of patient's reports of 
their symptoms. Four classes of non-organic pa- 
tients were designated: those with delusions of 
disintegration, with integrated delusions, with neu- 
rotic symptoms, and with dysthymic states. The re- 
lationship between classes is seen as inclusive and 
non-reflexive and so constitutes a hierarchy. Some 
of the evidence presented here on the hierarchical 
nature of personal illness has already appeared in 
various scientific journals; the author believes that 
bringing the work together in one publication will do 
much to convince the critics of the value of this 
controversial theory. 


*including | 1976, 158 pp., $14.75/£5.80 ISBN: 0-12-263250-8 


blood and urine | Send payment with order and save postage plus 50€ 
P.S i handling charge. 


Call Toli Free REM EDCQ Prices are subjeci to change without notice. 
In California Academic Press, Inc. 


ANALYTICAL LABORATORY 


Call Collect HEW Lic. 404-1156 A Subsidiary of Harcourt Brace Jovanovich, Publishers 


(PoP CMa sten Vani PAS 111 FIFTH AVENUE, NEW YORK, N.Y. 10003 
(213) 781-4934 CAA SEEN VAR NOVS 24-28 OVAL ROAD. LONDON NW1 7DX 
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50 mg 
Elavil 


(Amitriptyline HCl MSD} 


provides the convenience of 
single-tablet h.s.therapy 





when control of 

symptoms requires ! 
adjustment to the J— 
maximum daily adult “2 


outpatient dosage 4% / 













D Nowthe150-mg tablet... 
8 another good manor to prescribe 
EN ELAVIL (Amitriptyline HCI| MSD) 


Z2 forclinically significant depression 


The other reasons: 
10 mg e 


e Efficacy—ELAVIL is highly effective in the 
management of clinically significant 
depression. 


e Six tablet strengths of ELAVIL have been 
developed through the years. The introduction 
of new dosage strengths has helped make 

50 mg Qe ELAVIL even more useful in meeting the dosage 

needs of depressed patients. They provide 
improved prescribing flexibility and more 
convenient regimens. 


a 75 mg e One-tablet-a-day therapy at bedtime is now 
- available with four different dosage strengths. 
ELAVIL provides many tablet strengths—50 mg, 
r 75 mg, 100 mg, and 150 mg—for once-a-day 
100 mg & D therapy in appropriate patients. 
5 e Tablets are color coded to help make adminis- 
tration more convenient and accurate. 





ELAVIL should not be used during the acute 
recovery phase following myocardial infarction; 
in patients hypersensitive to it; in those who 
have received an MAOI within two weeks; or in 
children under 12. Patients with cardiovascular 
disorders should be watched closely. Safe use 
during pregnancy and lactation has not been 
established. The drug may impair mental or 
physical abilities required in the performance 
of hazardous tasks and may enhance the 
response to alcohol. The possibility of suicide 
B onn in depressed patients remains until significant 
py ^ remission occurs. Potentially suicidal patients 
E s ON should not have access to large quantities of 
jf E "eto this drug. Prescriptions should be written for 

"- the smallest amount feasible. Hospitalize as 
f soon as possible any patient suspected of having 
i taken an overdose. 
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um, please see following page. 


TABLETS: 10 mg, 25 mg, 50 mg, 75 mg, 100 mg, and 150 mg 
INJECTION: 10 mg per ml 


Elavil 
(Amitriptyline HCl’ MSD) 


a highly effective antidepressant 
with features to help improve 
patient compliance 


Contraindications: Known hypersensitivity. Should not be given concomitantly with a 
monoamine oxidase inhibitor since hyperpyretic crises, severe convulsions, and deaths have oc- 
curred. When used to replace a monoamine oxidase inhibitor, allow a minimum of 14 days to 
elapse before initiating therapy with amitriptyline HCI. Initiate dosage of amitriptyline HCI 
cautiously with gradual increase in dosage until optimum response is achieved. Not recom- 
mended during the acute recovery phase following myocardial infarction. 

Warnings: May block the antihypertensive action o* guanethidine or similarly acting compounds. 
Should be used with caution in patients with a history of seizures or urinary retention, or with 
angle-closure glaucoma or increased intraocular pressure; in patients with angle-closure 
glaucoma, even average doses may precipitate an attack. Patients with cardiovascular disorders 
should be watched closely; arrhythmias, sinus tachycardia and prolongation of the conduction 
time have been reported, particularly with high doses; myocardial infarction and stroke have been 
reported with drugs of this class. Close supervision is required for hyperthyroid patients or those 
receiving thyroid medication. May impair mental and/or physical abilities required for perform- 
ance of hazardous tasks, such as operating machinery or driving a motor vehicle. Safe use during 
pregnancy and lactation has not been established; in pregnant patients, nursing mothers, or 
women who may become pregnant, weigh possible benefits against possible hazards to mother 
and child. Not recommended for patients under 12 years of age. 

Precautions: Schizophrenic patients may develop increased symptoms of psychosis; patients 
with paranoid symptomatology may have an exaggeration of such symptoms; manic depressive 
patients may experience a shift to the manic phase. In these circumstances, the dose of amitrip- 
tyline HCl may be reduced or a major tranquilizer, such as perphenazine, may be administered 
concurrently. 

When given with anticholinergic agents or sympathomimetic drugs, including epinephrine com- 
bined with local anesthetics, close supervision and careful adjustment of dosages are required; 
paralytic ileus may occur in patients taking tricyclic antidepressants in combination with anti- 
cholinergic-type drugs. Use cautiously in patients receiving large doses of ethchlorvynol, since 
transient delirium has been reported on concurrent administration. May enhance the response to 
alcohol and the effects of barbiturates and other CNS depressants. The possibility of suicide in 
depressed patients remains until significant remission occurs.Potentially suicidal patients should 
not have access to large quantities of this drug. Prescriptions should be written for the smallest 
amount feasible. Concurrent electroshock therapy may increase the hazards associated with such 
therapy; such treatment should be limited to patients for whom it is essential. When possible, 
discontinue the drug several days before elective surgery. Both elevation and lowering of blood 
sugar levels have been reported. Use with caution in patients with impaired liver function. 
Adverse Reactions: Vote: Included in this listing are a few adverse reactions not reported with 
this specific drug. However, pharmacological similarities among the tricyclic antidepressant 
drugs require that each reaction be considered when amitriptyline is administered. Cardio- 
vascular: Hypotension, hypertension, tachycardia, palpitation, myocardial infarction, arrhythmias, 
heart block, stroke. CWS and Neuromuscular: Confusional states; disturbed concentration; dis- 
orientation: delusions; hallucinations; excitement; anxiety; restlessness; insomnia; nightmares; 
numbness, tingling, and paresthesias of the extremities; peripheral neuropathy; incoordination; 
ataxia: tremors: seizures; alteration in EEG patterrs; extrapyramidal symptoms; tinnitus; syn- 
drome of inappropriate ADH (antidiuretic hormone) secretion. Anticholinergic: Dry mouth, blurred 
vision, disturbance of accommodation, increased ntraocular pressure, constipation, paralytic 
ileus, urinary retention, dilatation of urinary tract. A//ergic: Skin rash, urticaria, photosensitiza- 
tion, edema of face and tongue. Hematologic: Bone marrow depression including agranulocytosis, 
leukopenia, eosinophilia, purpura, thrombocytaperá Gastrointestinal: Nausea, epigastric dis- 
tress, vomiting, anorexia, stomatitis, peculiar taste, diarrhea, parotid swelling, black tongue, 
rarely hepatitis (including altered liver function and jaundice). Endocrine: Testicular swelling and 
gynecomastia in the male, breast enlargement and galactorrhea in the female, increased or 
decreased libido, elevation and lowering of blood sugar levels. Other: Dizziness, weakness, 
fatigue, headache, weight gain or loss, increased perspiration, urinary frequency, mydriasis, 
drowsiness, alopecia. Withdrawal Symptoms: Abrupt cessation of treatment after prolonged ad- 
ministration may produce nausea, headache, and malaise; these are not indicative of addiction. 
Overdosage: Hospitalize as soon as possible all patients suspected of having taken an overdose. 
Treatment is symptomatic and supportive. In addition, the intravenous administration of 1 to 
3 mg physostigmine salicylate is reported to reverse the symptoms of tricyclic antidepressant 
poisoning. Because physostigmine is rapidly metabolized, the dosage should be repeated as re- 
quired, particularly if life-threatening signs such as arrhythmias, convulsions, and deep coma 
recur or persist after the initial dosage of physostigmine. 

How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, in single-unit packages of 
100 and bottles of 100, 1000, and 5000; tablets containing 50 mg amitriptyline HCI, in single- 
unit packages of 100 and bottles of 100 and 1000; tablets containing 75 mg and 100 mg 
amitriptyline HCI, in single-unit packages of 100 and bottles of 100; tablets containing 150 mg 
amitriptyline HCI, in single-unit packages of 100 and bottles of 30 and 100; for intramuscular 
use, in 10-ml vials containing per ml: 10 mg amitriptyline HCl, 44 mg dextrose, 1.5 mg 
methylparaben and 0.2 mg propylparaben as preservatives, and water for injection q.s. ] ml. 





For more detailed information, consult your MSD representative or see full prescribing MSD 
information. Merck Sharp & Dohme, Division of Merck & Co., Inc., West Point, Pa. 19486 SHARA 
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Elavil 





To further simplify 
once-daily therapy 
for many 

depressed patients 


Tablets 


(Amitriptyline HC! MSD) 


ONE TABLET, ONCE DAILY 


—an appropriate way to prescribe for 
many depressed adult outpatients. Be- 
cause of its simplicity, this regimen helps 
improve patient compliance. Of course, 
ELAVIL may also be prescribed in divided 
daily doses. 


ONCE-DAILY DOSAGE SCHEDULE 
FOR ADULT OUTPATIENTS: 


A single 75-mg tablet 
Usual starting dosage 





A single 100-mg tablet 
Maximum starting dosage 


A single 50-mg tablet 
Minimum starting dosage 


&) 


Dosage may be increased by 25 or 50 mg 
as necessary until a total of 150 mg 


per day is reached. 


A single 150-mg tablet 
Maximum daily dosage 


ELAVIL MAY ALSO BE PRESCRIBED 


IN DIVIDED DAILY DOSES 


The 25-mg tablet 


This strength may prove useful when 
therapy is initiated with divided daily 
doses in adult outpatients. Starting 
dosage is usually 75 mg daily. If neces- 
sary, this dosage may be increased 
gradually to a total of 150 mg a day. 
Increases are made preferably in the late 


afternoon or bedtime dose. | 





The 10-mg tablet 


This strength may prove useful for 
patients who require lower doses, e.g., 
adolescent and elderly patients. For these 
patients who can not tolerate higher 
doses, 10 mg three times a day with 

20 mg at bedtime may be satisfactory. 


A sedative effect may be apparent before 
the antidepressant effect of ELAVIL is 
noted. An adequate therapeutic effect 
may take as long as 30 days to develop. 


NOTE: The usual maintenance dosage of 
ELAVIL is 50 to 100 mg per day which 
may be given in a single dose preferably 
at bedtime. In some patients 40 mg 

per day is sufficient. This drug is not 
recommended for patients under 12 years 
of age. 


CHARLES € THOMAS : 


PUBLISHER 





THE EMOTIONALLY TROUBLED CHILD: A Guide for 
Parents and Teachers in the Early Recognition of Mental 
and Nervous Disorders in Children by Robert L. Mason, Jr., 
Bert O. Richmond and Lucien B. Fleurant, all of Univ. of 
Georgia, Athens. 196 pp., $11.50 


A PHYSIOLOGICAL BASIS FOR PERSONALITY 
TRAITS: A New Theory of Personality by David Lester, 
Richard Stockton State College, Pomona, New Jersey. 138 
pp., 1 il., 1 table, $9.75 


ACUTE GRIEF AND THE FUNERAL edited by Vander- 
lyn R. Pine, Austin H. Kutscher, David Peretz, Robert C. 
Slater, Robert DeBellis, Robert J. Volk and Daniel J. 
Cherico. (47 Contributors) 328 pp., 1 il., 26 tables, $16.50 


HOMINOLOGY: PSYCHIATRY’S NEWEST FRONTIER 
by C. David Jones, Chicago Medical School, Chicago. 216 
pp., 15 il., 2 tables, $12.50 


EPIDEMIOLOGICAL PSYCHIATRY by Brian Cooper, 
Univ. of London, London, England, and H. G. Morgan, 
Univ. of Bristol, Bristol, England. Foreword by Michael 
Shepherd. 232 pp., 13 il., 40 tables, $12.50 


THE ART OF LISTENING (4th Ptg.) by Dominick A. 
Barbara. 208 pp. (5 3/8 x 8 3/8), 1 il., $7.25 


UNDERSTANDING YOUR NEW LIFE WITH DIALYSIS: 
A Patient Guide for Physical and Psychological Adjustment 
to Maintenance Dialysis (2nd Ptg.) by Edith T. Oberley and 
Terry D. Oberley, both of Univ. of Wisconsin, Madison. 
Forewords by Francesco del Greco and Eli A. Friedman. 
160 pp., 26 il., 2 tables, cloth-$12.50, paper-$7.95 


LESBIANISM: A Study of Female Homosexuality by 
David H. Rosen, Univ. of California, San Francisco. 
Foreword by Evelyn Hooker. 140 pp., 28 il, 3 tables, 
cloth-$7.95, paper-$4.95 


SELF-DESTRUCTIVE BEHAVIOR compiled and edited 
by Albert R. Roberts, Coppin State College, Baltimore, 
Maryland. (14 Contributors) 232 pp., 9 il., 7 tables, $17.50 


INDECENT EXPOSURE by. John M. Macdonald, Univ. of 
Colorado, Denver. Chapter by N. K. Rickles. 180 pp., 10 
tables, $7.95 


CLINICAL USE OF PSYCHOTHERAPEUTIC DRUGS 
(4th Ptg.) by Leo E. Hollister, Stanford Univ. School of 
Medicine, Palo Alto, California. 192 pp., 11 il., 13 tables, 
$8.95 


RELIGIOUS SYSTEMS AND PSYCHOTHERAPY edited 
by Richard H. Cox, Medical Consulting Psychologist and 
Clergyman, La Jolla, California. Foreword by E. Mansell 
Pattison. (40 Contributors) 520 pp. (6 3/4 x 9 3/4), $19.75 


CHILDREN’S EXPERIENCE WITH DEATH by Rose 
Zeligs, Private Practice, Sherman Oaks, California. 264 pp., 
$10.75 





301-327 East Lawrence Avenue 


Orders with remittance sent, on approval, postpaid. 


HYPNOSIS AND BEHAVIOR THERAPY edited by Ed- 
ward Dengrove. (42 Contributors) 428 pp., 30 il., 6 tables, 
$26.75 


A NEUROPHYSIOLOGICAL MODEL OF EMOTIONAL 
AND INTENTIONAL BEHAVIOR by John L. Weil, Har- 
vard Medical School, Boston. 204 pp. (7 x 10), 50 il. (24 in 
full color), 28 tables, $15.75 


PATIENT POWER: The Development of a Therapeutic 
Community in a Psychiatric Unit of a General Hospital by 
Philip M. Margolis, Univ. Hospital, Ann Arbor, Michigan. 
Foreword by Maxwell S. Jones. 176 pp., $8.95 


DYING AND DIGNITY: The Meaning and Control of a 
Personal Death by Melvin J. Krant, Tufts Univ., Boston. 
164 pp., cloth-$7.95, paper-$5.95 


NEW TREATMENT APPROACHES TO JUVENILE 
DELINQUENCY edited by J. L. Khanna, Univ. of Tennes- 
see College of Medicine, Memphis. (16 Contributors) 164 
pp., 9 il., 12 tables, $11.75 


FORENSIC PSYCHIATRY: A Practical Guide for Lawyers 
and Psychiatrists by Robert L. Sadoff, Univ. of Pennsyl- 
vania, Philadelphia. 272 pp., $14.50 


OCCUPATIONAL DISABILITY: Causes, Prediction, Pre- 
vention by Rolland A. Martin, Univ. of Oregon Medical 
School, Portland. 220 pp., 16 il., 6 tables, $14.75 


LIFE STRESS AND ILLNESS edited by E. K. Eric 
Gunderson, Univ. of California, San Diego, and Richard H. 
Rahe, Univ. of California, Los Angeles. (19 Contributors) 
276 pp., 25 il., 27 tables, $19.50 


PSYCHOANALYSIS AND THE LAW by C. G. Schoenfeld, 
New York City. 296 pp., $13.75 


A PSYCHIATRIC STUDY OF MYTHS AND FAIRY 
TALES: Their Origin, Meaning and Usefulness. An Enlarged 
and Thoroughly Revised Second Edition of A Psychiatric 
Study of Fairy Tales (2nd Ed.) by Julius E. Heuscher, 
Stanford Univ., Stanford, California. 440 pp., 6 il., $14.95 


FREUD AND EDUCATION by Seymour Fox, The Hebrew 
Univ. of Jerusalem, Jerusalem, Israel. 272 pp., $12.95 


INVOLUNTARY TREATMENT OF THE MENTALLY 
ILL: The Problem of Autonomy by Michael Alfred Peszke, 
Univ. of Connecticut School of Medicine, Hartford. 176 
Dp., 1 il., $10.75 


ADMINISTRATION OF ACTIVITY THERAPY SERVICE 
(3rd Ptg.) compiled and edited by Gerald S. O'Morrow, 
Logansport State Hospital, Logansport, Indiana. Foreword 
by S. T. Ginsberg. (72 Contributors) 440 pp., 16 il, 7 
tables, $14.50 
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the schizophrenic, 
there's something 
different about 














acts on the RAS 
with low incidence 
of adverse effects 


EEG studies show that 
MOBAN' exerts its effect on 
the ascending reticular 
activating system. This oftem 
helps to encourage 
increased social 
participation, receptivity 
and communication in 
schizophrenic patients. 
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Artist's representation of the 
reticular activating system, 
with neuronal activity passing 
on to cortical and subcortical 
structures. 
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Moban* is an Endo registered U.S. trademark; US. Pat. 3,491,093. 
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(molindone HCl) 


DESCRIPTION MOBAN* (molindone hydrochloride) is a dihy- 
droindolone compound which is not structurally related to the 
phenothiazines, the butyraphenones or the thioxanthenes. 
MOBAN* is 3-ethyl-6, ? -dihydro-2-methyl-5-(morpholinemethyl) 
indol-4 (5H)-one hydrochloride. it is a white crystalline powder, 
freely soluble in water anc alcohol and has a molecular weight of 
312.67. 
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MOLINDONE HYDROCHLORIDE 


ACTIONS MOBAN® (mclindone hydrochloride) has a phar- 
macological profile in laboratory animals which predaminantly 
resembles that of major tranquilizers causing reduction of sponta- 
neous locomotion and aggressiveness, suppression af a condi- 
tional response and antagonism of the bizarre stereotyped 
behavior and hyperactivity induced by amphetamines. in addition, 
MOBAN® antagonizes the depression caused by the tranguilizing 
agent tetrabenazine. 


In human clinical studies tranquilization is achieved in the absence 

of muscle relaxing or incoordinating effects. Based on EEG stud- 
ies, MOBAN® exerts its effact on the ascending reticular activating 

system. 


Human metabolic studies show MOBAN® (molindone hydrochlo- 
ride) to be rapidly absorbed and metabolized when given orally. 
Unmetabolized drug reached a peak blood level at 1.5 hours. 
Pharmacological effect from a single oral dose persists for 24-36 
hours. There are 36 recognized metabolites with less than 2-3% 
unmetabolized MOBAN* being excreted in urine and feces. 
INDICATIONS MOBAN® (molindone hydrochloride) is indicated in 
the management of the manifestations of schizophrenia. 
CONTRAINDICATIONS MOBAN* (molindone hydrochloride) is 
contraindicated in severe central nervous system depression 
(alcohol, barbiturates, narcotics, etc.) or comatose states. and in 
patients with known hypersensitivity to the drug. 

WARNINGS Usage in Pregnancy: Studies in the pregnant patient 
nave not been carried out. Reproduction studies have been per- 
formed in the following animals: 
Pregnant Rats oral dose — 

no adverse effect 


20 mg/kg/day —2 weeks 


40 mg/kg/day —2 weeks 
no adverse effect 
Pregnant Mice oral dose — 
slight increase resorptions 


20 mg/kg/day —9 days 


40 mg/kg/day —9 days 
slight increase resorptions 


Pregnant Rabbits oral dose — 5 mg/kg/day 12 days 


no adverse effect 

10 mg/kgiday —12 days 
no adverse effect 

20 mg/kg/day — 12 days 
no adverse effect 


Animal reproductive studies have not demonstrated a teratogenic 
potential. The anticipated benefits must be weighed against the 
unknown risks to the fetus if used in pregnant patients. 


Nursing Mothers: Data are not available on the content of 
MOBAN* (molindone hydrochloride) in the milk of nursing moth- 
ers, 

Usage in Children: Use of MOBAN® (molindone hydrochloride) in 
children below the age of twelve years is not recommended 
because safe and effective conditions for its usage have not been 
established. 


PRECAUTIONS Some patients receiving MOBAN* (molindoae 
hydrochloride) may note drowsiness initially and they should be 
advised against activities requiring mental alertness until their 
response to the drug has been established. 


increased activity has been noted in patients receiving MOBAN® 
Caution should be exercised where increased activity may be 
harmful. 

MOBAN® does not lower the seizure threshold in experimental 
animals to the degree noted with more sedating antipsychotic 
drugs. However, convulsive seizures have been reported in a few 
instances. 

The physician should be aware that this tablet preparation con- 
tains calcium sulfate as an excipient and that calcium ions may 
interfere with the absorption of preparations containing phenytoin 
sodium and tetracyclines. 
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a dihydroindolone 

chemically distinct from 
phenothiazines, thioxanthenes, 
butyrophenones 


MOBAN®* has an antiemetic effect in animals. A similar effect may 
occur in humans and may obscure signs of intestinal obstruction 
ot Drain tumor. 


ADVERSE REACTIONS CNS EFFECTS The most frequently occur- 
ring effect is initial drowsiness that generally subsides with con- 
tinued usage of the drug or lowering of the dose. 


Noted less frequently were depression, hyperactivity and 
euphoria. 

Neurological 

Extrapyramidal Reactions 

extrapyramidal reactions noted below may occur in susceptible 
individuals and are usually reversible with appropriate manage- 
ment. 


Akathisia 
Motor restlessness may occur early. 


Parkinson Syndrome 

Akinesia, characterized by rigidity, immobility and reduction of 
voluntary movements and tremor, have been observed. Occur- 
rence is less frequent than akathisia. 


Dystonic Syndrome 

Prolonged abnormal contractions of muscle groups occur 
infrequently, These symptoms may be managed by the addition of 
a synthetic antiparkinson agent (other than L-dopa). smali doses 
of sedative drugs, and/or reduction in dosage. 


Autonomic Nervous System 

Occasionally blurring of vision, tachycardia, nausea. dry mouth 
and salivation have been reported. Urinary retention and constipa- 
tion may occur particularly if anticholinergic drugs are used to 
treat extrapyramidal symptoms. 


Hematological 

There have been rare reports of leucopenia and leucocytosis. If 
such reactions occur, treatment with MOBAN* may continue if 
clinical symptoms are absent. Alterations of blood glucose, liver 
function tests, B.U.N., and red blood cells have not been consid- 
ered clinically significant. 


Metabolic and Endocrine Effects 

Alteration of thyroid function has not been significant. Amenor- 
rhea has been reported infrequently. Resumption of menses in 
previously amenorrheic women has been reported. Initially heavy 
menses may occur. Lactation associated with MOBAN* therapy 
has not been reported. Increase in libido has been noted in some 
patients. impotence has not been reported. Although both weight 
gain and weight loss have been in the direction of normal or ideal 
weight. excessive weight gain has not occurred with MOBAN® 


Cardiovascular 

Rare, transient, non-specific T wave changes have been reported 
on E.K.G. Association with a clinical syndrome has not been 
established. Rarely has significant hypotension been reported. 


Ophihalmological 

Lens opacities and pigmentary retinopathy have not been reported 
where patients have received MOBAN® (molindone hydrochio- 
ride), In some patients, phenothiazine induced lenticular opacities 
have resolved following discontinuation of the phenothiazine while 
continuing therapy with MOBAN*. 

Skin 

Early, non-specific skin rash, probably of allergic origin, has 
occasionally been reported. Skin pigmentation has not been seen 
with MOBAN* usage alone. 


MOBAN* (molindone hydrochloride) has certain pharmacological 
similarities tc other antipsychotic agents. Because adverse reac- 
tions are often extensions of the pharmacological activity of a 
drug. ail of the known pharmacological effects associated with 
other antipsychotic drugs should be kept in mind when MOBAN* 
is used. Upon abrupt withdrawal after prolonged high dosage an 
abstinence syndrome has not been noted. 


Tardive Dyskinesia 
Aithough rarely reported with MOBAN* (molindone hydrochlo- 
tide) symptoms were reversible upon discontinuation of therapy. 


Tardive dyskinesia associated with other agents has appeared in 
some patients on long-term therapy and has also appeared after 
drug therapy has been discontinued. The risk appears to be 
greater in elderly patients on high-dose therapy. especially 
females. The symptoms are persistent and in some patients 
appear to be irreversible. The syndrome is characterized by rhyth- 
micai involuntary movements of the tongue, face, mouth or jaw 
(e.g.. protrusion of tongue, puffing of cheeks, puckering of 
mouth, chewing movements). There may be involuntary move- 
ments of extremities. 


There is no known effective treatment of tardive dyskinesia; anti- 
parkinsonism agents usually do not alleviate the symptoms of this 
syndrome. it is suggested that ail antipsychotic agents be discon- 
tinued if these symptoms appear. Should it be necessary to rein- 
stitute treatment, or increase the dosage of the agent, or switch to 
a different antipsychotic agent, the syndrome may be masked. It 


has been reported that fine vermicular movements of the tongue 
may be an early sign of the syndrome and if the medication is 
Stopped at that time the syndrome may not develop. 


DOSAGE AND ADMINISTRATION Initial anc maintenance doses of 
MOBAN* (molindone hydrochloride) should be individualized, and 
the minimal effective dose should be employed. Eiderly and debili- 
tated patients should be started on lower dosage. 


DOSAGE SCHEDULE, BASED ON SEVERITY OF SYMP- 

TOMATOLOGY 

1. Mild~5 mg three or four times a day; an increase to 15 mg 
three or four times a day may be required. 


2. Moderate— 10 mg three or four times a day; an increase to 25 
mg three or four times a day may be required. 


3. Severe —daily dosage as high as 225 mg may be required. 


DRUG INTERACTIONS Potentiation of drugs administered concur- 
rently with MOBAN* (molindone hydrochloride) has not been re- 
ported. Additionally, animal studies have not shown increased 
toxicity when MOBAN® is given concurrently with representative 
members of three classes of drugs (ie. barbiturates. chiora! 
hydrate and antiparkinson drugs). 


MANAGEMENT OF OVERDOSAGE Symptomatic, supportive ther- 
apy should be the rule. 


Gastric lavage is indicated for the reduction of absorption of 
MOBAN* (molindone hydrochloride) which is freely soluble in 
water. 

Since the adsorption of MOBAN® (molindone hydrochloride) by 
activated charcoal has not been determined, the use of this anti- 
dote must be considered of theoretical value. 


Emesis in a comatose patient is contraindicated. Additionally, 
while the emetic effect of apomorphine is biocked by MOBAN* in 
animals, thís blocking effect has not been determined in humans. 

A significant increase in the rate of removal of unmetabolized 
MOBAN® from the body by forced diuresis, peritoneal or renal 
dialysis would not be expected. (Only 2% of a single ingested 
dose of MOBAN* is excreted unmetabolized in the urine.) 

However, poor response of the patient may justify use of these 
procedures. While the use of laxatives or enemas might be based 
on general principles, the amount of unmetabolized MOBAN* in 
feces is less than 1%. Extrapyramidal symptoms have responded 
to the use of diphenhydramine (Benadryl") and the synthetic 
anticholinergic antiparkinson agents {i.e.. Artane’, Cogentin" , 
Akineton’ ). 

HOW SUPPLIED As tablets in bottles of 100 and 1000 with poten- 
cies and colors as follows: 5 mg orange, 10 mg lavender, 25 mg 
light green. 


"Benadryl— Trademark, Parke Davis and Co. 
"Artane— Trademark, Lederle Laboratories 

" Cogentin— Trademark, Merck Sharp & Dohme 
"Akineton — Trademark, Knoll Pharmaceutical Co. 


€ndo Laboratories, Inc. 


Subsidiary of E.l. du Pont de Nemours & Co. (inc ) 
Garden City, N. Y. 11530 
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SCHIZOPHRENIA TODAY 


Edited by D. RICHTER, Secretary General of 
the international Brain Research Organization; 
D. KEMALI, University of Naples; 

G. BARTHOLINI, Research Department, 
Synthelabo & Co., Paris 


Unlike most books on schizophrenia which are 
written from one viewpoint, SCHIZOPHRENIA 
TODAY embraces the viewpoints of a group of 
leading investigators who are studying the prob- 
lem from different angles and drawing different 
conciusions. it presents, therefore, the contribu- 
tion of each fieid of research to the problem of 
schizophrenia, providing conflicting views which 
can form a basis for further research. Special at- 
tention is given to the methods of treatment, from 
pharmacological to psychoanalytical, which have 
been tried. 


Suitable for all at the postgraduate level who want 
to know the current position in the field. 


300 pp. 1976 0 08 020928-9 h $18.00 


THE CONSTRUCTION OF MADNESS: 
EMERGING CONCEPTIONS AND 
INTERVENTIONS INTO THE 
PSYCHOTIC PROCESS 


Edited by Peter A. MAGARO, University of 
Maine 


Addressed to all those attempting to define mad- 
ness and gain an understanding of the treatments 
used, this book presents current concepts of 
madness within a perspective of cultural thought. 
The first chapter by Kendall Merriam is a first-per- 
son account of what was considered his madness 
and what happened to him under the guise of 
treatment. The second set of chapters presents 
the cultural context, with the editor discussing the 
concept of madness in the 18th century, and Bra- 
ginsky and Braginsky discussing madness within 
present societal structures. All of these writers 
propose a solution to the problems in the current 
mental health system. The next set of chapters by 
Ken Lux and Jay Adams offers a religious or spiri- 
tual view of the condition, and the way to alleviate 
its problems through forces beyond the traditional 
professional routes. The next chapter by Alan 
Kazdin presents an up-to-date behavioral analysis 
of the condition and its treatment, while the last 
chapter by Bertram Karon offers a psychoanalytic 
conception with a discussion of recently devel- 
oped techniques and issues which must be con- 
sidered. Each of the authors has a long-term 
investment in his or her own experience, resulting 
in a well-thought-out exposition of each model of 
madness. À presentation of the social, behavioral, 
psychoanalytic, religious, and mystical models of 
madness, this collection enables the reader to 
examine his own procedure and the rationale of 
current treatment methods. 


232pp. 1976 0 08 019903-8 f $ 7.00 
0 08 019904-6 h 13.50 
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THEME AND VARIATIONS: 
A BEHAVIOR THERAPY CASEBOOK 


By Joseph WOLPE, M.D., Temple University and 
Eastern Pennsylvania Psychiatric institute 


A collection of clinical studies of the behavioral 
treatment of complex neurotic cases, this volume 
contains annotated transcripts of interviews, lon- 
gitudinal accounts and case conferences. in a 
section on conceptual and experimental bases, 
he examines the reciprocal inhibition theme and 
the emergence of its role in psychotherapy. Dr. 
Woipe discusses behavior analysis and early in- 
tervention in anxiety neurosis and instigating as- 
sertive behavior, and describes therapy 
procedures and their rationales. He treats inter- 
personal inadequacy, avoidance of marital com- 
mitment and other problems amenable to 
behavioral treatment, including a multi-faceted 
psychosomatic case. Valuable as a companion 
volume to his popular text, THE PRACTICE OF 
BEHAVIOR THERAPY, this work may also be used 
independently in courses utilizing the case study 
approach. 


200pp. 1976 0 08 020421-x f  $ 8.00 
0 08 020422-8 h 12.50 


THE PRACTICE OF BEHAVIOR 
THERAPY, Second Edition 


By Joseph WOLPE, M.D. 


~“. Serves as an excellent introduction for any 
mental health practitioner." 
Thomas N. Grant, St. John's Unviersity 


"Very useful for student training—provides clear 
specific, detailed guidelines for the use of behav- 


ior therapy.” Janice H. Schapler 
University of North Carolina 
336 pp. 31973 0 08 017090-0 f $ 6.50 


0 08 017089-7 h 12.50 


BEHAVIOR THERAPY IN PSYCHIATRIC 
PRACTICE: THE USE OF BEHAVIORAL 
PROCEDURES BY PSYCHIATRISTS 


Edited by Joseph WOLPE, M.D., and 
Leo J. REYNA, Boston University 


in this, the first of a series of volumes on "Behavior 
Therapy in Psychiatric Practice; nearly forty ar- 
ticles authored or co-authored by psychiatrists 
from 1970 to 1975 in the Journal of Behavior Ther- 
apy and Experimental Psychiatry have been se- 
lected. Pointing up the increasing involvement of 
psychiatrists in behavioral analysis and proce- 
dures, this collection is testimony to the expand- 
ing range of clinical problems for which 
behavioral methods are being used by the psy- 
chiatric community. 


256 pp. 1976 8 021147-x f 


0 0 $ 9.25 
0 08 021148-8 h 


13.50 
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IN THE TREATMENT OF 
CLINICAL DEPRESSION— 


SINEQUAN 


(DOXEPIN HCI) 


PROVIDES 
ANTIDEPRESSANT 


EFFECTIVENESS 


IN ADDITION TO 
OTHER, OFTEN BENEFICIAL, 
PROPERTIES... 








BRIEF SUMMARY 

SINEQUAN® (doxepin HC!) Capsules/Oral Concentrate 

Contraindications. Contraindicated in individuals who have shown hypersenainivily to the 
drug, and in patients wih glaucoma or a tendency to urinary retention. Possibility of cross 

sensitivity with other dibenzo ixepsnes should De Kept in mind. 

Warnings. The once-a-day dosage regimen of SINEQUAN in patients with interc 

patients taking other medications should be care! tuli adjusted This is especial jy impe 

patients receiving other medicatóns with antichohinergic effects. 

Usage in Geriatrics: The use of eat on a once-a-day dosage regimen in qenatnic 
patents shouid be adjusted carefully based on the patient's condition, 

iol dria Pregnancy: He produc hon studies performed in animals have shown ng evidence of 
harm to the animal fetus Since there is no experience im pregnant women receming this drug. 
Saf fetyin pregnancy has nota een eae hed There are no data with respect to the: secretion of 
the drug in human milk and ds effect on the nurs ing infant. 

Usage in Children: Usage in children under 12 years of age s not recommended because 
sale conditions for its use have not been established 

MAO) Inhibitors: Ser m 208 side effec ts and even death have been reported fottowing the 
concomitant use of certain drugs with MAO intibitors. Therefcre, MAO inhibitors should be 
disc e atien iSt twr iei i:ortothe cautiousinitiation of the etapy Wuih ihs dug The exact 
length of time may vary and is dependent upon the part icular MAO inhibitor being used, the 
length of ime it has been administered and T he dosage involved. 
Precautions. Since diowsiness may occur with the use ofthis drug. patienís 
ot that possibility and cautioned ag ainst diving a car or ope 
taking tis drug. Patients should also be cautione 
potentiated. 

Since suicide is an inherent usk in any depressed patent and may remain so until significant 
improvement has occurred. patients should be closely supervised dunng the early course c 
therapy 

Should increased sym iptoms af psychosis or shift to manic symptomatology occur, 
necessary to reduce d insage € of add a major tranquilizer to the dosage regimen 
Adverse Reactions, NOTE: Some of the adverse reactions noted beio« | have nol been 
specilically reported with SINEQUAN use. However due to the close pharmacalogica 
gsmianties among the tricychcs, the reactions should be consider TI when prescribuinc 
SINECHIAN. 
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Ps oo is e mast commoniy noticed side effect. This 
f ly reported CNS side effects are 
uon iS, Bum pages . paresthesias, ataxia. extrapyramidal 
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effects inciuding hvpotension and tachycardia nave been 
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renotis of bone martow depression manifesting i = ü 

cytonen: a. and putpura 

Gastrointestinal. Nausea, vomiting, indigestion, taste dist urbenices, tharrhea, anorexia, and 
aphihous stomalitis have been reported. (See antichoinergic elects.) 

Endocnne: Raised or lowered ibido testicular swelling, eds lee iD mates, 
of breasts and galactormesa in the female, raising or lowering of | 
reported with tnicyctic administration. 

Orher Dizziness, tinnitus, werght gain. sweating, chilis, fatigue, weakness, ! 
alopecia, and headache have been occasionally uu as adverse E 
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CONVENIENT ONCE-A-DAY h.s. DOSAGE 


which may increase patient compliance. The total 
daily dosage, up to 150 mg per day, may be given 
on a once-a-day schedule without loss of effec- 
tiveness. Sinequan may also be given on a 
divided dosage schedule, up to 300 mg per day. 


PROMINENT SEDATIVE EFFECT 


which may help to relieve the difficulty in falling 
and staying asleep, and early-morning awakening 
often associated with depression. 


MARKED ANTIANXIETY ACTIVITY 


to help alleviate the anxiety which often accom- 
panies clinical depression. 


WELL TOLERATED 


At doses up to 150 mg per day, Sinequan does not 
generally affect the antihypertensive activity of 
guanethidine and related compounds. lachy- 
cardia and hypotension have occasionally been 
reported. Drowsiness is the most commonly ob- 
served side effect. Dry mouth, blurred vision, consti- 
pation and urinary retention have been reported. 


EXTENDED RANGE OF DOSAGE 
STRENGTHS 


for flexibility in individualizing therapy. 


Dosage and seh poe binis For most patients with iness of mid 1o moderate seventy. a 
starting dose of 25 mg tid. is recommended. Dosage may subsequently be increased or 
decreased al i spool interyais and ac cord: ing to individual response. The usual optimum 
dose range is 75 Ue to 150 mg/day. 
in more severely di patients an initial dase of 50 mg tid. may be required with subsequent 
gradual nc pan to 300 mg/day if necessary Additional therapeutic effect is tarety to be 
abtained b jy exceeding a dose of 300 ma/ iay 
n patients wih “vary mid symptomatology o 
discas je. lower doses may suflice Som 
as 25-50 mg/day 
As an alternative tegimen, the total daily dosage, up to 150 mg. may be ¢ gen on a 
schedule without loss of effectiveness This dose may be given at bedti me 
Antr-anxietyelfectis apparent before the antidepressant effect Opt sse domes 
may nol oe evident for two js three weeks. 
Overdosage. A Signs and Symptoms 
1 Mid. Drowsiness, Mid blurred vision, excessive dryness of mouth 
4 Severe Respiratory depression, hypotension, coma, convulsions, cardiac armythmiás and 
tachycardias. 
Also: unnary retention (bladder atonyl, decreased gastromtestinal motiaty iparalybe ieusi. 
hyperthermia (or hypothermia), hypertension, dilated pupils, hyperactive reflexes. 
B. Management! and Treatment 
;. Mild: Observation and supportive therapy is all that is usually nec 
2 Severe: Medical management of severe SINEQUAN overdosage consists of a gre iS$fve 
supportive therapy if the patient i$ CONSCIOUS. gastric lavage, wih appropriate precautions fto 
preveni pulmonary aspiration, should be performed even though SINEQUAN:s rapidi yabsort ed. 
The use of activated char coa ! has been recommended, as has been continuous gastone lavage 
with saline for 24 hours or more. An adequate airway: should be established in comatose patients 
and assisted venidatian used if necessary EKG monitoring may De required for several Gays. 
Since relapse after apparent recovery has been reported. Atrhythmias should be treated with the 
appropnate anti anhythmic agent. i has been reported that m any of the ca«fiovascula an ENS 
symploms of tricyctic antidepres Sark poisoning in adults may be reversed by the siow intra- 
yenous administration of 1 mg to 3 mg of physostigmine salicylate. Because physostigmine is 
rapidly metabohtzed, the dosage should be repeated as required. Convuisions may respond to 
standard anticonvulsani therapy; however, barbiturates may potentiate any respiratory depres- 
sion, Chalysis and forced diuresis aenean are not of value in the management of overdosage 
due to high tissue and protein nd ot SINEQUAN. 
Supply. Available as capsules containing doxepin HCI equivalent to 10 mg, 25 mg, 50 mg. and 
100 mg doxepin in bottles of 100, 1000, and unit dose packages of 100 (1G x 10 8) SINEQUAN 
idoaxepin HCH 25 mo and 50 mg are also available m bottles of 8006. SINEQUAN Orai 
oe is avadabie in 120 mi bottles with an accompanying dropper calibrated at $ mg, 
10 mg, 15 mg, 20 mg, and 25 mg. Each mi contains doxepin HC! equivalent te 10 mg doxepin. 
Just pror to adeunistranion, SÍ NEQUAN Oral Concentrate shouid be diluted with approximately 
120 mi of water, whole or skimmad milk, or orange, grapetruit, tomato, prune or pineapple. nace. 
EOUAN Oral Concentrate is not physically compatible with a number ol carbonated 
beverages. For on pati EE requiring ant der essant therapy who are on methadone 
ae ance, SiNEGUAN Oral Concentrate and methadone syrup can be mixed together with 
satotade*, esM oran ge juice, sugar water, Tang*, or water; but nct with grape juice, 
Papaa tion and storage of bulk dilutions is not recommende 
More detailed protessionat information avadabie on request 
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The American Psychiatric Association announces publication 
of two volumes reporting the Conference on Education of Psychiatrists 


held at Lake of the Ozarks, Missouri, June 9-15, 1975. Organized by the A.P. A. in cooperation with 
the American Academy of Child Psychiatry, the American Association of Chairmen of Departments 
of Psychiatry, and the American Association of Directors of Psychiatric Residency Training. 


1. PSYCHIATRIC EDUCATION: PROLOGUE TO THE 1980's, Library Bound, 
544 pages, $15.00. 


This is a substantive, highly readable, report of the Conference, written by Anne H. Rosenfeld with 
an Editorial Board comprising: Ewald W. Busse, M.D., Chairperson of the Conference, Walter E. Bar- 
ton, M.D., Bernard Holland, M.D., Donna Norris, M.D., Melvin Sabshin, M.D., Jeanne Spurlock, 
M.D., and Robert L. Robinson, M.A. (Staff Consultant). 


The volume contains ten chapters covering the topical structure of the Conference: Goals and Values; 
Competence, Evaluation, and Quality Control; The Resident; Faculty; Educational Methods: Means 


.. in the Service of Ends; The Program Environment; Research; The Economics of Residency Training; 
... Psychiatry in Its Social Context; and Retrospect and Prospect. It also contains nine appendices de- 
. scribing the organization of the Conference and its participants, together with selected model pro- 


grams and related informational materials of value. 


2. THEWORKING PAPERS OF THE 1975 CONFERENCE ON EDUCATION OF 
PSYCHIATRISTS Paper bound, 432 pages, $12.50. 


Sixty two leading psychiatric educators served on seven preparatory commissions, one for each of 
seven topic areas, and prepared advance working papers as a basis for Conference deliberations. The 
topics and Commission Chairpersons were: Social Issues and Needs (James N. Sussex, M.D.); Goals 
and Objectives (Morton F. Reiser, M.D.); The Resident (David R. Hawkins, M.D.); Content, Method- 
ology, Faculty and Environment (Milton Greenblatt, M.D.); Research (Daniel X. Freedman, M.D.); 
Economics (Herzl Spiro, M.D.); Evaluation and Quality Control (Eric Pfeiffer, M.D.). The Chairper- 
sons, together with the Conference Chairperson, served as the Editorial Board for this volume. 


Papers commenting on the reports of the commissions, published here for the first time, were pre- 
sented at the Conference by Melvin Sabshin, M.D., Eugene B. Brody, M.D., Jeanne Spurlock, M.D., 
Jack R. Ewalt, M.D., Robert J. Stoller, M.D., James R. Comer, M.D., and Bernard Holland, M.D. 


Publications Office 

American Psychiatric Association 
1700 18th Street, N.W. 
Washington, D.C. 20009 


Please send me: 


NIS RR — copies of PSYCHIATRIC EDUCATION: PROLOGUE TO THE 1980's ORDER NO. 235 
AT $15.00 PER COPY. 


— —— copies of THE WORKING PAPERS OF THE 1975 CONFERENCE ON EDUCATION 
OF PSYCHIATRISTS ORDER NO. 236 AT $12.50 PER COPY. 


ET eres sets of both volumes at $25.00 per set. 
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Lack of communication between parent and child 
is widespread among families with MBD children. But 
today, that situation is being remedied. 

New ideas in MBD therapy now offer help to chil- 
dren with MBD and their families — family therapy 
sessions, programs teaching parental skills, direct 
coaching, and encounter techniques. 

When indicated, Ritalin (methylphenidate) 
can play a useful role in improving parental- 
MBD child relationships by reducing the be- 
havioral and hyperactive symptoms of the 
disorder." Indeed, over 12 years of con- 
trolled studies and clinical use has established 
Ritalin as a drug of choice when treatment of 
MBD is indicated^* This experience has 
demonstrated the ability of Ritalin to effectively 
reduce hyperactivity,” distractibility," and 
disorganized behavior" " in the MBD child. 

These symptomatic improvements often result in 
the child being more responsive to the nonpharmacolog- 
ical measures of the MBD management team.” 

Side effects — insomnia and appetite loss — occur 
less frequently or severely with Ritalin than with 
dextroamphetamine^"''* 

Therapy with Ritalin should be undertaken only 
after a medical diagnosis of MBD has been made. 
Dosage should be periodically interrupted. Often these 
interruptions reveal some "stabilization" in the child's 
behavior even without medication. In some MBD chil- 
dren they permit a reduction in dosage and eventual 


discontinuance of drug therapy. 
* * 


(methylphenidate) 


An effective 


member of the MBD 
management team 


Ritalin...Only when medication 
is indicated 





Please turn page for brief 
prescribing information. 
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Ritalin® hydrochloride © 
(methylphenidate hydrochloride) 


TABLETS 
INDICATION 


Minimal Brain Dysfunction in Children—as adjunc- 
tive therapy to other remedial measures 
(psychological, educational, social). 

Special Diagnostic Considerations 

Specific etiology of Minimal Brain Dysfunction 
(MBD) is unknown, and there is no single diagnos- 
tic test. Adequate diagnosis requires the use not 
only of medical but of special psychological, edu- 
cational, and social resources. 

Characteristics commonly reported include: 
chronic history of short attention span, distractibil- 
ity, emotional lability, impulsivity, and moderate to 
severe hyperactivity; minor neurological signs and 
abnormal EEG. Learning may or may not be im- 
paired. The diagnosis of MBD must be based 
upon a complete history and evaluation of the 
child and not solely on the presence of one or 
more of these characteristics. 

Drug treatment is not indicated for all children with 
MBD. Stimulants are not intended for use in the 
child who exhibits symptoms secondary to en- 
vironmental factors and/or primary psychiatric dis- 
orders, including psychosis. Appropriate educa- 
tional placement is essential and psychosocial in- 
tervention is generally necessary. When remedial 
measures alone are insufficient, the decision to 
prescribe stimulant medication will depend upon 
the physicians assessment of the chronicity and 
severity of the childs symptoms. 
CONTRAINDICATIONS 

Marked anxiety, tension, and agitation, since Ritalin 
may aggravate these symptoms. Also contraindi- 
cated in patients known to be hypersensitive to the 
drug and in patients with glaucoma 

WARNINGS 

Ritalin should not be used in children under six 
years, since safety and efficacy in this age group 
have not been established 

Sufficient data on safety and efficacy of long-term 
use of Ritalin in children with minimal brain dys- 
function are not yet available. Although a causal 
relationship has not been established, suppression 
of growth (ie, weight gain and/or height) has been 
reported with long-term use of stimulants in chil- 
dren. Therefore, children requiring long-term 
therapy should be carefuliy monitored 

Ritalin should not be usec for severe depression 
of either exogenous or endogenous origin or for 
the prevention of normal fatigue states. 

Ritalin may lower the convulsive threshold in pa- 
tients with or without prior seizures; with or without 
prior EEG abnormalities, even in absence of sei- 
zures. Safe concomitant use of anticonvulsants 
and Ritalin has not been established. If seizures 
occur, Ritalin should be discontinued. 

Use cautiously in patients with hypertension. 
Blood pressure should be monitored at ap- 
propriate intervals in all patients taking 
Ritalin, especially those with hypertension 
Symptoms of visual disturbances have 
been encountered in rare cases. Difficulties 











with accommodation and blurring of vision have 
been reported. 

Drug Interactions 

Ritalin may decrease the hypotensive effect of 
guanethidine. Use cautiously with pressor agents 
and MAO inhibitors. Ritalin may inhibit the 
metabolism of coumarin anticoagulants, anticon- 
vulsants (phenobarbital, diphenylhydantoin, 
primidone), phenylbutazone, and tricyclic antide- 
pressants (imipramine, desipramine). Downward 
dosage adjustments of these drugs may be re- 
quired when given concomitantly with Ritalin 
Usage in Pregnancy 

Adequate animal reproduction studies to establish 
safe use of Ritalin during pregnancy have not 
been conducted. Therefore, until more information 
is available, Ritalin should not be prescribed for 
women of childbearing age unless, in the opinion 
of the physician, the potential benefits outweigh 
the possible risks 


Drug Dependence 

Ritalin should be given cautiously to emo- 
tionally unstable patients, such as those with 
a history of drug dependence or alcoholism, 
because such patients may increase dosage 
on their own initiative 

Chronically abusive use can lead to marked 
tolerance and psychic dependence with 
varying degrees of abnormal behavior. Frank 
psychotic episodes can occur, especially 
with parenteral abuse. Careful supervision IS 
required during drug withdrawal, since se- 
vere depression as well as the effects of 
chronic overactivity can be unmasked 
Long-term follow-up may be required be- 
cause of the patient's basic personality dis- 
turbances. 





PRECAUTIONS 
Patients with an element of agitation may react 
adversely; discontinue therapy if necessary. 
Periodic CBC, differential, and platelet counts are 
advised during prolonged therapy. 
ADVERSE REACTIONS 
Nervousness and insomnia are the most common 
adverse reactions but are usually controlled by re- 
ducing dosage and omitting the drug in the after- 
noon cr evening. Other reactions include: hyper- 
sensitivity (including skin rash, urticaria, fever, 
arthralgia, exfoliative dermatitis, erythema mul- 
tiforme with histopathological findings of necrotiz- 
ing vasculitis, and thrombocytopenic purpura) 
anorexia; nausea; dizziness; palpitations, 
headache; dyskinesia; drowsiness; blood pressure 
and pulse changes, both up and down; tachycar- 
dia; angina; cardiac arrhythmia; abdominal pain 
weight loss during prolonged therapy. Toxic psy- 
chosis has been reported. Although a definite 
causal relationship has not been established 
the following have been reported in pa- 
tients taking this drug: leukopenia and/or 
anemia; a few instances of scalp hair loss 
In children, loss of appetite, abdominal! 
pain, weight loss during prolonged 
therapy, insomnia, and tachycardia may 


^ 








occur more frequently; however, any of the other 
adverse reactions listed above may also occur. 
DOSAGE AND ADMINISTRATION 

Children with Minimal Brain Dysfunction (6 years 
and over). 

Start with small doses (eg, 5 mg before breakfast 
and lunch) with gradual increments of 5 to 10 mg 
weekly. Daily dosage above 60 mg is not recom- 
mended. If improvement is not observed after ap- 
propriate dosage adjustment over a one-month 
period, the drug should be discontinued. 

If paradoxical aggravation of symptoms or other 
adverse effects occur, reduce dosage. or, if 
necessary, discontinue the drug. 

Ritalin should be periodically discontinued to as- 
sess the child's condition. Improvement may be 
sustained when the drug is either temporarily or 
permanently discontinued. 

Drug treatment should not and need not be 
indefinite and usually may be discontinued after 
puberty. 

HOW SUPPLIED 

Tablets, 20 mg (peach, scored); bottles of 100 and 
1000. 

Tablets, 10 mg (pale green, scored); bottles of 
100, 500, 1000 and Accu-Pak* blister units of 100. 
Tablets, 5 mg (pale yellow); bottles cf 100, 500, 
and 1000. 


Consult complete product literature before 
prescribing. 


CIBA Pharmaceutical Company 
Division of CIBA-GEIGY Corporation 
Summit, New Jersey 07901 
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Announcing Publication... 


MANUAL OF PSYCHIATRIC 
PEER REVIEW 


by the Peer Review Committee of the American Psychiatric Association, Donald G. Langsley, M.D., Chairperson in cooperation 
with the Joint Task Force on Diagnostic Criteria for Analyzability of the American Psychoanalytic Association, William Off- 
enkrantz, M.D., Chairperson, and the Peer Review Committee of the American Academy of Child Psychiatry. Larry B. Silver, 
M.D., Chairperson. 


MANUAL 
OF 
PSYCHIATRIC PEER REVIEW 





“This Manual provides a set of guidelines for district branches of APA and their peer review committees which should be adapted and 
modified in terms of local criteria, standards, and practices. The guidelines are not intended to be hard and fast rules. They are 
screening criteria, and not regulations to control practice. They are so designed that they can be utilized by non-physicians to identify 
those cases that can profitably be reviewed by psychiatrists serving on peer review committees. This document should be viewed as 
transitional, subject to revision as experience 1s gained, and continually updated in response to advances in psychiatric knowledge and 


changes in patterns of practice... . The application of these standards, and refinement through experience must rest with the peer 

review committees of district branches....It should help them to move ahead in the development of a peer review for American 
psychiatry.” 

Robert W. Gibson, M.D. 

President 


Part I titled PSYCHIATRIC PEER REVIEW contains sections on Basic Relationships and Responsibilities, Appointment of 
Peer Review Committees, Funding, Operations and Procedures, Medical Care Evaluation Studies, Appeals Processes, Special 
Problems, Confidentiality, Educational Aspects, Medical Ethics, Advocacy, Interdisciplinary Aspects, with Appendices on Model 
Screening Format for Inpatient Treatment for Alcoholism, Model Screening Format for Outpatient Treatment, Sample Form for 
Requesting Extension of Office Treatment, Claims Review Guidelines Suggestions, APA Position Papers on Peer Review, 
Bibliography. 

Part II titled PSYCHOANALYTIC PEER REVIEW has sections on Steps in Peer Review for Psychoanalysis, Guidelines for 


Model Criteria Sets, Pilot Application of Guidelines for Model Criteria Sets, Sample Peer Review Form, Sample data from Pilot 
Applications of Guidelines, and Glossary of Terms Used. 


Part III titled PEER REVIEW AND CHILD PSYCHIATRY contains sections of Special Considerations, Legal Rights of Chil- 
dren, Issue of Confidentiality, Conclusions, References, and Appendices on Model Screen Criteria Format for Intermediate Care, 
for Acute Care in a Short Stay Facilities, and for Partial Hospitalization, Outpatient Diagnostic Evaluation Procedures, and Out- 
patient Treatment for Children and Adolescents. 


Published by the American Psychiatric Association, Washington, D.C., September 1976. 114 pages. Spiral binding. Single cop- 
ies, $6.00. For orders of 10 or more, $5.00 per copy. 


Send coupon to: 

Publication Services Division, 

American Psychiatric Association 

1700 18th St., N.W. 

Washington, D.C. 20009. 

pe send me copy(ies) of Manual of Psychiatric Peer Review, order #168, @ $6.00 ea; 10 or more copies. 
.00 ea. 
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The psychologically disturbed patient may be 
specially vulnerable to insomnia—and excessively 
'eoccupied with it when it occurs. For the patient who 
would benefit from a hypnotic, consider the adjunctive 
se of Dalmane (flurazepam HCl), a benzodiazepine 
'oved to provide specific relief of insomnia in sleep 
boratory subjects and in psychiatric patients. 


Proved in the sleep research 
waboratory in chronic insomniacs: 
*8 nights of insomnia relief 
without increasing dosage" 


Dalmane is the only available hypnotic agent proved 
1 sleep laboratory studies to be effective beyond the 
rst two weeks, and still effective after 28 nights of 
dministration. This continued effectiveness was 
emonstrated in an original 47-night study! and con- 
rmed by another.” Insomnia is usually transient in 
aost patients, and Dalmane is generally not necessary 
r recommended for longer than a few nights. How- 
ver, in patients undergoing psychotherapy, adjunctive 
mse of a hypnotic may enhance progress by reducing 
*reoccupation with insomniac symptoms related to the 
wsychological disturbance.’ 
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Proved clinically on the psychiatric 
service: Prompt sleep, fewer nighttime 
awakenings and longer sleep 

for patients with insomnia^ 


Dalmane 30 mg administered A.s. for 7 nights 
improved sleep induction, reduced nighttime awaken- 
ings and increased total sleep time, in a controlled clini- 
cal study among 49 psychiatric patients. Objective 
findings (bed-check records) and subjective patient esti- 
mates agreed‘ (see next page for results). 


Proved over time: the relative 
safety of Dalmane (flurazepam HCI) 


Dalmane has an excellent safety record? patients 
generally tolerate it well, and seldom experience morn- 
ing “hang-over.” The usual adult dose (30 mg A.s.) 
remains effective from night to night without increasing 
dosage. To help preclude oversedation, dizziness or 
ataxia in the elderly or debilitated, prescribe 15 mg A.s. 
initially—a dosage proved effective? in elderly patients 
with insomnia. 


because patient safety 
is of equal concern 


Dalmane 
(flurazepam HCI)€ 


One 30-mg capsule h.s.— usual adult dosage 
(15 mg may suffice in some patients). 

One 15-mg capsule h.s.— initial dosage for 
elderly or debilitated patients. 


Please see following page for a summary 
of product information. 
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Effective for insomnia 





encountered in psychiatric 


practice 





Dalmane 
flurazepam HC 


B objectively effective in the sleep 
research laboratory 

m clearly effective in hospitalized 
psychiatric patients with insomnia 
B consistently effective in adult 


insomniacs of all ages, including 
the elderly 

m subjectively effective, with high 
patient acceptance and little 
morning “hang-over” 





PSYCHIATRIC PATIENTS 
WITH INSOMNIA SLEPT LONGER... 
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(See previous page for discussion of study.) 


Before prescribing Dalmane (flurazepam HCI), please consult 
complete product information, a summary of which follows: 
Indications: Effective in all types of insomnia characterized by 
difficulty in falling asleep, frequent nocturnal awakenings 
and/or early morning awakening; in patients with recurring 
insomnia or poor sleeping habits; in acute or chronic medical 
situations requiring restful sleep. Since insomnia is often tran- 
sient and intermittent, prolonged administration is generally 
not necessary or recommended. 


Contraindications: Known hypersensitivity to flurazepam HCL. 


Warnings: Caution patients about possible combined effects 
with alcohol and other CNS depressants. Caution against haz- 
ardous occupations requiring complete mental alertness (e.g., 
operating machinery, driving). 
Usage in Pregnancy: Several studies of minor tranquil- 
izers (chlordiazepoxide, diazepam, and meprobamate) 
suggest increased risk of congenital malformations 
during the first trimester of pregnancy. Dalmane, a 
benzodiazepine, has not been studied adequately to 
determine whether it may be associated with such an 
increased risk. Because use of these drugs is rarely a 
matter of urgency, their use during this period should 
almost always be avoided. Consider possibility of preg- 
nancy when instituting therapy; advise patients to dis- 
cuss therapy if they intend to or do become pregnant. 
Not recommended for use in persons under 15 years of age. 
Though physical and psychological dependence have not been 
reported on recommended doses, use caution in administering 
to addiction-prone individuals or those who might increase 
dosage. 
Precautions: In elderly and debilitated, limit initial dosage to 
15 mg to preclude oversedation, dizziness and/or ataxia. Con- 
sider potential additive effects with other hypnotics or CNS 
depressants. Employ usual precautions in patients who are 
severely depressed, or with latent depression or suicidal ten- 
dencies. Periodic blood counts and liver and kidney function 
tests are advised during repeated therapy. Observe usual pre- 
cautions in presence of impaired renal or hepatic function. 
Adverse Reactions: Dizziness, drowsiness, lightheadedness, 
staggering, ataxia and falling have occurred, particularly in 
elderly or debilitated patients. Severe sedation, lethargy, dis- 
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orientation and coma, probably indicative of drug intolerance 
or overdosage, have been reported. Also reported: headache, 
heartburn, upset stomach, nausea, vomiting, diarrhea, consti- 
pation, GI pain, nervousness, talkativeness, apprehension, irri- 
tability, weakness, palpitations, chest pains, body and joint 
pains and GU complaints. There have also been rare occur- 
rences of leukopenia, granulocytopenia, sweating, flushes, dif- 
ficulty in focusing, blurred vision, burning eyes, faintness, 
hypotension, shortness of breath, pruritus, skin rash, dry 
mouth, bitter taste, excessive salivation, anorexia, euphoria, 
depression, slurred speech, confusion, restlessness, hallucina- 
tions, paradoxical reactions, e.g., excitement, stimulation and 
hyperactivity, and elevated SGOT, SGPT, total and direct biliru- 
bins and alkaline phosphatase. 

Dosage: Individualize for maximum beneficial eflect. Adults: 
30 mg usual dosage; 15 mg may suffice in some patients. 
Elderly or debilitated patients: 15 mg initially until response is 
determined. 

Supplied: Capsules containing 15 mg or 30 mg flurazepam HCl. 
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symptomatic help for the schizophrenic patient 


Daxolin 


(loxapine succinate) 


Loxapine succinate has been evaluated clinically by the BPRS 
(Brief Psychiatric Rating Scale) in both acute and chronic 
schizophrenia, and in all age groups. 





Summary of Efficacy at End of Treatment in 11 Studies (by BPRS Item Profile)! 
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Eleven controlled, double-blind studies! involved 235 acute and chronic schizophrenic patients treated with 
loxapine, 118 patients treated with trifluoperazine, and 116 patients treated with chlorpromazine. Statistical 
analyses of BPRS rating data showed consistently superior results in the acute patients in all three groups. 
Though differences between loxapine and the reference agents in individual studies varied in relation to the 
degree and frequency of observation, the variations, when present in acute patients, generally indicated a 
more positive response to loxapine. 


Educational program for family and friends 


EMP (Empathic) Communications was originated to help family 
and friends understand and provide more support to the patient. 

This program encourages their active cooperation in the patient's 
adjustment to therapy and rehabilitation and is available free 


of charge. 


The first booklet in the program answers 
questions on how to cope with the 
schizophrenic patient. The second covers 
family relations with the hospitalized 
schizophrenic. The third deals with drug 
therapy in schizophrenia. Other booklets 
are planned to provide further guidance to 
family, friends, employer, co-workers, and 
paramedical personnel in their dealings 
with the patient. 


Professional information for you 


Psychiatric Interfaces, offered to you free 
of charge, is a new professional service 
dealing with current psychiatric trends. 
Presenting the observations and viewpoints 
of psychiatrists on mental-health care, it is 
intended to help you keep up to date on 
interesting new developments in psychiatry. 


a comprehensive program centered on 


Daxolin 





(loxapine succinate) 


to help control symptoms in acute 


and chronic schizophrenia 





See last page for full prescribing information. 





Daxolin 


(loxapine succinate) 





helps control symptoms in acute and chronic schizophrenia 


10 mg (light and dark 
blue), bottles of 100 
and 1000. 


25 mg (blue and 
white), bottles of 100 


and 1000. 


50 mg (blue and 
maroon), bottles of 100 
and 1000. 





Description: DAXOLN (loxapine succinate), a 
dibenzoxazepine compound, represents a new sub- 
class of tricyclic antipsychotic agent, chemically dis- 
tinct from the thioxanthenes, butyrophenones, and 
phenothiazines. Chemically, it is 2-chloro-11-(4- 
methyl-1-piperazinyl) dibenz [b.f] [1.4] oxazepine. It is 
present in capsules as the succinate salt. Each 1.36 
mg of loxapine succinate is equivalent to 1 mg of 
loxapine. 
Actions: Pharmacologically. loxapine is a tranquilizer 
for which the exact mode of action has not been estab- 
lished. However, changes in the level of excitability of 
subcortical inhibitory areas have been observed in 
several animal species in association with such man- 
ifestations of tranquilization as calming effects and 
suppression of aggressive behavior. 

in normal human volunteers, signs of sedation were 
seen within 20 to 30 minutes after administration, were 
most pronounced within 1% to 3 hours, and lasted 
through 12 hours. Similar onset and duration of primary 
pharmacologic effect was seen in animals. 

Absorption of loxapine following oral or parenteral 
administration is virtually complete. The drug is re- 
moved rapidly from the plasma and distributed in 
tissues. Animal studies suggest an initial preferential 
distribution in lungs. brain, spleen, heart, and kidney. 
Loxapine is metabolized extensively and excreted 
mainly in the first 24 hours. Metabolites are excreted in 
the urine in the form of conjugates but are unconju- 

ated in the feces. 
ndications: DAXOLIN is indicated for the manifesta- 
tions of schizophrenia. 
Contraindications: DAXOLIN (loxapine succinate) is 
cortraindicated in comatose or severe drug-induced 
depressed states (alcohol, barbiturates, narcotics, 


etc.). 

DAXOLIN is contraindicated in individuals with 

known hypersensitivity to the drug. 
Warnings: Usage in Pregnancy: Safe use of DAXOLIN 
durng pregnancy or lactation has not been estab- 
lished: therefore, its use in pregnancy. in nursing moth- 
ers, or in women of childbearing potential requires that 
the benefits of treatment be weighed against the possi- 
ble risks to mother and child. No embryotoxicity or 
teratogenicity was observed in studies in rats, rabbits 
or dogs. With the exception of one rabbit study, the 
highest dosage was two times the maximum recom- 
mended human dose and in some studies the dose 
was lower. Perinatal studies have shown renal papillary 
abnormalities in d of rats treated from mid- 
pregnancy with doses of 0.6 and 1.8 mg/kg doses 
which approximate the usual human dose but which 
are considerably below the maximum recommended 
human dose. 

Usage in Children: Studies have not been performed 
in children; therefore this drug is not recommended for 
use in children below the age of 16. 

DAXOLIN, like other tranquilizers, may impair mental 
andior physical abilities, especially during the first few 
days of therapy. Therefore, ambulatory patients should 
be warned about activities requiring alertness (eg. op- 
erating vehicles or machinery), and about concomitant 
use of alcohol and other CNS depressants. 
Precautions: DAXOLIN should be used with extreme 
caution in patients with a history of convulsive disor- 
ders since it lowers the convulsive threshold. Seizures 
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have been reported in epileptic patients receiving 
DAXOLIN at antipsychotic dose levels, and may occur 
even with maintenance of routine anticonvulsant drug 
therapy. 

Loxapine has an antiemetic effect in animals. Since 
this effect also may occur in man, loxapine may mask 
signs of overdosage of toxic drugs and obscure condi- 
tions such as intestinal obstruction and brain tumor. 

DAXOLIN should be used with caution in patients 
with cardiovascular disease. Increased pulse rates 
have been reported in the majority of patients receiving 
antipsychotic doses; and transient hypotension has 
been reported. In the presence of severe hypotension 
requiring vasopressor therapy, the preferred drugs 
may be norepinephrine or angiotensin. Usual doses of 
epinephrine may be ineffective because of inhibition of 
its vasopressor effect by loxapine. 

The possibility of ocular toxicity from loxapine cannot 
be exciuded atthis time. Therefore, careful observation 
should be made for pigmentary retinopathy and len- 
ticular pigmentation since these have been observed 
in some patients receiving certain other antipsychotic 
drugs for prolonged periods. 

Because of possible anticholinergic action, the drug 
shouid be used cautiously in patients with glaucoma or 
a tendency to urinary retention, particularly with con- 
comitant administration of anticholinergic-type anti- 
parkinsonian medication. 

Adverse Reactions: CNS Effects: Manifestations of 
adverse effects on the central nervous system, other 
than extrapyramidal effects, have been seen infre- 
quently. Drowsiness, usually mild, may occur at the be- 
ginning of therapy or when dosage is increased. It 
usually subsides with continued DAXOLIN (loxapine 
succinate) therapy. The incidence of sedation has 
been less than that of certain aliphatic phenothiazines 
and slightly more than the piperazine phenothiazines. 
Dizziness. faintness, staggering gait, muscle twitching. 
weakness, and confusional states have been reported. 

Extrapyramidal Reactions—Neuromuscular (extra- 
pyramidal) reactions during the administration of DAX- 
OLIN have been reported frequently, often during the 
first few days of treatment. In most patients, these reac- 
tions involved parkinsonism-like symptoms such as 
tremor, rigidity, excessive salivation, and masked fa- 
cies. Akathisia (motor restlessness) also has been re- 
ported relatively frequently. These symptoms are usu- 
ay db severe and can be controlled by reduction of 
DAXOLIN dosage or by administration of antiparkinso- 
nian drugs in usual dosage. Dystonic and dyskinetic 
reactions have occurred less frequently, but may be 
more severe. Dystonias include spasms of muscles of 
the neck and face, tongue protrusion, and oculogyric 
movement. Dyskinetic reaction has been described in 
the form of choreoathetoid movements. These reac- 
tions sometimes require reduction or temporary with- 
drawal of DAXOLIN dosage in addition to appropriate 
counteractive drugs. 

Persistent Tardive Dyskinesia—in keeping with the 
action of ali antipsychotic agents, tardive dyskinesia 
may appear in some patients on long-term therapy or 
may appear after drug therapy has been discontinued. 
The risk appears to be greater in elderly patients —es- 
pecially females—-on high-dose therapy. The symp- 
toms are persistent and, in some patients, appear to be 
irreversible. The syndrome is characterized by rhyth- 
mical involuntary movement of the tongue, face. 
mouth, or jaw (eg, protrusion of tongue, puffing of 
cheeks, puckering of mouth, chewing movements). 
Sometimes these may be accompanied by involuntary 
movements of the extremities. 

There is no known effective treatment for tardive dys- 
kinesia; antiparkinsonian agents usually do not alevi- 
ate the symptoms of this syndrome. It is suggested that 
all antipsychotic agents be discontinued if these symp- 
toms appear. Should it be necessary to reinstitute treat- 
ment, or increase the dosage of the agent, or switch to 
a different antipsychotic agent, the syndrome may be 
masked, It has been suggested that fine vermicular 
movements of the tongue may be an early sign of the 
syndrome; if the medication is stopped at that time the 
syndrome may not develop. 

ardiovascular Effects: Tachycardia, hypotension, hy- 
pertension, light-headedness, and syncope have 
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been reported. A few cases of ECG changes similar tc. © 
those seen with phenothiazines have been reported. i 

is not known whether these were related to loxapine: 
administration. 

Skin Effects: Dermatitis, edema (puffiness of face 
pruritus, and seborrhea have been reported with lo 
apine. The possibility of photosensitivity and/or ph 
totoxicity occurring has not been excluded; skin rashes: 
of uncertain etiology have been observed in a few pa 
tients during hot summer months. p 
Endocrine Effects: No endocrine abnormalities have 
been reported, 
Anticholinergic Effects: Dry mouth, nasal congestions 
constipation, and blurred vision have occurred; these 
are more likely to occur with concomitant use of anti 
parkinsonian agents. 
Other Adverse Reactions: Nausea, vomiting, weighs 
gain, weight loss, dyspnea. ptosis, hyperpyrexia: 
flushed facies, headache, paresthesia, and polydipsia: 
have been reported in some patients. 

Dosage and Administration: DAXOLIN (oxapine | 
succinate) is administered orally, usually in dividec ^ 
doses, twoto four times a day. Daily dosage (in terms o 
base equivalents) should be adjusted to the individuae: 
patients needs as assessed by the severity of symp: 
toms and previous history of response to antipsychotic: 
drugs. Initial dosage of 10 mg twice daily is recom: 
mended although, in severely disturbed patients, initia: 
dosage up to a total of 50 mg daily may be desirable _ 
Dosage should then be increased fairly rapidly over the: 
first seven to ten days until there is effective control 0^ 
psychotic symptoms. The usual therapeutic and main--- 
tenance range is 60 mg to 100 mg daily. However, as: 
with other antipsychotic drugs. some patients respon: 
to lower dosage and others require higher dosage for | 
optimal benefit. Daily dosage higher than 250 mg is note 
recommended. For maintenance therapy, dosage. 
should be reduced to the lowest level compatible with 
symptom control; many patients have been maintaineC' ^ 
satisfactorily at dosages inthe range of 20 mg to 60 mg 
daily. | 
How Supplied: DAXOLIN* (loxapine succinate) ise 
supplied in the following base-equivalent strengths: 
CAPSULES Hard Shell Printed “DOME” 

10 mg— Light and Dark Blue; bottles of 100 and 1000. 
25 mg— Biue and White; bottles of 100 and 1000. 

50 mg— Blue and Maroon; bottles of 100 and 1000. 


PS 






Manufactured for Dome Laboratories by 
Lederle Laboratories Division, American Cyanamid 
Company, Pear! River, N Y 


1. Data on file, Medical Research Department, 
Dome Laboratories. 


Dome Laboratories 


Division Miles Laboratories inc 
West Haven Connecticut O6516 USA 
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Just Published... 


T he Rape Victim 


by Elaine Hilberman, M.D. 


Mythologies about rape are legion. However, in recent years behavioral scientists have accu- 
mulated a body of information about rape and about an unfolding series of reactions experi- 
enced by the victim after rape. The aim of this concise, tightly reasoned book is to summarize 
what is now known about the needs and experiences of the victim and her family, and to pro- 
vide a framework in which the clinician can more knowledgeably supply assistance and sup- 
port. This document, published by the American Psychiatric Association, is the result of a 
project of the Association s Committee on Women. 


Pointing out that the profound impact of rape stress is best understood in the context of rape 
as "a crime against the person and not the hymen,” Dr. Hilberman sees rape as the ultimate 
violation of the self short of homicide, as an act of violence and humiliation in which not only is 
the victim's very existence threatened, and her inner and most private space invaded, but her 
autonomy and control are totally demolished. Dr. Hilberman shows that if and when the victim 
reports the crime, she is confronted with a complex series of yet additional stresses growing 
out of her contact with the hospital, police, courts, media and community opinion. Additionally, 
her crisis differs from other crises in that her usual social support system is likely to be dis- 
rupted. Her immediate needs are for empathy and safety, and a sense of control over what is 
happening in her dealings with the several agencies. Dr. Hilberman shows that in the absence 
of sensitivity to these needs, the experience of reporting becomes another assault. 


This book presents a professional, sobering, and balanced picture of the problems of the rape 
victim and details what the clinician must know—about local hospital policy, criminal justice 
procedure, rape statutes, and community attitudes and services—in order to be able to treat 
victims with an understanding of the larger context in which rape occurs. 


ELAINE HILBERMAN, M.D., is in the Department of Psychiatry at the University of North 
Carolina School of Medicine. 


Paperback edition—$5.00 each, may be ordered from the AMERICAN PSYCHIATRIC AS- 
SOCIATION, Publication Sales, 1700 18th St., N. W., Washington, D.C. 20009. 


Hardback edition—$7.95 may be ordered from Basic Books, Inc., 10 East 53rd Street, New 
York, New York 10022. 
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Please send me___________ copy(ies) of The Rape Victim, order 4243, @ $5.00 ea. (Paper- 
back). 
(Please Print) GBI Me MCheck Enclosed 


Send Coupon to: American Psychiatric Association 
Publication Sales 
1700 Eighteenth St., N.W. 
Washington, D.C. 20009 
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in 14 double-blind studies, of 339 patients with depressive was seen in 51.3% (174 of 339 patients) in the first week and in 
neurosis who received Mellaril (thioridazine) over half had 86.4% (293 of 339 patients) by the end of the fourth week. 
measurabie relief within one week. Relief of the anxiety com- 

ponent was seen in 54.6% (185 of 339 patients) within the first The most common side effects are drowsiness and dry mouth. 


week; relief of the depressed-mood component was seen in Mellaril (thioridazine) is not habituating and odd does not 
53.476 (181 of 339 patients); relief of insomnia secondary to cause euphoria or undue sedation. (The physician should, 
depression was seen within the first week in 50.295, or 132 of however, caution patients against partic etes n. es ivities 


the 263 patients with this symptom; and overall improvement which require complete mental alertness, e.g., driving.) 


-in short-term therapy of moderate to marked depression | 
id vari fiable degrees of anxiety in patients with depressive neurosis 


ELLAI i (THIORIDAZINE) 


a TABLETS: Or mg, 15 mg, 25 mg, and 50 mg thioridazine HCI, U.S.P. 


IN A WEEK For Brief Summary, please see following page. SANDO? 
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Before prescribing or administering, see Sandoz literature for full product infor- 
mation. The following is a brief summary. 

Contraindications: Severe central nervous system depression, comatose 
states from any cause, hypertensive or hypotensive heart disease of extreme 
degree. 

Warnings: Administer cautiously to patients who have previously exhibited a 
hypersensitivity reaction (e.g., blood dyscrasias, jaundice) to phenothiazines. 
Phenothiazines are capable of potentiating central nervous system depressants 
(e.g., anesthetics, opiates, alcohol, etc.) as well as atropine and phosphorus in- 
secticides; carefully consider benefit versus risk in less severe disorders. During 
pregnancy, administer only when the potential benefits exceed the possible risks 
to mother and fetus. 

Precautions: There have been infrequent reports of leukopenia and/or 
agranulocytosis and convulsive seizures. In epileptic patients, anticonvulsant 
medication should also be maintained. Pigmentary retinopathy, observed pri- 
marily in patients receiving larger than recommer ded doses, is characterized by 
diminution of visual acuity, brownish coloring of vision, and impairment of night 
vision; the possibility of its occurrence may be reduced by remaining within rec- 
ommended dosage limits. Administer cautiously to patients participating in ac- 
tivities requiring complete mental alertness (e.g., driving), and increase dosage 
gradually. Orthostatic hypotension is more common in females than in males 
Do not use epinephrine in treating drug-induced hypotension since pheno- 
thiazines may induce a reversed epinephrine effect on occasion. Daily doses in 
excess of 300 mg. should be used only in severe neuropsychiatric conditions 
Adverse Reactions: Central Nervous System—Drowsiness, especially with 
large doses, early in treatment; infrequently, pseudoparkinsonism and other ex- 
trapyramidal symptoms; rarely, nocturnal confusion, hyperactivity, lethargy, 
psychotic reactions, restlessness, and headache. Autonomic Nervous System— 
Dryness of mouth, blurred vision, constipation, nausea, vomiting, diarrhea, 
nasal stuffiness, and pallor. Endocrine System— Galactorrhea, breast engorge- 
ment, amenorrhea, inhibition of ejaculation, and peripheral edema. Skin— Der- 
matitis and skin eruptions of the urticarial type, photosensitivity. Cardiovascular 
System— ECG changes (see Cardiovascular Effects below). Other— Rare cases 
described as parotid swelling 

The following reactions have occurred with phenothiazines and should be con- 
sidered: Autonomic Heactions— Miosis, obstipation, anorexia, paralytic ileus. 
Cutaneous Reactions—Erythema, exfoliative dermatitis, contact dermatitis. 
Blood Dyscrasias— Agranulocytosis, leukopenia, eosinophilia, throm- 
bocytopenia, anemia, aplastic anemia, pancytopenia. A//ergic Reactions— 
Fever, laryngeal edema, angioneurotic edema, asthma. Hepatotoxicity—Jaun- 
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in short-term therapy of moderate 
to marked depression with variable 
degrees of anxiety in patients 
with depressive neurosis 
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dice, biliary stasis. Cardiovascular Effects— Changes in terminal portion of 
electrocardiogram, including prolongation of Q-T interval, lowering and inver- 
sion of T-wave, and appearance of a wave tentatively identified as a bifid T or a U 
wave have been observed with phenothiazines, including Mellaril (thioridazine); 
these appear to be reversible and due to altered repolarization, not myocardial 
damage. While there is no evidence of a causal relationship between these 
changes and significant disturbance of cardiac rhythm, several sudden and 
unexpected deaths apparently due to cardiac arrest have cccurred in patients 
showing characteristic electrocardiographic changes while taking the drug. 
While proposed, periodic electrocardiograms are not regarded as predictive. Hy- 
potension, rarely resulting in cardiac arrest. Extrapyramidal Symptoms— 
Akathisia, agitation, motor restlessness, dystonic reactions, trismus, torticollis, 
opisthotonus, oculogyric crises, tremor, muscular rigidity, and akinesia. Persis - 
tent Tardive Üyskinesia— Persistent and sometimes irreversible tardive 
dyskinesia, characterized by rhythmical involuntary movements of the tongue, 
face, mouth, or jaw (e.g., protrusion of tongue, puffing of cheeks, puckering of 
mouth, chewing movements) and sometimes of extremities may occur on long- 
term therapy or after discontinuation of therapy, the risk being greater in elderly 
patients on high-dose therapy, especially females; if symptoms appear, discon- 
tinue all antipsychotic agents. Syndrome may be masked if treatment is 
reinstituted, dosage is increased, or antipsychotic agent is switched. Fine ver- 
micular movements of tongue may be an early sign, and syndrome may not 
develop if medication is stopped at that time. Endocrine Disturbances— 
Menstrual irregularities, altered libido, gynecomastia, lactation, weight gain, 
edema, false positive pregnancy tests. Urinary Disturbances— Retention, incon- 
tinence. Others—Hyperpyrexia; behavioral effects suggestive of a paradoxical 
reaction, including excitement, bizarre dreams, aggravation of psychoses, and 
toxic confusional states; following long-term treatment, a peculiar skin-eye 
syndrome marked by progressive pigmentation of skin or conjunctiva and/or 
accompanied by discoloration of exposed sclera and cornea; stellate or 
irregular opacities of anterior lens and cornea; systemic lupus erythematosus- 
like syndrome. 

Dosage: Dosage must be individualized according to the degree of mental and 
emotional disturbance, and the smallest effective dosage should be determined_ 
for each patient. In adults with depressive neurosis the usual starting dosage is 
25 mg t.i.d. and the dosage ranges from 10 mg b.i.d. to q.i.d. in milder 

cases to 50 mg t.i.d. or q.i.d. for more severely disturbed patients; 

the total daily dose ranges from 20 mg to a maximum of 200 mg. 
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Psychosomatic Medicine in the Seventies: An Overview 


BY Z.J. LIPOWSKI, M.D. 


The author discusses the theoretical, investigative, 
clinical, and teaching aspects of psychosomatic 
medicine in the seventies. Major research and clinical 
developments are discussed in relation to key 
theoretical postulates and concepts. The rapidly 
expanding field of psychosomatic medicine is far more 
diversified, scientifically rigorous, methodologically 
resourceful, and therapeutically relevant than ever 
before. Its hallmarks include a multifactorial 
approach to the study of health and disease, 
formulation of testable hypotheses and their careful 
validation, concern with the clinical applicability of 
research, and development of integrative theories. 
Current advances in the field have far-reaching 
implications for medicine, psychiatry, and the 
behavioral sciences. 


PSYCHOSOMATIC medicine as a scientific discipline and 
an approach to medical practice has staged a spectacu- 
lar comeback. After seeming to be dormant, if not ex- 
tinct, for almost two decades, it is once more in the 
mainstream of contemporary medicine and thought. 
The problem of assessing the relative contribution of 
psychological, biological, and social factors to the de- 
velopment, course, and outcome of physical and psy- 
chiatric disorders has regained a dominant position in 
both medicine and psychiatry. Psychosomatic medi- 
cine has provided them with a relevant set of theo- 
retical assumptions and a long tradition of addressing 


sue. the mind-body problem in research and clinical prac- 


tice. The field has grown rapidly in breadth, com- 
plexity, and diversity. It has attempted to answer very 
old questions about human health and disease with the 
aid of modern investigative methods. Its current revi- 
val seems to mark the twilight of the golden age of re- 
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ductionism, of an intolerant and narrow approach to 
the study and treatment of disease from a purelv bio- 
logical, psychological, or social viewpoint. 

It is significant that the 27th World Health Assem- 
bly, held in May 1974, endorsed a holistic and ecologi- 
cal approach to medical research, practice, and train- 
ing (1). The participants urged all nations to support re- 
search on the role of psychosocial factors in health and 
disease. They contended that these factors can precipi- 
tate and counteract physical and mental illness and are 
thus crucially important in the prevention and manage- 
ment of all disease. This historical resolution vindi- 
cated the traditional psychosomatic viewpoint. 

Knowledge of these developments is not general. 
Confusion about the current state of psychosomatic 
medicine is widespread. Semantic ambiguities abound 
and impede meaningful communication. Old stereo- 
types and outdated viewpoints linger on. Some psychi- 
atrists and other physicians view psychosomatic medi- 
cine as *'an improbable hybrid of clinical thinking, 
physiological speculation and psychoanalytic 
theroy”’ (2) or as a doctrine of “well-meaning but ill- 
defined humanism” (3). These views betray deplor- 
able ignorance of the current state of the field. It is 
time to set the record straight. Three recent books (4— 
6) should help in this regard. 

It is difficult to give a balanced account of a subject 
that is so broad, diversified, and vigorously evolving. 
Bias in the choice of topics and in emphasis is unavoid- 
able. My objective is to survey selected themes in theo- 
ry, research, clinical applications, and training, which 
together comprise psychosomatic medicine in the sev- 
enties. 


DEFINITION OF PSYCHOSOMATIC MEDICINE 


Psychosomatic medicine has three interrelated fac- 
ets that jointly define its scope. 1) It is a scientific dis- 
cipline concerned with the study of the relationships of 
biological, psychological, and social determinants of 
health and disease. 2) It is a set of postulates and guide- 
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lines embodying a holistic approach to the practice of 
medicine. 3) It encompasses consultation-liaison psy- 
chiatry (7). 

This tripartite definition includes both the scientific 
and the clinical aspects of the field, which have always 
been its integral constituents (8). As a scientific dis- 
cipline, psychosomatic medicine has focused on the re- 
ciprocal relationships between psychological and phys- 
iological variables and has attempted to correlate them 
with specified conditions and changes in the person's 
social environment. To do so it has had to simulta- 
neously employ research methods, explanatory con- 
cepts, and languages belonging to three distinct levels 
of abstraction—social, psychological, and physi- 
ological. The principal scientific task has been to eluci- 
date the precise role of defined social and psychologi- 
cal factors in maintaining health and codetermining the 
development and course of disease. A complementary 
task has involved the study of the influence of speci- 
fied physiological variables on psychological function- 
ing in all of its principal aspects—information process- 
ing, motivation, emotions, and psychomotor behavior, 
both normal and abnormal. 

From its inception psychosomatic medicine has 
been more than a scientific discipline. It has also repre- 
sented a point of view on the nature of man and a re- 
formist movement in, as well as an approach to, medi- 
cine. It has predicated a view of mind and body as ab- 
stractions derived from a more concrete entity—a 
person. It has affirmed that to achieve comprehensive 
knowledge of people it is necessary to study them as 
individual mind-body complexes ceaselessly inter- 
acting with the social and physical environment in 
which they are embedded. Thus the psychosomatic 
conception of man is integrative, holistic, and dynam- 
ic. Psychosomatic medicine advocates a unified con- 
cept of health and disease. This advocacy and the re- 
lated guidelines for clinical action justify the con- 
notations of psychosomatics as a reformist movement 
in medicine and a distinct approach to the prevention, 
diagnosis, and management of disease. It is an ap- 
proach antithetical to reductionism, one that affirms 
the uniqueness, complexity, and the systems view of 
man (7). 

Ambiguity has clouded the concept of psycho- 
somatic medicine, and widespread fallacies about it 
need to be corrected. It is erroneous to regard it as an 
affirmation of metaphysical dualism, an advocacy of 
psychological causation of physical illnesses, and a 
study of the so-called psychosomatic disorders. The 
concept of psychogenesis of organic disease is as re- 
ductionistic as the germ theory of it, against which psy- 
chosomatic pioneers inveighed. This concept is no 
longer tenable and has given way to the doctrine of 
multicausality of all disease, one that fits the facts 
best. It is consonant with this doctrine to view social 
and psychological factors as codeterminants of health 
and illness and thus as elements having etiological and 
modifying significance in human morbidity. The rela- 
tive contribution of these factors varies from disease 
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to disease, from person to person, and from one epi- 
sode of the same disease in the same person to another 
episode. It is one of the tasks of psychosomatic re- 
search and of every physician to try to determine the 
extent of this relative contribution in various disorders 
and in individual patients. Clinical management should 
be based on such assessment. 

If the foregoing arguments are accepted, then it be- 
comes clear that to distinguish a class of diseases as 
"psychosomatic disorders" and to propound gener- 
alizations about **psychosomatic patients" is mislead- 
ing and redundant. Concepts of single causes and of 
unilinear causal sequences—for example, from psyche 
to soma and vice versa—are simplistic and obsolete. 
The dynamic interaction of multiple factors occurring 
in varying constellations and time sequences, and mod- 
ified by feedback effects, underlies all changes in 
health. To break down this complexity into testable hy- 
potheses and validate them, to formulate integrative 
theories, and to develop effective preventive and thera- 
peutic methods are the chief objectives of psycho- 
somatic medicine today. 

Critics complain that psychosomatic medicine is an 
undefinable, overinclusive, and scientifically useless 
concept. On the contrary, the discipline, as here de- 
fined, meets the need for an integrative and over- 
arching science of man as a biological organism, a self- 
aware person, and a social being. More specifically, it 
is a body of empirical knowledge and practical pre- 
cepts regarding the role of symbolic processes and 
their emotional correlates and behavioral con- 
sequences in health and disease. The current revival of 
the field attests to the fascination it engenders and the 
intellectual challenge it poses. 


A HISTORICAL PERSPECTIVE 


Psychosomatic medicine in the seventies can be bet- 
ter understood if viewed against its historical back- 
ground. In its present form as an organized field of sci- 
entific inquiry it is about 50 years old. However, its his- 
torical roots reach back to the origins of Western 
medicine and thought in Greece of the fifth century 
B.C. (8). It is sobering to find that many themes in psy- 
chosomatic research and theory today were formu- 
lated and recurrently addressed over the centuries. 
For example, Gaub, a professor of medicine in Ley- 
den, wrote in 1747 that ‘‘the reason why a sound body 
becomes ill, or an ailing body recovers, very often lies 
in the mind. Contrariwise, the body can frequently 
both beget mental illness and heal its offspring" (cited 
in reference 9, p. 71). Gaub wrote of the harmful, even 
lethal, effects on the body of intense fear, rage, and joy 
as well as of unexpressed sorrow and suppressed an- 
ger. 

In 1872 Tuke (10) compiled a vast body of observa- 
tions and anecdotes recorded in Western medical liter- 
ature and pertaining to the influence of the mind on the 
body in health and disease. That monumental book 


was a landmark since it presented in a coherent theo- 
retical framework a mass of previously scattered and 
unorganized information. Thus the groundwork for a 
new science was laid. Yet it took another half-century 
for psychosomatic medicine to evolve as a recognized 
discipline. It is clear that the late nineteenth century 
provided an unfavorable climate for empirical study of 
the mind-body problem. Three independent devel- 
opments made such study possible. Freud, Pavlov, 
and Cannon offered new methods of research and ex- 
planatory concepts that propelled the mind-body prob- 
lem into prominence again. 

By the 1920s the stage was set for psychosomatic 
medicine to emerge from the background of philoso- 
phy and medical folklore. What had started as a cluster 
of hunches, clinical anecdotes, and imaginative specu- 
lations became a subject of scientific investigations. 
Both conceptual and research tools were at last avail- 
able. For the next 30 years or so the field followed two 
major directions—psychodynamic and psycho- 
physiological, respectively. The former was inspired 
by psychoanalytic theory and relied on psychoanalytic 
concepts and methods of making observations. The 
most influential representative of that trend was Alex- 
ander (11). His specificity theory, which linked in a 
causal chain specific unresolved unconscious conflicts 
with specific somatic disorders, dominated the field un- 
til about 1955. 

Alexander formulated many of the core assumptions 
of psychosomatic medicine (11). He postulated the 
decisive role of unconscious conflicts and related emo- 
tions in the development of such disorders as bron- 
chial asthma, ulcerative colitis, thyrotoxicosis, essen- 
tial hypertension, rheumatoid arthritis, neuroderma- 
titis, and peptic ulcer. His was an imaginative 
approach, one that stimulated much clinical research 
and raised hopes of effective therapy aimed at the reso- 
lution of the pathogenic conflicts. Yet this methodolog- 
ical approach had weaknesses. It causally linked vari- 
ables of very different levels of abstraction, e.g., con- 
flict and peptic ulcer, without due regard to the 
intervening psychophysiological mechanisms. Valida- 
tion of Alexander's hypotheses proved predictably dif- 
ficult (12). The hoped-for efficacy of therapy based on 
them did not materialize despite some successes (13). 
The hypotheses gained wide currency and were re- 
duced by uncritical supporters to simplistic '*psycho- 
somatic formulae” that were applied indiscriminately 
to all patients suffering from one of the psychosomatic 
disorders. By about 1955 this approach had ground to 
a halt and left in its wake widespread disenchantment 
with psychosomatic medicine as a whole. The field suf- 
fered a sharp drop in popularity and credibility and 
seemed to be heading for the annals of medical history. 

The second major direction in psychosomatic re- 
search and theory, the psychophysiological one, was 
concurrently developed with less fanfare by Wolff and 
his many collaborators at Cornell University over a pe- 
riod of 30 years, i.e., until his death in 1962. It was 
marked by careful scientific and experimental design, 
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quantification of the studied variables, focus on con- 
scious and thus more readily elicited psychological fac- 
tors, and concern with the mechanisms mediating be- 
tween symbolic stimuli and processes on the one hand, 
and peripheral physiological changes on the other. 
Wolff developed a theory of psychological stress and 
applied it to a wide range of somatic diseases (14). He 
and his coworkers carried out ingenious psycho- 
physiological studies and employed epidemiological 
methods in research on the role of social and psycho- 
logical factors in disease. His work has had a decisive 
influence on psychosomatic research during the past 
15 years. 

This brief historical sketch may lend a sense of conti- 
nuity to the following survey of the current psycho- 
somatic scene. 


CURRENT STATE OF PSYCHOSOMATIC THEORY 


The influence of psychoanalysis on psychosomatic 
medicine has waned in the past 20 years. It has been 
difficult to validate the proposed primacy of uncon- 
scious psychological factors, such as conflicts, in the 
pathogenesis of various somatic disorders. Alexan- 
der's specificity theory still has a few adherents, and 
attempts to validate its hypotheses continue (12). Al- 
though the theory has some value for clinical predic- 
tion and the therapy of patients suffering from 1 of the 
7 “psychosomatic disorders” (13), it has failed to gen- 
erate new research and clinical applications. Other 
psychoanalytic concepts, such as conversion, somati- 
zation, physiological regression, repressed affects, and 
psychogenesis, continue to be used by some workers 
to account for various somatic disorders. There is 
much less of a tendency, however, to claim that these 
concepts can adequately explain the occurrence of any 
of the major diseases prevalent today. They are more 
helpful for understanding certain somatic complaints 
not based on demonstrable pathology (7). The tenden- 
cy to psychologize bodily functions has been tem- 


Psychoanalytic concepts and methods of observa- 
tion continue to be important for psychosomatic medi- 
cine. They contribute knowledge of the unconscious 
significance of all information for tlie person, of the 
symbolic meaning of body parts and functions, and of 
unconscious motivation and conflicts. All of these fac- 
tors influence a person's psychophysiological re- 
sponses to life events and situations and susceptibility 
and psychological reactions to illness. Thus they code- 
termine the timing of onset, course, and outcome of 
disease. Yet unconscious factors are merely one class 


' of relevant variables that must be studied in relation to 


all of the other classes to achieve comprehensive 
knowledge. 

Current psychosomatic theory has been influenced 
by general systems and information theories, the doc- 
trine of multicausality of somatic functions and behav- 
ior, notions of psychophysiological response specifici- 
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ty and activation, the theory of operant conditioning 
and self-control of visceral functions, the hypothesis 
of object loss as an antecedent of disease, and by the 
concepts of psychosocial stress, cognitive appraisal 
and meaning, individual susceptibility to disease, adap- 
tation, coping, and feedback (4, 5, 7). The most in- 
fluential theoretical formulations have been generated 
by Wolff (14), Grinker (15), Engel (16), and Lazarus 
(17), among others (8). : 

In contrast to the first phase of psychosomatic medi- 
cine (between about 1925 and 1955), the present phase 
is marked by relatively less emphasis on individual 
psychodynamics and more on psychophysiological re- 
sponses to environmental stimuli. Theoretical per- 
spectives have broadened to include the etfects of so- 
cial factors on health. Family interaction and dis- 
ruption, conditions and relationships on the job, 
urbanization, poverty, migration, and rapidly changing 
value systems and lifestyles are some of the social 
variables whose impact on psychophysiological func- 
tioning and health is generating hypotheses and research 
(5). This trend has complemented, not supplanted, 
traditional psychodynamic and psychophysiological 
approaches. The individual has not been lost sight of. 
Yet a social and ecological dimension has enriched 
the previously two-dimensional psychosomatic theo- 
ries that focused on psychophysiological interac- 
tions but disregarded the social milieu (18). As Dubos 
(19) reminds us, ''The understanding and control of 
disease require that the body-mind complex be studied 
in its relations to external environment." 

Another major shift in focus is shown in the current 
concern with conscious emotions and cognitive proc- 
esses and their anatomical substrate and physiological 
concomitants. These psychological variables are more 
easily elicited and quantified than the unconscious 
ones and are thus more amenable to scientific study. 
Their physiological concomitants and consequences 
must be identified if we are to move beyond vague talk 
about the mysterious leap from the mind to the body. 
Without knowledge of the mediating mechanisms, hy- 
potheses of psychosomatic etiology would remain in- 
spired speculations. 

Thus current psychosomatic theories are more com- 
plex and holistic than ever. They reflect the scientific 
zeitgeist marked by acceptance of complexity, by at- 
tempts to study and relate multiple variables, and by 
striving for theories straddling interdisciplinary bound- 
aries. 


Dominant Theoretical Concepts and Formulations 


Psychosomatic hypotheses and research are at- 
tempting to answer several deceptively simple ques- 
tions. Why does a person respond to particular social 
situations and specific life events with a given pattern 
of psychological and physiological changes? Which 
psychological variables may help predict when an indi- 
vidual will become ill and what illness he or she will 
develop? Through which pathways and mechanisms 
do symbolic stimuli bring about changes in susceptibili- 
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ty to somatic illness? Which kinds of social situations 
and events are most likely to predispose to and precipi- 
tate illness in a given person or group? Which behav- 
iors, attitudes, and social conditions are most con- 
ducive to health and to adaptive coping with illness? 
What are the psychological characteristics of people 
who most readily become ill or complain of bodily 
symptoms, or both? 

Current psychosomatic theories and research re- 
volve around these questions. Answers to them are 
sought to advance control over disease and suffering. 
The main goal is to identify those psychosocial vari- 
ables which increase susceptibility to illness as well as 
those which enhance resistance to and adaptive coping 
with it. Such knowledge is needed as a basis for social 
and psychological measures that will help to prevent 
and ameliorate diseases causing chronic disability and 
premature death. There is accruing evidence that this 
goal may be achieved by modifying specific behaviors, 
attitudes, and emotional responses and improving so- 
cial supports. 

It is worth attempting to outline the general frame- 
work of current psychosomatic theory against which 
the more specific explanatory concepts ana hypothe- 
ses may be viewed. A core assumption asserts that 
man's symbolic activity, subserved: by the cerebral 
structures and functions, influences organismic proc- 
esses at all other levels of organization down to the cel- 
lular level. Thus the realm of conscious and uncon- 
scious perceptions, thoughts, memories, imagery, and 
fantasy constitutes a set of factors affecting home- 
ostasis, adaptation, and health. In turn, symbolic activ- 
ity is influenced by environmental stimuli and by bod- 
ily processes that directly affect cerebral functions. 
Symbolic processes are responsive to information in- 
puts from the following three sources: the environ- 
ment, the body, and the partly autonomous symbolic 
activity itself. Social situations and events are obvious- 
ly the most significant source of information for the 
person. Information can affect the individual insofar as 
it is appraised, consciously, unconsciously, or both, 
and endowed with subjective meaning. The latter is a 
condition for activation of emotions. In turn, emotions 
have physiological concomitants and cognitive and be- 
havioral consequences, all of which can bring about 
changes in health (18). These propositions will be fur- 
ther discussed in the section on psychosocial stress. 

The second set of core assumptions pertains to the 
role of enduring psychological and physiological ten- 
dencies to react to specific stimuli with individually 
specific patterns of cognitive, emotional, behavioral, 
and physiological responses. These tendencies code- 
termine which life situations and changes are most like- 
ly to result in a given illness in the person. They are 
partly inborn and partly learned and are subject to 
modification and self-control (20). Developmental fac- 
tors and the kinds, timing, duration, and intensity of 
environmental, especially social, stimuli during the 
early development of the organism and personality 
help shape future: psychophysiological response pat- 


terns. They codetermine individual susceptibility to 
disease (21). 

The following three currently influential sets of con- 
cepts and hypotheses reflect the preceding assump- 
tions: psychosocial stress, psychophysiological re- 
sponse specificity , and individual susceptibility to dis- 
ease. 


Psychosocial Stress 


This concept has been methodologically fertile de- 
spite its weaknesses (14, 16, 17, 22, 23). It implies 
that social situations and events as well as such psy- 
chological states as conflicts and frustrated strivings 
may disturb homeostasis and impose adaptive demands 
on the organism. This class of variables is usually re- 
ferred to as ‘“‘stressors’’ (22, 23), "''stressful life 
events” (24), or “‘life changes” (25). 

Ambiguity has resulted from three meanings of the 
term “‘stress.’’ For different writers it connotes a state 
of the organism; the stressors; or an area of study in- 
cluding stressful stimuli, an organism's responses to 
them, and the totality of intervening variables (14, 17, 
22, 23). Controversy also persists regarding the rela- 
tive specificity versus nonspecificity of physiological 
changes evoked by various stressors (23). I propose 
the following definition: psychosocial stress refers to 
external and internal stimuli that are perceived by and 
are meaningful to the person, activate emotions, and 
elicit physiological changes that threaten health and 
survival. 

Psychosocial stress may be, indirectly, as injurious 
as extremes of temperature, pathogenic micro- 
organisms, and physical trauma (7, 14, 16). It is distin- 
guished from these other categories of stress or stres- 
sors by virtue of its dependence on symbolic activity 
and emotions. Psychosocial stress is not necessarily 
pathogenic and may be beneficial. Its effect on health 
.depends on the person's coping capacity, social sup- 
port, and other factors. The key intervening variables 
in psychosocial stress are information, its cognitive ap- 
praisal and subjective meaning, and emotions. 

The following five major categories of subjective 
meaning of information may be distinguished: threat, 
loss, gain or relief, challenge, and insignificance (26). 
Information that signifies threat, loss, or both for the 
person is particularly liable to evoke dysphoric emo- 
tions of fear, anxiety, anger, grief, depression, guilt, 
and shame. Such emotions play a crucial role in medi- 
ating the adverse effects of such information on the 
functions of the body and on illness behavior. They ac- 
tivate one of the following three defensive behavioral 
tendencies: fight, flight, or immobility (conservation- 
withdrawal) (27). Subjective meaning of information 
has sociocultural, personality, and experiential de- 
terminants. On it depends what constitutes stress for 
the individual. 

Emotions are viewed as intervening variables be- 
tween meaning of information and bodily changes elic- 
ited by it (28, 29). They may also be activated by di- 
rect stimulation of the limbic-hypothalamic system. 
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They have physiological concomitants (cardiovascu- 
lar, respiratory, glandular, musculoskeletal, and so 
forth) that may have one or more of the following ef- 
fects: 1) be perceived and augment, reduce, or change 
the quality of the emotion; 2) predispose to, precipi- 
tate, make manifest, exacerbate, or ameliorate a patho- 
logical bodily process; 3) motivate behavior inimical or 
conducive to health; 4) set in motion ego mechanisms 
of defense and coping strategies aimed at relief of dis- 
tress; and 5) be communicated as somatic symptoms 
and foster adoption of the sick role (26). 

Psychophysiology of emotions has been one of the 
foci of stress research and theory (28, 29). Neuroendo- 
crine mechanisms are of key importance. Efforts con- 
tinue to identify those social and psychological vari- 
ables which constitute the most common forms of 
stress by virtue of the emotions that they arouse. It is 
postulated that the more disturbing an event or situa- 
tion is for the person, the higher the probability that it 
will lead to bodily dysfunction and disease. The kind, 
intensity, and duration of the evoked emotions are the 
decisive variables. 

Bereavement (30), loss of job (31), disturbed family 
interaction (32, 33), specific work conditions (34), and 
sensory and information overloads (35) are examples 
of common psychosocial stressors. There are two ma- 
jor approaches to the study of psychosocial stress, 
qualitative and quantitative. Proponents of the former 
approach are exemplified by Engel (cited in reférence 
36) and Schmale (36). They have proposed that object 
loss is à common antecedent of illness. According to 
this hypothesis, actual, anticipated, or fantasted loss 
of a valued person, possession, body part, or life style 
is likely to lead to a psychological state called the giv- 
ing up-given up syndrome and its associated emo- 
tions of helplessness or hopelessness. Thus the quali- 
ty, or subjective meaning, of a life change is postulated 
to be correlated with onset of illness. The quantitative 
approach, represented by Holmes and Masuda (37) and 
Rahe (25), asserts that the magnitude of recently accu- 
mulated life changes is predictive of near-future illness 
and its severity. These two approaches should be 
viewed as mutually complementary rather than exclu- 
sive. 

The value of the concept of stress has been chal- 
lenged lately (22). Semantic ambiguity has detracted 
from its usefulness. It is difficult to distinguish be- 
tween stress-induced illness and illness behavior (38). 
Despite these methodological flaws the concept of 
stress has heuristic value. It has helped to bring togeth- 
er in a coherent framework a mass of observations on 
the relationship of social factors, the individual's sym- 
bolic activity, and changes in health. It has prevailed 
in the face of criticisms and modifications and is likely 
to be with us for a long time to come (23). 


Psychophysiological Specificity 


As recently revised (39), this concept pertains to the 
probability that a person will respond to a given stimu- 
lus situation with a predictable set of psychological 
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and physiological changes. Such a prediction must be 
based on the following three sets of variables. 

1. The nature, intensity, and duration of.the stimu- 
lus situation. If the latter is known to evoke similar re- 
sponses in many individuals, then one talks of stimulus 
response specificity or stereotvpy. 

2. The enduring psychological and physiological re- 
sponse characteristics of the person, or individual re- 
sponse specificity. These variables are critically impor- 
tant for the prediction of individual differences in re- 
sponse to the same type of stimulus situation, be it the 
death of a close person, loss of a job, or public speak- 
ing. This issue has generated the bulk of psycho- 
somatic hypotheses and research. Personality, genetic 
factors, developmental history, past exposure to ill- 
ness, unconscious conflicts and modes of defending 
against them, behavior patterns, attitudes, and operant 
conditioning have all been invoked to account for indi- 
vidual psychophysiological response characteristics 
and for susceptibility to illness in general and to specif- 
ic diseases in particular (7, 8, 40). Mirsky's formula- 
tion (41) of the etiology of duodenal ulcer exemplifies a 
multifactorial hypothesis postulating individual re- 
sponse specificity. 

3. The current psychophysiological state of the per- 
son. Current emotional state, fatigue, level and pattern 
of autonomic arousal, presence of physical illness, and 
state of consciousness are some of the variables sub- 
sumed under this heading. 

This concept highlights.current attempts to study 
the interactions of multiple variables influencing psy- 
chophysiological functioning in health and disease. It 
is broader than that propounded by Alexander (11, 12) 
and applicable to both normal and pathological re- 
sponses. It is less ambiguous and more general than 
the concept of stress and free of value judgments of 
what is stressful. Its weakness lies in its low explana- 
tory power. One must study the various variables in a 
given person to be able to predict with reasonable 
probability how he or she will react. The concept is 
valuable as a blueprint for psychosomatic research and 
a construct linking many interacting variables. 


Individual Susceptibility to Disease 


Psychosomatic theories of etiologv fall into the fol- 
lowing two classes: specificity and generality. Both as- 
sert that social and psychological variables contribute 
to morbidity; however, they differ in regard to the pro- 
posed nature of the causal links and pathogenesis. 
Specificity theories postulate that specific psychologi- 
cal variables have a predictable relationship to specific 
physiological variables, somatic disorders, or both. 
Specific psychological characteristics such as particu- 
lar emotions; unresolved unconscious conflicts over 
sexual, dependent, or hostile strivings; personality 
style; temperament; aititude; behavior pattern; and 
mode of communicating distress have been correlated 
with specific physiological characteristics, both nor- 
mal and abnormal. Causal links have been claimed or 
implied between some of these psychological variables 
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and specific disorders, especially the psychosomatic 
ones. A well-known example of proposed specificity is 
the relationship between Type A behavior pattern and 
the development of coronary heart disease and its com- 
plications (42). Thus it is postulated that specific psy- 
chosocial factors contribute to specific, or individual, 
susceptibility to disease. 

The generality theories hold that a wide range of life 
events may increase the probability that the person 
will become ill. A postulated state of general suscepti- 
bility to disease is thought to be the intervening vari- 
able (43). It is not implied that this state is a non- 
specific and unitary one like Selye's concept of stress 
(cited in reference 3). This is indeed unlikely. Epide- 
miological studies, however, have consistently demon- 
strated a positive correlation between the magnitude 
of life change and the subject's near-future ill health 
and its severity (24). A lowered resistance of the host 
to all kinds of pathology is postulated (44). 

In my opinion, the generality and specificity theories 
complement each other neatly. The former theories 
have identified conditions in a person's life whose oc- 
currence increases the probability of imminent illness. 
The latter theories allow a measure of prediction of 
which events are potentially hazardous for a given per- 
son or class of people sharing one or more psychologi- 
cal characteristics and which illness is most likely to 
follow exposure to such events. Combined, the two 
theories enhance our ability to predict illness and to 
identify persons at risk. They do not prove that life 
events or specific psychological characteristics are 
causally related to disease rather than being statistical 
correlates of it. In any case, however, the theories pro- 
vide a much-needed basis for social and-psychological 
preventive measures for individuals whom they help 
identify as vulnerable. 

Psychosomatic medicine has progressed thanks to 
imaginative theorizing, methodological advances, and - 
systematic observations in the clinic and laboratory. 
Both theory and data gathering are necessary. In the 
following section the growing empirical basis of the 
field is reviewed. 


CURRENT TRENDS IN PSYCHOSOMATIC 
RESEARCH 


A diversity of studies and methods of investigation 
characterizes psychosomatic research today. Adher- 
ence to the scientific method has improved the quality 
of this research. Gone are the days of sweeping gener- 
alizations from the clinical studies of a few individuals. 
Many relevant studies are not labeled as ‘‘psycho- 
somatic” by the investigators. Their inclusion here fol- 
lows logically from the definition of the field as a 
whole. Thus any study that focuses on correlations 
among social, psychological, and physiological vari- 
ables may be designated ‘‘psychosomatic.’’ Further- 
more; such studies usually relate to issues of health 
and illness. 


The following five major groups of studies comprise 
psychosomatic research in the seventies: 

1. Study of the role of specified social and psycho- 
logical factors in the etiology of a wide range of human 
diseases. 

2. Study of mediating mechanisms, that is, of neu- 
roendocrine, neurophysiological, and immune process- 
es intervening between the central nervous system ac- 
tivity expressed in psychological terms and the physi- 
ological functions, both normal and abnormal, of 
organs and tissues. 

3. Study of psychosocial responses to physical ill- 
ness and their effects on its course and outcome. 

4. Study of the influence of specified somatic proc- 
esses on psychological functioning. 

5. Study of the effectiveness of behavior-modifying 
therapies on somatic disorders. 

Psychosomatic research is of necessity multi- 
disciplinary and multifactorial. Its methodology en- 
compasses the following three general approaches: 
psychophysiology, i.e., laboratory and experimental 
work using human and animal subjects; epidemiology; 
and clinical studies (5). 

A brief survey of examples of the subjects studied 
and the methods employed may give the reader a 
glimpse of the vast scope and clinical relevance of this 
research. 


: Etiological Studies 


Attempts to identify psychological and social factors 
that might prove to be causally related to bodily dis- 
orders have never ceased. However, as Susser (45) 
has pointed out, the most common etiological factors 
are neither sufficient nor necessary but only contrib- 
utory. This comment should temper the zeal to postu- 
late psychogenesis of any somatic disorder. As Eng- 
el (16) has urged, we should revise our simplistic con- 
cepts of etiology. It is most appropriate to conceive of 
it in terms of the dynamic interaction of several sets of 
factors, including psychosocial ones, of different 
weight and temporal relationships that together enable 
the development of a given disease. This modified con- 
cept of etiology is particularly applicable to the most 
prevalent diseases today (44, 46, 47). 

Medicine's main efforts are currently directed at un- 
raveling the etiology of the chronic diseases respon- 
sible for the highest rates of premature mortality and 
the greatest burden in disability, suffering, and cost. 
Coronary and cerebrovascular diseases, respiratory 
disorders, cancer, diabetes, essential hypertension, 
rheumatoid arthritis, multiple sclerosis, and epilepsy 
head the list. Psychosomatic studies have focused on 
these diseases. Psychosomatic research has been di- 
rected at all of the major diseases since psychosocial 
factors are generally believed to have a direct bearing 
on their incidence, course, and outcome (44, 46). This 
vindicates Engel's insistence that psychosomatic in- 
vestigators should move beyond their compulsive pre- 
occupation with *'psychosomatic disorders” (48). 

. Immense efforts are being made to elucidate the pre- 
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cise role of social and psychological factors in the etiol- 
ogy of coronary heart disease (49-52). Some evidence 
suggests that these factors do play a role in the genesis 
of the disease and certainly in predisposing an individ- 
ual to and precipitating acute cardiac events, 1.e., myo- 
cardial infarction, arrhythmias, angina pectoris, and 
congestive heart failure (53). Behavior related to eat- 
ing habits, smoking, exercise, and work may affect 
coronary heart disease by means of the so-called risk 
factors (53). Particular attention, however, has been 
paid to hypotheses that specific personality character- 
istics manifested by a recognizable behavior pattern 
and rewarded by affluent societies may have a direct 
pathogenic effect through chronic or repeated activa- 
tion of specific neuroendocrine mechanisms (42, 49, 50). 

The concept of the coronary-prone, the so-called 
Type A, behavior pattern continues to be investigated 
(49, 50). This pattern features competitiveness, aggres- 
siveness, restlessness, a tendency to speed up all activ- 
ities, impatience, a sense of being under time pressure, 
marked dedication to work, and ceaseless striving for 
achievement. Retrospective and prospective studies 
(49, 50) indicate that people displaying these character- 
istics have a higher than expected probability of devel- 
oping coronary heart disease and myocardial in- 
farction and of dying prematurely. Considering the 
fact that about 650,000 people die of coronary artery 
disease in this country every year and that 25% of 
them are 35 to 64 years old (53), the practical impor- 
tance of identifying psychosocial factors of etiological 
and prognostic significance is obvious. The results to 
date are promising and may soon be applied in pre- 
ventive programs (42, 49, 50). Behavior modification 
is particularly relevant to this area, since millions of in- 
dividuals are at risk and traditional psychotherapeutic 
methods are obviously inapplicable on such a scale, 
even if they proved to be effective. 

Essential hypertension is another condition that has 
spawned a vast number of psychosomatic studies (53). 
Their results are not conclusive but have already pro- 
vided a number of suggestive clues. It is believed that 
emotional and autonomic arousal induced by a variety 
of stressful stimuli in genetically predisposed people 
will provoke repeated pressor responses that may lead 
to chronic hypertension (53). Studies of this condition 
have employed clinical (54, 55), epidemiological 
(55), and experimental animal methods (56). Henry and 
collaborators (56) induced hypertension and cardiovas- 
cular pathology in mice by altering their cages so as to 
maximize their encounters and to disrupt their social 
organization. An epidemiological study by Cobb and 
Rose (55) found a high incidence of hypertension in air 
traffic controllers. Clinical studies have focused-on re- 
pressed hostility as a predisposing factor to the disease 
(54), and on the effects of biofeedback (57) and relax- 
ation (58) in lowering high blood pressure. These are 
but a few selected examples of psychosomatic re- 
search in this area. The findings to date support the hy- 
pothesis that certain social conditions and personality 
characteristics combine to increase the probability of a 
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person's developing hypertension. No single factor is 
decisive, and it makes no sense to label essential hyper- 
tension a “‘psychosomatic disorder.”’ 

Even such ''organic'' diseases as cancer are being 
investigated from the psychosomatic viewpoint. Both 
clinical and animal studies are in progress (59, 60). Psy- 
chological clinical studies have focused on two vari- 
ables—personality characteristics and emotional an- 
tecedents of cancer. Studies of patients with breast 
and lung cancers (59, 60) show that they are character- 
ized by a marked tendency to repress experience or 
suppress expression of certain emotions, especially an- 
ger. A second group of studies (61, 62) has attempted 
to relate onset of cancer to recent object loss, but the 
results are contradictory. Current knowledge of im- 
mune mechanisms allows one to hypothesize that 
events at man's symbolic level of organization and 
their emotional correlates may modify, i.e., enhance 
or inhibit, the body's immune defenses, whose role in 
the genesis of neoplasia is postulated. 

The: animal studies by Riley (63) are relevant. He 
found that mice carrying the Bittner oncogenic virus 
had a different latency time for development of mam- 
mary carcinoma. After 400 days, 92% of the mice sub- 
jected to much handling and other stress had devel- 
oped tumors, compared with only 7% of the undis- 
turbed, nonstressed animals. Riley proposed that 
stress leads to increased adrenal cortical activity and 
consequent deficiency of T cells, impairment of host 
defense system, and thus increased individual suscepti- 
bility to cancer. 

A different approach to etiology is one focused on 
the relationship between stressful life changes and 
general morbidity rather than on specific disease (64). 
This epidemiological approach is prominently repre- 
sented by Hinkle (cited in reference 64), Holmes and 
Masuda (37), and Rahe (25). Hinkle claimed that expo- 
sure to social change may lead to a major change in 
health if the former is subjectively important, if there 
is preexistent illness or susceptibility to it, and if there 
is a significant change in the subject's activities, hab- 
its, ingestants, exposure to pathogens, or in the physi- 
cal characteristics of his environment. Thus a con- 
fluence of variables is necessary for a life event or situ- 
ation to contribute to morbidity (24). Holmes and 
Masuda (37) have asserted that the magnitude of life 
change is related to the time of disease onset and the 
seriousness of the resulting chronic illness. They pos- 
tulated that life changes may contribute to causation of 
disease by lowering resistance to it. Rahe (25) pro- 
posed that exposure to life change may lead to per- 
ception of physical symptoms and reports of near-fu- 
ture illness, but that several intervening variables mod- 
ify its impact on health. These variables consist of the 
subject's past experience, psychological defenses, cop- 
ing style, and degree of physiological activation. The 
protective role of adequate social supports is increas- 
ingly recognized (44, 64, 65). 

Dozens of life change studies have provided evi- 
dence that the onset of illness is more likely to occur 
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after a person has experienced an event that made 
adaptive demands on him or her. Events signifying a 
loss for the person are more likely to be followed by 
illness. Intensive studies of individuals, such as those 
carried out by the Rochester group (36), support this 
contention. Epidemiological studies can only indicate 
statistical correlations and need ta be supplemented by 
clinical research. The methodology of life change stud- 
ies is constantly being refined to increase their sensitiv- 
ity (24, 25). A life change is a relatively discrete event 
of brief duration. However, social situations that are 
of long duration and devoid of dramatic change, such 
as a frustrating marital relationship or job, may also af- 
fect health (66). 

There is evidence that members of the lower so- 
cioeconomic classes have generally higher rates of 
morbidity, mortality, and disability (67). What are the 
psychosocial factors associated with poverty that have 
etiological significance? Low status integration is 
viewed as a major form of social stress contributing to 
disease (47). Most chronic diseases, such as coronary 
heart disease or cancer, have a long- preclinical phase. 
Life changes may be predictive of the onset of clinical 
manifestations but may reveal nothing about the etiol- 
ogy of any disease (68). Thus we still need to study per- 
sonality variables and enduring behavior patterns as 
well as chronic life situations and social conditions for 
clues to etiology. Work on the Type A behavior pattern. 
and on personality correlates of cancer and other ma- 
jor chronic diseases must continue to help identify who 
is at risk, from what disease, and when. Longitudinal 
studies are already yielding intriguing data (69). 


Studies of Mediating Mechanisms 


In order to establish causal links between social and 
psychological factors on the one hand and physi- 
ological and pathological changes on the other, one 
needs to identify mediating physiological processes and 
pathways. This is the domain of clinical and laboratory 
psychophysiological research employing human and 
animal experimental subjects (70). Current research fo- 
cuses on neurophysiological (71), neuroendocrine (72), 
and immune (73, 74) mediating mechanisms. 

Mason (75) has done some of the most important 
work in this area over the last 20 years. His research 
on the psychoendocrinology of emotions has involved 
concurrent assays of about 10 hormonal responses to a 
variety of psychosocial stimuli (75). The subject's emo- 
tional state, psychological defenses, developmental 
history, and current psychosocial situation have to be 
taken into account to allow prediction of the pattern of 
hormonal responses to a given stimulus. Levels of cor- 
tisol, adrenaline, noradrenaline, thyroxine, insulin, 
growth hormone, and testosterone are found to re- 
spond concurrently, sensitively, and relatively specifi- 
cally to the emotion-arousing stimuli. Mason con- 
cluded that psychological influences profoundly alter 
hormonal balance in the body on both a short- and 
long-term basis and thus may affect all metabolic proc- 
esses. He endorsed the psychosomatic concept of dis- 


ease as a disordered integration of the dynamic steady 
state. 

A related area of psychophysiological research has 
focused on catecholamine secretion in response to 
both laboratory analogues of “‘natural’’ stress and to 
the daily stresses, such as commuting (76, 77). Studies 
by Frankenhaeuser and collaborators (77) have shown 
that an increase in catecholamine levels in the blood 
occurs in response to both pleasant and unpleasant sit- 
uations and during both understimulation and over- 
stimulation. Thus increased catecholamine secretion 
accompanies emotional arousal elicited by ubiquitous 
environmental stimuli (77). Repeated and protracted 
increases in adrenaline and noradrenaline secretion oc- 
casioned by recurrent emotional arousal evoked by 
noise, crowding, appetitive stimuli provided by the me- 
dia, driving in heavy traffic, and other common stimuli 
provided by the contemporary affluent environment 
may contribute to the high prevalence of cardiovascu- 
lar diseases (54). Novel, discrepant, and unpredictable 
stimuli and information tend to elicit intense and pro- 
longed and thus potentially injurious arousal (35, 53). 

Psychophysiological research has not been confined 
to the laboratory. For example, Taggart and asso- 
ciates' ingenious studies of public speakers (78) have 
shown that they exhibited tachycardia, changes in the 
ECG, and increased levels of plasma noradrenaline, 
triglycerides, and free fatty acids. This is but one ex- 
ample of a large number of recent studies of psycho- 
physiological responses to social stimuli. Use of tele- 
metric recording apparatus allows the monitoring of 
several physiological indices in people engaged in their 
daily activities. This is a highly promising approach to 
the study of physiological mediating mechanisms. It 
helps to identify the nature and psychophysiological 
consequences of common stressful situations. 

In general, the vast volume of psychophysiological 
studies carried out in the last two decades has ad- 
vanced our knowledge of the pathways and processes 
interposed between social stimuli and psychological re- 
sponses to them and of the changes in a wide range of 
physiological functions and indices. These changes 
provide links in the sequence of events leading from 
psychosocial factors to bodily disease. 


Studies of Psychosocial Responses to Disease 


This area of research, sometimes referred to as 
somatopsychology, has flourished lately after years of 
neglect (79). The influence of psychosocial factors on 
the course and outcome of all kinds of physical ilIness 
has been convincingly demonstrated (26, 79, 80). The 
subjective meaning of illness-related information has 
been shown to be more important for the occurrence 
of maladaptive responses to disease than the latter's 
severity (26). The concepts of coping, illness behavior, 
and the sick role have become widely accepted 
(26, 81). These factors are influenced by the patient's 
personality and family interactions and by.the con- 
scious and unconscious meaning for him or her of the 
diseased organ, dysfunction, and diagnostic label (26). 
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The kind and intensity of the emotional responses to 
personal illness are related to the meaning of the ill- 
ness and affect its course and outcome. Anxiety, for 
example, is extremely common among cardiac 
patients and may precipitate every major complication 
of heart disease (52—54, 82). It can also contribute to 
psychogenic invalidism following myocardial in- 
farction (83). 

Recent studies (79) show that psychiatric com- 
plications are common among the physically ill and 
that medical and psychiatric disorders coexist in 25 to 
50% of the patients studied in every type of treatment 
setting. These findings highlight the necessity for in- 
tegrated medical and psychiatric health care and for 
continued growth of liaison psychiatry. 

Numerous studies (80, 84) have focused recently on 
psychological responses to and psychiatric com- 
plications of modern medical and surgical treatments 
and therapeutic environments. Open-heart and coro- 
nary bypass surgery, chronic renal hemodialysis, and 
organ transplantation have brought both benefits and 
psychiatric casualties (85, 86). Finally, the vast recent 
increase of research in thanatology represents a logical 
extension of the psychosomatic approach to medicine 
(26). 

Psychosomatic etiological studies aimed at primary 
prevention have had limited success to date (87). By 
contrast, somatopsychic research has already contrib- 
uted to more effective prevention and amelioration of 
psychiatric complications of somatic disease and dis- 
ability. This area of research has had a profound effect 
on current medical practice and training. Interested 
readers are referred to several recent reviews 
(5, 26, 79, 80). 


Studies of the Influence of Somatic Processes on 
Behavior 


This research logically belongs to the domain of psy- 
chosomatic medicine. It comprises studies of the psy- 
chological aspects of cerebral function and dysfunc- 
tion. Recent research on brain-behavror relationships 
is indispensable for the understanding of psycho- 
somatic processes (88). There is a renewed interest in 
psychopathological manifestations of cerebral dis- 
orders (89); a new classification of the organic mental 
disorders reflects this (89). Limitation of space pre- 
cludes discussion of recent developments in this field. 


Studies of Behavior-Modifying Therapies 


One of the most striking developments of the past 
decade is the application to somatic disorders of treat- 
ments aimed at modifying behavior, attitudes, and 
emotional responses. Advances in this area have fol- 
lowed developments in psychopharmacology and be- 
havior modification. Inspired by learning theory, stud- 
ies on biofeedback (90, 91), behavior modification 
(92), and various relaxation techniques (93) have 
opened up new therapeutic vistas. The rapidity with 
which these studies have led to therapeutic applica- 
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tions in medicine reflects implicit acceptance of basic 
psychosomatic assumptions. Current widespread inter- 
est in meditation and biofeedback reflects the belief 
that man has a measure of volitional control over vis- 
ceral functions which may be used to counteract poten- 
tially injurious physiological arousal elicited by the 
stresses of modern life. Psychotropic drugs (94), indi- 
vidual and group psychotherapies (95, 96), and hypno- 
sis (97) complete the list of a growing number of ther- 
apies applied to modify physiological functions and 
somatic disorders by means of effects on psychological 
functions and behavior. Stunkard (98) is right in stating 
that ‘‘the development of increasingly effective thera- 
peutic techniques has changed the emphasis in psycho- 
somatic medicine from understanding to action.” 


TEACHING PSYCHOSOMATIC MEDICINE 


The transmissicn of information about advances in 
this field has lagged behind developments in theory, re- 
search, and clinical applications. Consultation-liaison 
psychiatry has carried the brunt of clinical teaching. 
Liaison psychiatry, a clinical component of psycho- 
somatic medicine, has been extensively reviewed re- 
cently (99) and cannot be discussed here. There is an 
urgent need for guidelines on the teaching of all as- 
pects of psychosomatic medicine to medical students 
and residents, psychiatric trainees, and other health pro- 
fessionals (100). This overview is intended as a concep- 
tual framework and resource for this teaching. Psychia- 
trists and other physicians cannot be considered ade- 
quately trained unless they have been exposed to at 
least some of the material discussed in this article. Sev- 
eral English-language journals contain much of the per- 
tinent information and should be available in every 
medical librarv. They include Psychosomatic Medi- 
cine, Journal of Psychosomatic Research, Journal of 
Human Stress. Iniernational Journal of Psychiatry in 
Medicine, Psychosomatics, and Psychophysiology. 
Several fairly recent books fill the need for reference 
sources on all aspects of the field (4—6, 24, 28, 80). 


CONCLUSIONS 


I have tried to present a balanced overview of the 
broadly conceived field of psychosomatic medicine in 
the seventies. Theoretical, investigative, clinical, and 
teaching aspects have been touched upon. Key theo- 
retical postulates and concepts have served me as a 
core around which major research and clinical devel- 
opments could be meaningfully arranged. I have docu- 
mented the contention that the field is expanding rapid- 
ly and that ignorance of it would mean that one is out 
of touch with one of the most vital areas of contempo- 
rary science, thought, and medicine. The relevance of 
psychosocial factors to health is compelling in these 
times of rapid social change demanding adapta- 
tion (46). It is at the interface between the various dis- 
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ciplines concerned with man, with health and disease, 
that foremost intellectual challenge faces science 
today. 

Psychosomatic medicine in the seventies is far more 
diversified, scientifically rigorous, methodologically re- 
sourceful, and therapeutically relevant than ever be- 
fore. Its hallmarks include a multifactorial approach to 
the study of health and disease, formulation of testable 
hypotheses and their careful] validation, concern with 
the clinical applicability of research, and development 
of integrative theories to harness complexity. It is un- 
likely that this is a passing fad. The implications of the 
current advances in the field for medicine, psychiatry, 
and the behavioral sciences are too far-reaching to per- 
mit doubt that its continued growth is inevi- 
table (101, 102). The scientific and clinical issues that 
this discipline has addressed have a bearing on man's 
survival and its quality. 
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Psychiatric Disturbances Associated with Erhard Seminars 


Training: I. A Report of Cases 


BY LEONARD L. GLASS, M.D., MICHAEL A. KIRSCH, M.D., AND FREDERICK N. PARRIS, M.D. 


Erhard Seminars Training (est) is a large-group 
experience that is becoming widely available in this 
country. This is the first case report in the professional 
literature of psychiatric disturbance following est 
training. Five patients, only one of whom had a history 
of psychiatric disturbance, developed psychotic 
symptoms including grandiosity, paranoia, 
uncontrollable mood swings, and delusions. Further 
work is necessary to ascertain the factors that 
determine outcome in est. 


CONCERN over psychological injury to participants in 
encounter groups has received considerable attention 
in the literature (1-5) and was discussed in a 1970 re- 
port from the American Psychiatric Association Task 
Force on Recent Developments in the Use of Small 
Groups (6). The psychological complications of partici- 
pation in large quasi-therapeutic group experiences 
has been a neglected topic; we have been unable to 
find any case reports in the professional literature relat- 
ing to the effects of Erhard Seminars Training (popular- 
ly known as est). The spread of the est ‘‘movement’’ 
and the gravity of the cases that have come to our at- 
tention contribute a sense of urgency and importance 
to the communication of these preliminary findings. 
Est is a nationwide phenomenon (7); in 5 years 
some 84,000 persons have ‘“‘graduated.’’ Since its 
founding in San Francisco, est has established branch 
organizations in Denver, Oakland-Berkeley, Hono- 
lulu, Chicago, Washington, D.C., Boston, New York, 
and several sites in southern California. The training 
Occurs over two weekends in groups of about 250 train- 
ees who pay $250 for the 60- to 70-hour experience. 
Several sources have described est training (8, 9), 
and it 1s now receiving attention in the popular me- 
dia (7, 10). The training is typically conducted in large 
hotel convention rooms. Trainees sit before a trainer 
who is located on an elevated central stage equipped 
with a blackboard. Trainers employ a confrontational, 
authoritarian model and often respond to disagreement 
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from the participants with intimidation and ridicule. 
The leader dictates a set of rules that includes the fol- 
lowing: no watches, no talking unless recognized by 
the trainer, no leaving one's seat, and no smoking, eat- 
ing, or going to the bathroom except during announced 
breaks. Alcohol, drugs, and unprescribed medication 
are not permitted. Individuals who break the rules are 
usually escorted from the room and may be dropped 
from the program. The usual training day begins in the 
early morning and continues for about 15 hours with 
two breaks. Trainees may eat only during the second 
break. 

The format of the experience is repeated with little 
variation for each new group of trainees. The program 
consists of three basic activities: didactic presentation 
of est's precepts, self-disclosure before the entire 
group, and ‘‘processes.’’ The didactic material, which 
is delivered by the leader in a forceful manner, bor- 
rows heavily from psychoanalytic theory, Jungian psy- 
chology, transactional analysis, and Eastern philoso- 
phy. During scheduled periods of self-disclosure, train- 
ees are exhorted by the leader to ‘‘share’’; they 
respond with testimonials, confessions, and cathartic 
outpourings. The ''processes'' are large group exer- 
cises that use Gestalt, relaxation, guided imagery, and 
psychodrama techniques. 

The est organization is explicit in not representing 
itself as a psychotherapeutic endeavor (8, p. 2); none- 
theless, it attracts at least some clients who are search- 
ing for relief of intrapsychic and interpersonal distress. 
The cases we will describe represent a segment of est 
trainees who came to our attention in a variety of emer- 
gency psychiatric settings. 


CASE REPORTS 


Case I. Mr. A, a 39-year-old married executive, was ad- 
mitted involuntarily to a closed psychiatric ward midway 
through his est training. Mr. À is the second of three sons 
born to a struggling immigrant couple on the West Coast. He 
recalls boarding with relatives as a child and being separated 
from his parents because of economic hardships. The sudden 
death of his mother when he was 23 was ''traumatic,"' but 
Mr. A considered the issue resolved until he started est. 
There is no history of mental illness in the patient or his fam- 
ily. 

Mr. A completed secondary school without difficulty and 
served on active duty in the Air Force. He then graduated 
from a prestigious university, married, and began a family 
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that now includes five children. Over the past 10 years he has 
steadily advanced in a large corporation, where he is now an 
executive officer. 

Mr. A and his wife took est at the urging of several close 
friends. He hoped to better his marital relationship and im- 
prove his executive skills. After the second day of training, 
he experienced a marked increase in energy, self-esteem, 
and knowledge. He had, in est terminology, “‘gotten it.” 
Concurrent with his elation, powerful feelings of remorse re- 
lated to his mother's death 15 years before emerged. He 
said, ''She died before I could prove my worth to her." 
Memories of her funeral were intrusive and caused him to 
cry, yet he felt strangely calm and powerful. He jumped into 
his swimming pool at home nude and tried to breathe under 
the surface. He felt he was god-like and could survive with- 
out air and ignored his family's entreaties. He attempted in- 
creasingly hazardous feats to validate his grandiose self-im- 
age. After 2 days of manic activity his wife called local police 
and involuntary hospitalization was instituted. 

Mr. À was treated for 6 days in a closed-ward setting. The 
first day was spent in seclusion, where he received antipsy- 
chotic medication by injection. His psychosis cleared rapidly 
with moderate dosages of oral thioridazine, and he was able 
to return to work in 3 weeks. He saw a psychiatrist inter- 
mittently for 4 months and gradually discontinued his medi- 
cation. Mr. À has returned to his previous level of function- 
ing and has had no recurrences in the 10 months since his 
hospitalization. 


Case 2. Mr. B, a 26-year-old single man, had his initial psy- 
chiatric admission 5 days following the first est weekend. He 
is the second of three sons born to a middle-class family. His 
parents were divorced when he was 15. He completed col- 
lege, had few friends, and continued to live at home while 
working as a high school teacher. Neither he nor any of his 
relatives has a history of mental illness. 

Mr. B took est training when he was 25 after hearing of it 
from several students. In the evening of the second day of 
training, he experienced visual illusions during a ‘‘staring 
process" in which trainees were instructed to ‘‘contact”’ 
someore else by intense visual confrontation. During the fol- 
lowing 3 days he began ‘‘knowing what other people were 
thinking.” At the next session, he left his chair and took the 
trainer's seat on the stage. The patient reported that at that 
time he did not know who he was, or rather that he could be 
anyone. He ran from the room after the meeting ended and 
later was told that the trainer was quite concerned about 
him. 

Mr. B did not finish the training. He contacted relatives to 
tell them of his impending death and to confess sexual guilt. 
He was unable to sleep and believed he was possessed. A 
local priest was called. Auditory hallucinations and escalat- 
ing delusions of grandiosity resulted in his admission to a 
closed psychiatric ward, where he was given intramuscular 
phenothiazines. 

During the first hospital day, believing ''nothing was 
real," he put his hand through a hospital window and sev- 
ered tendons in his wrist, which required full surgical repair. 
He was discharged to his home after 7 days of inpatient care. 
Follow-up treatment consisted of moderate doses of pheno- 
thiazines and outpatient psychotherapy for the next 14 
months. He remains in weekly psychotherapy at this time 
and has returned to his previous job, but he is reportedly 
withdrawn, insecure, and unable to resume his earlier level 
of social interaction. 
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Case 3. Mr. C, a 28-year-old married fourth-year dental 
student, developed ideas of reference midway through the 
est program. The patient and his fraternal twin were the old- 
est children of five siblings. His twin had died a year pre- 
viously in an auto accident, possibly as a result of alcohol 
intoxication. Mr. C was deeply upset by this loss but appar- 
ently had grieved successfully, and he was enjoying the child- 
hood of his 18-month-old son at the time he began taking the 
est coürse. He had had no previous psychiatric treatment, 
and there is no family history of treated mental illness. 

The patient had been urged to attend est by his mother, 
who paid his enrollment fee. He experienced the first week- 
end as highly confusing and disturbing. He recalls being told, 
‘Personality is a lie and okay,” a statement he said ''totally 
destroyed me.” He recalls the trainer asserting "You're not 
real; you can do anything because it isn't real." He left the 
session and began to experience uncontrollable mood 
swings. An initial sense of elation rapidly gave way to a 
profound depression, and Mr. C found the pain ‘‘more un- 
bearable than when my twin died; I wouldn’t have believed 
it; any physical punishment would have been more merci- 
ful." He began to feel estranged from himself, his wife, and 
his role in the dental clinic. He developed ideas of reference 
and influence and became convinced he could read his son’s 
mind. He spent hours pacing the city streets, afraid to let 
anyone see his face Jest they control his mind. 

This state continued for 2 weeks. The patient dropped 
out of the est course, briefly left his wife and child, but was 
able to ‘‘go through the motions" on his clinical zssignment. 
He elaborated and began implementing a life-threatening pro- 
ject while he was severely depressed. 

His psychosis cleared gradually without formal psychiat- 
ric treatment, but he continues to have marital discord; his 
wife perceives him as ‘‘a robot” since he attended est. 


Case 4. Ms. D, a 34-year-old married mother of three, was 
transferred from the emergency room of a locál general hos- 
pital in an acutely agitated and delusional state a few days 
after her second weekend of est. 

The patient had no history of psychiatric disorder. She is 
the oldest of three siblings, one of whom had committed sui- 
cide 6 years previously. The patient and her living sibling 
had both completed college, married, and worked successful- 
ly. As a teenager, the patient attracted considerable atten- 
tion when she heroically rescued a camping companion who 
was being mauled by a bear. The companion died, but the 
patient's heroism was recognized in the media, and she was 
given an award in Washington, D.C. 

After her brief period of public notice, Ms. D led a largely 
uneventful life until the fall of 1972, when she elected to en- 
roll in the est program. She had experienced stresses immedi- 
ately before the training, including a hysterectomy and learn- 
ing of a close relative's serious illness. Following the first 
weekend's training, she began to note strange coincidences 
(ideas of influence) and became overactive, writing at length 
of grandiose projects and getting little sleep. During the sec- 
ond weekend, to a rapt assemblage, she broke her silence on 
her ‘‘secret identity" as a heroine; she recalls feeling im- 
mensely gratified when she heard the est trainer order his as- 
sistants to ‘‘get this on tape.” During a ‘‘process” later that 
weekend she rolled on the floor and laughed uncontrollably 
for no apparent reason but was not interfered with. 

Within the next few days her hyperactivity, grandiosity, 
and instability mounted, and she was taken to a local emer- 
gency room. The mental status examination revealed hypo- 
mania and some exhaustion, but she was able to be treated 


as an outpatient with daily appointments and moderate doses 
of chlorpromazine. 

This episode cleared in several weeks but gave way to a 
profound depression that lasted many months. A year later 
she had a second manic attack (in which she felt herself to be 
the "power behind Werner Erhard” and became fearful of 
his jealousy) followed by a briefer and more moderate de- 
pression. She has been free of recurrence for 2 years and con- 
tinues in twice weekly psychotherapy. 


Case 5. Mr. E, a 30-year-old single man, developed a re- 
current paranoid psychosis 6 weeks after completion of the 
est program. 

The younger of two sons of a professional couple, Mr. E 
competed unsuccessfully with his more gifted brother. After 
an adolescence marked by depression and a paucity of 
friends, he completed college and obtained employment as a 
junior executive in a bank. A mescaline trip in 1969 precipi- 
tated a transient psychotic episode characterized by para- 
noid and grandiose delusions, which resolved without treat- 
ment in 2 weeks. He found himself unable to return to his 
position at the bank and instead found work as a typist for a 
large electronics firm, a job he has held until the present. 

During the last 6 months of 1973 Mr. E was treated in 
group therapy by a psychiatrist who thought that the patient 
suffered from a severe obsessive-compulsive neurosis. In De- 
cember 1973 he completed the est course. Initially there was 
an intensification of his arrogance and aloofness with a con- 
current sense of elation and renewed self-confidence. He be- 
lieved est had provided him with the answers he had been 
searching for and left therapy. Six weeks later he abruptly 
broke off contact with his immediate family, secluded him- 
self in his house, feared that he would be harmed if he ven- 
tured out, and spent his days praying. After 3 weeks of isola- 
tion, in response to family pressure he recontacted his 
former therapist, who found him to be overtly psychotic and 
paranoid. After five individual sessions he was able to return 
to work, but he again discontinued therapy. 

Eight months after the est experience, Mr. E barricaded 
himself in his house, refusing to answer the phone or admit 
family members. When the police and family entered the 
house forcibly they found him disheveled and mute in a room 
replete with religious figures and booby traps fashioned from 
wire. He was hospitalized for the first time at his community 
mental health center but eloped after only a brief stay. His 
discharge diagnosis was schizophrenia, paranoid type. 

A week later, armed with a bow and arrow and a handgun, 
he approached a group of men on a street corner. In the en- 
suing struggle, the gun fired and Mr. E was seriously 
wounded and required emergency surgery. Currently, he is 
in weekly psychotherapy and is receiving antipsychotic med- 
ication. He has returned to his former job. 


DISCUSSION 


Any unsystematic collection of cases in which expo- 
sure to a specific experience is shown to be followed by 
a variety of untoward results can never rise above its 
unsystematic origins. We wish to emphasize that no as- 
sertion can be made on the basis of this evidence re- 


GLASS, KIRSCH, AND PARRIS 


garding the critical issues of causation and rate of oc- 
currence of the serious and sometimes tragic outcomes 
that are reported here. Nor is it asserted that the est 
experience per se is necessarily noxious to all partici- 
pants. It is likely that specific characteristics of individ- 
ual trainees may predispose them to serious adverse re- 
actions. Indeed, such factors also may determine, in 
part, the experience of positive outcomes. Definitive 
comment on these questions must await systematic 
study. 

Nonetheless, some speculation seems merited in 
view of the gravity of the findings we have presented, 
the exponential spread of exposure to the est experi- 


‘ence, and the absence of previous consideration in the 


literature. Such a discussion should include consid- 
eration of the psychodynamic mechanisms that might 
account for the major regressions reported here. We 
are impressed that an authoritarian, confrontational, 
aggressive leadership style coupled with physiologic 
deprivation fosters an ''identification with the aggres- 
sor” (11). The inability of this defense mechanism to 
contain overwhelming anxiety aroused by the process 
may lead to fusion with the leader, ego fragmentation, 
and psychotic decompensation. 

Additional case material and a comprehensive dis- 
cussion of the psychodynamic mechanisms as well as 
other potential psychotogenic influences (e.g., stress 
response syndromes, coercive persuasion, leadership 
style, and the double-bind hypothesis) will be present- 
ed in a second paper (12). 
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The Effects of National Health Insurance on Canadian Psychiatry: 


The Ontario Experience 


BY BENJAMIN LIPTZIN, M.D. 


After studying psychiatric coverage under national 
health insurance in Ontario, the author concludes that 
psychiatric benefits can be provided on the same basis 
as other medical benefits and that a government 
system can maintain confidentiality. Costs have been 
reasonable and in line with the proportion of 
psychiatrists to the total number of physicians, and 
psychiatrists’ incomes have increased substantially, 
even with comparatively low official fees. Despite the 
existence of NHI, the public mental health system has 
been maintained in Canada and has been expanded in 
regard to children’s services. There appears to bea 
continued need for direct public funding of services for 
certain other groups such as the elderly, chronic 
patients, and substance abusers. 


THE DEBATE on national health insurance (NHI) has 
been going on in the United States for many years. It 
was first endorsed by Theodore Roosevelt when he 
was running for President in 1912 as the Progressive 
Party candidate. Four years later, in 1916, state-run 
health insurance was recommended by the Social In- 
surance Committee of the American Medical Associa- 
tion. A great deal has happened in the intervening peri- 
od, but at the present time the United States remains 
the only industrial nation without some form of nation- 
al health insurance. 

Interest in NHI has waxed and waned. Recent evi- 
dence of waning interest included President Ford’s de- 
cision not to provide for national health insurance in 
his fiscal year 1977 budget despite an earlier expres- 
sion of intent, as well as the lack of media coverage of 
Congressional hearings on NHI in the summer of 1975 
and winter of 1976. The delay in pushing NHI legisla- 
tion is due to the recent wave of fiscal conservatism 
and to profound public policy differences on the role of 
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federal versus state governments and of public versus 
private solutions to health care problems. 

One advantage of the delay has been the opportunity 
to study the experience of other countries that have na-- 
tional health insurance. In testimony before the Sub- 
committee on Health of the House Ways and Means 
Committee in July 1975, a panel of distinguished health 
economists and physicians generally agreed that the 
Canadian experience with NHI is the most relevant to 
our planning because of the similarities in medical care 
delivery systems and to some extent in culture be- 
tween the two countries (1). 

American psychiatrists have been concerned about 
the type and extent of coverage of nervous and mental 
disorders under a national health insurance program 
when it is finally enacted in the United States. A num- 
ber of papers and monographs in recent years have dis- 
cussed various problems related to insurance coverage 
for mental disorders (2-6). This paper will summarize 
some of the experience of Canadian psychiatrists un- 
der their hospital and medical care insurance pro- 
grams. The discussion draws on personal interviews in 
Toronto, Ontario, with key representatives of the pro- 
vincial Ministry of Health and of the psychiatric com- 
munity. 

Some of the questions addressed were: 

1. What mental health benefits have been provided? 

2. What have been the utilization and costs? 

3. What has happened to psychiatrists’ fees and in- 
comes? 

4. What quality assurance and cost control mecha- 
nisms have been established? 

5. What have been the effects on the public mental 
health system? 

6. What problems have there been vis-à-vis con- 
fidentiality? 


BENEFITS UNDER THE ONTARIO PLAN 


Since 1958 Canada has had a program of federal 
cost-sharing with the provinces for hospital insurance; 
all of the provinces have been participating since 1961. 
In 1966 the Medical Care Act was passed; under this 
law the federal government makes a financial contribu- 
tion to provinces operating medical care insurance pro- 
grams that meet certain minimum criteria. All prov- 
inces were participating by 1971. 


In the Ontario Health Insurance Plan (OHIP) psychi- 
atry is treated in essentially the same way as all other 
medical specialties. Psychiatric care provided in gener- 
al hospitals is fully covered in the same way as other 
medical care. However, mental hospitals were ex- 
cluded when the federal government passed the hospi- 
tal insurance act; the provinces were already providing 
care in mental hospitals free to provincial residents so 
there seemed little point in including such care under 
national health insurance. 

When the Medical Care Act was passed in 1966, 
. there was again no discrimination against psychia- 
trists, who were treated just like other physicians. One 
of the four basic features required of provincial plans 
was that coverage had to be comprehensive (7). This 
meant that all medically required services provided by 
a physician would be covered without dollar limit or 
other restrictions. It would have made no sense to say 
“all physicians except psychiatrists."' Although no lim- 
its have been placed in Ontario thus far, limits could be 
instituted in the future by provincial judgment that cer- 
tain psychiatric services (e.g., psychoanalysis) are not 
"medically required," just as some cosmetic surgery 
is excluded on that basis. 

To understand the inclusion of equal psychiatric ben- 
efits under Canadian Medicare, it is, necessary to un- 
derstand something about mental health care in On- 
tario and the rest of Canada. There is a strong, al- 
most overwhelming adherence to a medical model of 
diagnosis and treatment, with open disdain on the part 
of many toward community psychiatry. Most psychia- 
trists do some general hospital practice and are accept- 
ed in the general medical community. They pay the 
same premiums for malpractice protection as other 
physicians; the cost increased in 1976 from $100 to 
$200 a year. Most treatment tends toward somatic ther- 
apies (medication, etc.) or brief individual psychother- 
apy, with little emphasis on long-term, insight-oriented 
psychotherapy or psychoanalysis. Family therapy ap- 
proaches have also had little influence. 

Psychiatric training is geared to the specialty certifi- 
cation examination of the Royal College of Psychia- 
trists. While this examination is not combined with 
neurology, as in the United States, there is a strong 
medical-organic orientation. Board certification is re- 
quired to qualify for specialist fees, so virtually all psy- 
chiatrists take the examination. There are limited train- 
ing opportunities in clinical psychology and little or no 
office practice by clinical psychologists, psychiatric so- 
cial workers, or psychiatric nurses. Most of these pro- 
fessionals work in organized care settings and have not 
pushed for individual practitioner status and insurance 
coverage as vigorously as have their colleagues in the 
United States. 


UTILIZATION AND COSTS OF CARE 


No research studies have systematically investigated 
the effects of national health insurance on utilization of 
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mental health care in Ontario. Hospital utilization is 
higher in Canada than in the United States; it was high- 
er prior to the nationwide hospital insurance pro- 
gram (2). In Ontario discharges from nonprovincial 
hospitals for mental conditions in 1974 were 4.1% 
(N=58,000) of all discharges and 7.2% (N 893,000) of 
days for all conditions (8). Less than half (N —27,000) 
of these discharges were from psychiatric units. In ad- 
dition, provincial mental hospitals provided over 2 mil- 
lion patient days of care for 16,000 patients who were 
discharged in that year and 5,000 still in the hospital. 

Outpatient data are more difficult to pull together be- 
cause of the different reporting sources and different 
definitions used. Outpatient community mental health 
services provided 900,000 interviews to 97,000 
patients in 1974. For the Ontario Health Insurance 
Plan, only aggregate data (not unduplicated counts of 
individuals) are reported. Psychiatric services account- 
ed for 5.426 of total physician payments from OHIP in 
1972-73 (2). These data include physician fees for both 
inpatient and outpatient care and include services pro- 
vided by other physicians as well as psychiatrists. Psy- 
chiatrists accounted for 65% of the 2.5 million services 
and almost 70% of the $26 million paid for psychiatric 
services. The percent of total payments accounted for 
by psychiatrists (3.896) is comparable to the ratio of 
psychiatrists to all physicians in Ontario (4.1%). (By 
comparison, psychiatrists account for 6.8% of all phy- 
sicians in the United States.) When the data from 
OHIP are combined with expenditures for public men- 
tal health, about 15% of total provincial health expendi- 
tures are accounted for. This figure is almost identical 
to that found in England and Sweden, which have very 
different health and mental health systems, and to that 
in the United States (9). 


FEES AND PHYSICIANS’ INCOMES 


Insurance reimbursement is set at 9096 of the fee list- 
ed in the Ontario Medical Association (OMA) sched- 
ule of fees. The physician can either accept assignment 
and bill OHIP for all his services or bill the patient, 
who will be reimbursed and pay the physician the rest 
out of pocket. Overall, 8726 of practitioners accept as- 
signment, compared with 75% of psychiatrists. Each 
year representatives of the provincial government 
meet with representatives of the Ontario Medical Asso- 
ciation to negotiate the overall rate of increase, if any, 
in projected Medicare expenditures for the next year. 
Once that figure is set, another OMA committee trans- 
lates the increase into a new fee schedule, which they 
then publish. Examples of psychiatric fees in 1975 
were $17 per half hour of individual psychotherapy, $6 
per member per hour for group psychotherapy, $18 per 
half hour for family therapy, and $42 for a consulta- 
tion. (It is of interest that general practitioners and oth- 
er physicians may also bill for psychotherapy, but at 
the reduced fee of $14 per half hour.) 

While the fees seem low by U.S. standards, the in- 
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comes of Canadian psychiatrists have increased dra- 
matically under NHI. Based on income tax data, the 
net income of psychiatrists in Ontario increased from 
$24,500 in 1965 to $41,600 in 1972, a rise of 70%. At the 
same time the net income of other medical specialists 
increased from $31,800 to $51,900, a rise of 6296. The 
great disparity in income among different specialists, 
with psychiatrists being the lowest paid, persisted de- 
spite a deliberate policy by OMA to compress the dif- 
ferences in incomes by giving larger fee increases to 
the lower paid specialists. 

Psychiatrists simply could not generate the addition- 
al or more expensive services that other specialists 
could. Ás a result of a federal wage-price freeze, the 
OMA agreed to accept an increase of only 8.1% for 
1976-1977, down from the original request for a 35% 
increase. The next few years are likely to see changes 
in how physicians are paid, including more flexible as- 
signment. 


QUALITY ASSURANCE AND COST CONTROLS 


A great deal of attention is being given in Ontario, as 
well as the rest of Canada, to mechanisms for con- 
trolling the costs of hospital and medical care; less at- 
tention is being paid to issues of quality. Compared to 
the United States, Canadian provinces play a much 
more direct role in cost containment efforts. With re- 
spect to hospital care, the province has considerable 
leverage because it is the source of all funding for hos- 
pital operations and most funding for new hospital con- 
struction. One cost-saving measure is to decrease the 
bed-to-population ratio. Attempts to close beds have 
been difficult, even though the province has the licens- 
ing and regulating authority to bring about change. 
Hospitals do have utilization review committees and in 
most provinces stays beyond 15 or 30 days must be cer- 
tified. In addition, because of the vast amount of data 
available on all inpatient care, length-of-stay statistics 
can be compiled and hospitals compared. No direct 
funding pressure has been put on hospitals with longer 
than average length of stay, but the information ts pro- 
vided and the fiscal threat is clearly present. 

Cost controls and quality assurance with respect to 
medical care are more complicated; again, the empha- 
sis is on cost control. Evans (10) reviewed many of the 
economic findings on the effects of hospital and medi- 
cal care insürance in Canada and suggested that physi- 
cian behavior is the key to utilization and expendi- 
tures. He concluded that incentives directed at con- 
sumers do not influence overall cost trends and that 
utilization charges or copayment have been unpopular 
in Canada because they conflict with the principle of 
universal access to care. Evans also stated, ''So far 
the only sure-fire method of cost containment appears 
to be the current suggestion by the Council of Health 
Ministers that physician immigration be restricted. 
Thus, the escalation of medical costs could be limited 
to that generated by the income aspirations of current 
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physicians and future Canadian graduates." 

From the discussion of efforts to limit the number of 
providers as a cost control measure, it seems obvious 
that clinical psychologists are not now covered by 
medical care insurance because they would only in- 
crease expenditures by augmenting the group of pro- 
viders. It is likely that dental care or free medications 
will be added to OHIP before psychologists' services. 
Furthermore, Evans (10) cites data to indicate that 
where the number of providers is high enough to re- 
duce the patient load, the response of physicians is to 
try to increase prices or generate more services, Or 
both, to achieve their desired income. 

While there has been considerable discussion in Can- 
ada of reorganizing medical practice into prepaid 
groups or community health centers, the major tools 
available at present to limit expenditures for physi- 
cians' services are the fee schedules already described 
and physician profiles. The profiles are compiled and 
reviewed under the direction of the Medical Review 
Committee (MRC) in each province. The MRC is a 
committee of the College of Physicians and Surgeons, 
the licensing and regulating authority for physicians in 
the province. Cases are referred in which OHIP ques- 
tions whether the services were in fact rendered, were 
medically necessary, were provided in accordance 
with professional standards, and/or were represented 
accurately. The committees are much less con- 
troversial than Professional Standards Review Organi- 
zations in the United States, probably because they fo- 
cus on major abuses. 

Since OHIP pays for almost all medical care epi- 
sodes, there are fairly complete data on services pro- 
vided. It is possible, for example, to reconstruct all the 
activities of a practitioner on a given day. However, 
minimal information is collected on each contact, so 
profiles focus primarily on quantitative patterns of 
service and identify practitioners who have high-vol- 
ume or unusual practices. These practitioners are then 
referred to the Medical Review Committee. The MRC 
may send an inspector into the practitioner's office to 
review his records. The inspectors (who are practicing 
M.D.s) will look, for example, to see if a complete his- 
tory and physical exam were recorded for a general as- 
sessment visit. This encourages careful record keep- 
ing. The inspectors report back to the MRC, which 
then decides what to do. In some cases the physician is 
found to be working long hours. In cases in which 
abuses are found, the practitioner must refund the dis- 
puted amount to OHIP and (where appropriate) to his 
patients. In no case is the patient responsible for the 
bill, as sometimes happens in the United States with 
disputed insurance claims. Refunds can easily be tak- 
en out of future payments, if necessary. 

Reports of cases in which practitioners have been 
disciplined are published in local newspapers; names 
are included. An example of this was a psychiatrist 
who billed in his name for group therapy that was ac- 


tually provided by his wife, a clinical psychologist. 


There is also a close tie between OHIP investigations 


by the MRC and the Complaints and Discipline Com- 
mittees of the College of Physicians. 

As indicated earlier, there is an economic incentive 
to pass a certification exam as a specialist; most Cana- 
dian psychiatrists are certified. However, it is possible 
to practice psychiatry without being certified if one is 
willing to accept lower fees. 


PROVINCIAL MENTAL HEALTH SERVICES 


In addition to services paid for through insurance, 
all provinces have continued to support public mental 
hospitals and clinics. This is partly due to inertia but 
also due to concern that resident patients and facility 
staff would be adversely affected if the province aban- 
doned the public system quickly. However, some con- 
sideration is being given to turning public mental hospi- 
tals into community psychiatric hospitals with commu- 
nity boards. The staff members would then no longer 
be government employees, and perhaps this would di- 
minish the two-class system of care that still exists. 

Concern over the inadequate resources available for 
children in Ontario led to passage of the Children's 
Mental Health Centers Act in 1971. This greatly ex- 
panded the services available, so that by 1974 there 
were 40 private centers licensed and funded under this 
act in addition to 7 special programs in provincial men- 
tal hospitals and 14 children's centers in the province 
providing a comprehensive range of services. In 1974 
there were 1,300 beds designated for children in On- 
tario. It is significant that despite the introduction of 
both hospital and medical care insurance, because of 
the lack of facilities and staff for treating children the 
province elected to fund these services directly; many 
of them are operated by social workers and employ 
large numbers of paraprofessional child care workers. 


CONFIDENTIALITY 


Compared to the United States, there is very little 
concern in Ontario about possible abuses by govern- 
ment in the revelation of health insurance data. Sever- 
al possible reasons for this exist. First, the amount of 
information collected on the OHIP claims form for 
physicians' services is minimal. Besides patient and 
physician identifying data, the only information col- 
lected is a diagnosis and procedure code. Second, Can- 
ada has not experienced Watergate-type abuses and 
has difficulty understanding how such things could hap- 
pen. Finally, the government is viewed much more fa- 
vorably by the public, and legitimate needs for data are 
accepted. 


DISCUSSION AND CONCLUSIONS 


The major achievement of the Canadian health in- 
surance programs is that they have substantially re- 
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moved financial barriers to hospital and medical care. 
All the provinces have universal hospital and medical 
care insurance programs financed in part through fed- 
eral tax revenues. These programs have virtually elimi- 
nated financial concerns among the public and to some 
extent among the providers of care. Insurance can be 
seen as a form of income redistribution, since by using 
revenues generated by progressive taxes, poor and 
sick persons are able to receive medical care they 
could not purchase on their own. For providers, in- 
surance represents a guaranteed income, paying for all 
medically necessary care a provider chooses to deliv- 
er. 

A major concern of legislators in the United States is 
that national health insurance should be structured in 
such a way as to correct or at least not aggravate other 
deficiencies (besides mode of financing) that are pres- 
ent in the health care system. Providers, on the other 
hand, fear government interference. The Canadian ex- 
perience provides some interesting lessons. The Cana- 
dians were clearly able to deal with financing questions 
without making major changes in the delivery system. 
The introduction of hospital insurance before medical 
insurance resulted in a greater reliance on more expen- 
sive kinds of care and so did lead to some changes. 
However, to date the federal and provincial govern- 
ments have not systematically used the financial in- 
centives at their disposal to bring about desired 
changes in the system. 

A Canadian psychiatrist has written, ‘‘That this 
state of things cannot last is the concern of many in 
practice now. It is hard to see how the government can 
go on indefinitely financing through tax money a sys- 
tem over which they have no control” (11). 

Since the government is the only source of funding, 
it has an opportunity to make greater use of financial 
incentives. An example would be to allow an addition- 
al fee for a service provided in a geographically under- 
served area. This might make it financially more attrac- 
tive to settle in such an area, although many other fac- 
tors affect the physician's choice of location of 
practice. Other possibilities would be to manipulate 
fees so as to make it more or less attractive for psychia- 
trists to use various therapeutic modalities such as «, 
ECT; medication; and individual, group, or family psy- 
chotherapy; or to see various types of patients, e.g., 
children or the elderly. 

One danger in manipulating the official fees unduly 
is that it might in effect bring back copayment. For ex- 
ample, if a lower fee was allowed for all visits beyond 
50 per year, it is likely that practitioners doing in- 
tensive psychotherapy would not accept assignment 
and would bill the patients directly at a higher fee. 
That would reintroduce a financial barrier to certain 
kinds of care, something Medicare was supposed to 
eliminate. At the present time there is a delicate bal- 
ance; while individual doctors can refuse assignment, 
there is a large enough group of doctors who do not bill 
directly at a higher fee so that any patient should be 
able to find a doctor who is willing to see him for the 
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official fee. If that system breaks down it will be be- 
cause the government, responding to the taxpayers' 
wishes, is unwilling to expend enough money to meet 
the income expectations of physicians. At the present 
time the interim solution is a national wage-price 
freeze, which limits the increase in physician fees and 
which would be difficult for physicians to oppose. In 
the longer run there may be government pressure to re- 
quire mandatory assignment—a prospect physicians 
will oppose bitterly. The outcome of that potential 
battle is uncertain. 

Anecdotal evidence suggests that national health in- 
surance has had some effect on the type of patients 
seen in psychiatric office practice by making it possible 
for a broader socioeconomic range of patients to seek 
private care. On the other hand, there are suggestions 
that other factors süch as referral patterns may have 
limited the access to needed kinds of care in the pri- 
vate system. This explains in part the continued exis- 
tence of the public system of care even though theo- 
retically any patient can receive private care. 

The development of children's mental health centers 
in Ontario is a recognition of the value of organized 
care settings for child mental health care because of its 
interdisciplinary nature and the importance of coordi- 
nating mental health needs with other needs of chil- 
dren, such as education. Services for other popu- 
lations, such as the elderly, minorities, chronic 
patients, and substance abusers are also likely to re- 
quire organized settings and public funding outside a 
health insurance system. The implication of this is that 
a range of facilities and services needs to be available, 
some paid for by health insurance and some by other 
funding mechanisms. 

One final point relates to more general health and 
public policy questions. Canada's Minister of National 
Health and Welfare pointed out that ‘“The health care 
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system is only one of many ways of maintaining and 
improving health” (12). Whether or not there is NHI 
in the United States, we must ensure that funds contin- 
ue to be available for research, manpower devel- 
opment, prevention, and improvements in the general 
standard of living. 
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The Medical Setting: Is It Beyond the Psychiatrist? 


BY JAMES J. STRAIN, M.D. 


Recent events in medicine have afforded psychiatrists 
an opportunity to move beyond the traditional 
boundaries of their involvement in the medical setting. 
The growing preoccupation of the medically ill and 
their families with the psychosocial aspects of medical 
illness, their growing dissatisfaction with current 
patterns of patient care, and internists’ increased 
awareness of the psychological needs of the 
nonpsychiatric medical patient have led to a 
rethinking of mind-body dualism and to increased 
involvement of the psychiatrist in general medical 
care. 


PSYCHIATRISTS have been part of the general medical 
setting for the past three decades. However, until re- 
cently their role was limited to the treatment of psychi- 
atric patients who had been incorporated into the gen- 
eral hospital's patient population; in addition, they 
served as consultants to the internist whose medical 
patient had developed manifest psychiatric symptoms. 
Liaison psychiatry is currently attempting to move 
beyond the traditional boundaries of psychiatric in- 
volvement in the medical setting and to effect changes 
in the hospital milieu that will reflect a responsiveness 
to the psychological needs of the nonpsychiatric medi- 
cal patient. The purpose of this paper is to evaluate the 
psychiatrist’s competence to undertake this awesome 
task. 

The subspecialty of liaison psychiatry grew out of 
the recognition by internists and psychiatrists alike of 
the need to consider the patient's psychological as well 
as physical problems. 

All too frequently the internist bears the onus for the 
mismanagement of the inevitable psychological prob- 
lems that confront the medical patient, and may com- 
plicate the course of his illness, on the grounds that the 
psychological knowledge which would enable him to 
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deal with these problems is not part of his armamenta- 
rium. However, we fail to recognize that this crucial 
psychological knowledge is not part of the psychia- 
trist’s armamentarium, either. The standard psychiat- 
ric program for residents may not include training in 
consultation or liaison work; and even when such train- 
ing is provided, it may not be sufficient to the task (1). 

As a result, the psychiatrist in the contemporary hos- 
pital setting usually does not know enough about the 
normal and abnormal psychology of medical illness to 
offer a meaningful interpretation of the patient's behav- 
ior or to formulate appropriate tactics for the manage- 
ment of psychological reactions to medical illness and 
hospitalization. Furthermore, his problem is com- 
pounded when he must operate in the new medical en- 
vironments (e.g., the intensive care unit and the burn 
unit), deal with patients receiving new medical drugs 
whose side effects have not yet been determined, and 
attempt to treat patients with whom he may have only 
brief contact (given the current organization and struc- 
ture of the hospital). His problem is also compounded 
when he must relate to—and influence—a wide variety 
of medical caretakers at various levels of psychologi- 
cal sophistication. 


THE PROBLEM 


The problem, then, is two-fold. We must persuade 


_ those in charge of psychiatric residency training of the 


need to inculcate candidates with the knowledge of the 
normal and abnormal psychological reactions to medi- 
cal illness, including knowledge of recent findings de- 
rived from psychobiological research, and of the need 
to transmit this knowledge to the medical caretaker. 
At the same time we must persuade medical caretakers 
of the need for the liaison psychiatrist's clinical and 
educational services. The psychiatrist's ability to func- 
tion effectively in the medical setting depends in large 
measure on his familiarity with the psychological cor- 
relates of physiological dysfunction. In addition, he 
should be guided by the innovative model of preventive 
intervention developed by Caplan (2), which extends 
the psychiatrist's focus beyond the patient to include 
his caretakers and his milieu during and after an acute 
illness. 

Beyond these explicit requirements, however, the li- 
aison psychiatrist’s approach to the medically ill 
patient will be enhanced by his knowledge of recent de- 
velopments in ego psychology. On the basis of such 
knowledge, he can move beyond the stereotyped de- 


Am J Psychiatry 134:3, March 1977 253 


THE MEDICAL SETTING 


scriptive models that explain behavior in such terms as 
"stages of death and dying," “‘typical sequences of de- 
fensive patterns," and the uniformity of the reactions 
of certain character types to medical illness (3—5). In 
my opinion, such stereotypes—which become carica- 
tures of behavior—have contributed to the current 
lack of interest and curiosity that psychiatrists (as well 
as internists) typically manifest toward the psychologi- 
cal care of the medically ill patient. — 

Finally, the psychiatric resident needs to be suffi- 
ciently conversant with the psychological and emotion- 
al aspects of clinical issues that constitute some of the 
thorniest problems in medicine, e.g., organic mental 
syndromes, psychosomatic reactions, depressive reac- 
tions in the medically ill, hypochondriasis, and pain. 
Since these disorders have a psychological as well as a 
physiological component, they must be approached 
conceptually and clinically from both vantage points. 

For example, given the relationship between somat- 
ic and psychic factors, which is intrinsic to the organic 
mental syndromes, the course and outcome of these 
disorders depend on the ability of both the internist 
and the psychiatrist to function effectively on behalf of 
the patient. The psychiatrist can detect the presence of 
an organic mental syndrome—provided the internist 
recognizes the need for his services—but there is a ten- 
dency to abdicate responsibility for the patient's psy- 
chological needs once the diagnosis has been made. 
Yet there is impressive evidence that such efforts 
would not be wasted. In many instances the psychia- 
trist can help the patient with an established organic 
mental syndrome make maximal use of his remaining 
faculties. 

So-called classic psychosomatic illnesses present 
yet another type of problem. Although the etiology of 
such illnesses remains uncertain, the existence of pre- 
disposing and initiating psychological factors and 
mechanisms is a certainty, as are the somatopsychic 


reactions and/or reactions to hospitalization that these . 


illnesses evoke. Unfortunately, the psychiatrist sees 
these patients too infrequently, and when he is af- 
forded an opportunity to see them, he may not be suffi- 
ciently knowledgeable about essential psycho- 
biological and clinical research data germane to their 
assessment and treatment. 

Medically ill patients often experience depression, 
but its evaluation and treatment remain one of the 
most difficult tasks for the psychiatrist (6). The term 
‘‘depression’’ is applied to several different clinical sit- 
uations that differ in etiology and in respect to their 
prescribed treatment. It is not easy to distinguish 
among these conditions. Their clinical phenomena 
overlap, many patients present mixed pictures, and 
the medical illness itself can produce many symptoms 
characteristic of depression, such as fatigue, somno- 
lence, and anorexia. 

The burden of care for hypochondriacal patients re- 
mains with the internist since these patients usually re- 
fuse to work with a psychiatrist. However, the psychi- 
atrist will not be competent to handle the psychologi- 
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cal aspects of hypochondriasis in any event if he is not 
sufficiently familiar with the psychological conflict that 
lies at the root of this problem. The patient withdraws 
from external objects but at the same time displays an 
intense desire for an external need-gratifying object 
(often in the form of the medical, but not the psychiat- 
ric, physician) who is admiring, tolerant, and unde- 
manding of any recognition for himself. The psychiat- 
ric resident needs to know that the central issue in 
treatment is to provide a therapeutic object relation- 
ship, usually through an internist, that permits the 
maintenance of the patient's emotional homeostasis ` 
without the promise of cure (7). 

Pain, the most common presenting symptom en- 
countered in the medically ill patient, is almost in- 
variably undertreated psychologically. Because of the 
protean experience and expression of pain and the fact 
that its psychological and physical aspects are fused, 
differential diagnosis of psychogenic pain—as opposed 
to pain that has a physiological basis—may present a 
major problem that defies solution. An adequate resi- 
dency training program would point up the fact that 
pain may be the manifestation of a psychological con- 
flict, an expression of depression, or the elaboration of 
a somatopsychic response to physical, sometimes pain- 
ful, medical illness. 

Finally, the tendency to overprescribe or under- 
prescribe psychotropic drugs for the medically ill is 
prevalent not only among internists but among psychi- 
atric residents as well. For example, the minor tran- 
quilizers are used excessively, the major tranquilizers 
are not used often enough, and the range of drugs used 
is not broad enough. In addition, the resident typically 
is not sufficiently informed about the effects of 
multiple drug use, medical side effects, solubility, 
treatment for overdose, the effects of drugs on the geri- 
atric patient, or the fact that the use of psychotropic 
drugs is not necessarily contraindicated in specific 
physiological disorders (e.g., cardiovascular, hepatic, 
and renal disorders) when behavioral control is manda- 
tory. 


THE SOLUTION 


The construction of a psychiatric residency program 
that will ensure adequate psychological care for the 
nonpsychiatric medically ill patient requires a two- 
pronged approach. First, important distinctions exist 
between psychiatric evaluation in the traditional psy- 
chiatric setting and psychiatric evaluation in the medi- 
cal setting. Training must be expanded to include pro- 
cedures that will permit the accumulation of data es- 
sential to the accurate assessment of the nature, 
severity, and possible psychological and/or organic de- 
terminants of the medical patient’s presenting prob- 
lem. In addition, training must be expanded to include 
the presentation of a conceptual framework that will 
enable the resident to develop an individualized, sys- 
tematic approach to the understanding and manage- 


ment of the spectrum of psychological reactions to ill- 
ness and hospitalization. 


Psychiatric Assessment in the Medical Setting 


Psychiatric assessment in the medical setting is a 
complicated and difficult task. Nonpsychiatric medical- 
ly ill patients may not have a typical psychiatric pre- 
senting complaint; in fact, they may not even be aware 
of the fears, anger, anxiety, and other reactions that 
their illness and/or hospitalization has evoked. Con- 
sequently, these patients are not apt to seek psychiat- 
ric help on their own initiative, which automatically 
puts the psychiatric resident at a disadvantage. Other 
factors, e.g., the limited scope and content of the inter- 
view, the issue of confidentiality, and the ambience of 
the medical ward, may further restrict the resident's 
clinical capacities. 

The difficulties of psychiatric assessment in the med- 
ical setting are further compounded by the fact that the 
patient's psychological symptoms can be fully under- 
stood only if they are considered in relation to the na- 
ture and severity of his medical illness and his hospital 
environment. In other words, psychological assess- 
ment in this setting moves well beyond the traditional 
dyadic model and, in many instances, well beyond the 
capacities of the psychiatrist, who must evaluate not 
only the patient who may have an acute life-threat- 
ening physical illness in addition to his psychological 
problems, but also the patient's medication and the cli- 
mate of the ward to which he has been assigned. More- 
over, once he has completed his assessment, the psy- 
chiatrist 1s faced with the task of transmitting to his 
medical colleagues those findings which will enhance 
their understanding and management of the patient's 
behavior. 


Psychological Reactions to Medical Iliness and 
Hospitalization 


The individual is subject to certain universal psycho- 
logical stresses (and the conflicts to which they give 
rise) during the course of his development and matura- 
tion. Strain and Grossman (1) have postulated that this 
formulation, i.e., of developmental stresses and con- 
flicts, provides a dynamic approach to the understand- 
ing and management of psychological reactions to ill- 
ness and hospitalization. More specifically, sudden ill- 
ness and hospitalization may reactivate these stresses 
to the extent that the patient's total psychological re- 
sources may be mobilized in an effort to maintain his 
emotional equilibrium. The vulnerability of a given 
patient to the stresses evoked by illness and hospital- 
ization, and the kind of psychological response to 
which these give rise, will depend on the following 
three variables: the nature of the stress the patient is 
experiencing, his characteristic mode of coping with 
stress, and the internist's reaction to stress. 

Strain and Grossman (1) have codified seven basic 
categories of psychological stress that have special 
relevance for hospitalized patients. 
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1. The basic threat to narcissistic integrity, includ- 
ing the fear of death. 

2. Fear of strangers. 

3. Separation anxiety. 

4. Fear of the loss of love and approval. 

5. Fear of the loss of control of developmentally 
achieved functions (e.g., bowel and bladder control 
and regulation and appropriate modulation of feeling 
states). 

6. Fear of loss of or injury to body parts (e.g., cas- 
tration anxiety); fear of pain. 

7. Reactivation of feelings of guilt and shame and ac- 
companying fears of retaliation for previous trans- 
gressions. 

Thus when one considers the psychological implica- 
tions of illness and hospitalization, the fact that the 
vast majority of patients are ultimately able to cope 
and to assume the role of patient without difficulty is 
extraordinary in itself. Presumably, these patients 
achieved adequate means of adaptation to these 
stresses during the course of their development. A cru- 
cial determinant of the patient's capacity to cope is, of 
course, the nature (quality) of his early object relation- 
ships, which may permit a minimal—or alternatively, a 
maximal—response to these stresses. 

Finally, the psychiatric resident should be aware of 
the fact that in the course of the internist’s relationship 
with the patient, he may be exposed to the same cate- 
gories of psychological stress. For example, the inter- 
nist may experience the anticipated death of a patient 
as a narcissistic injury. As is true of the patient, the 
internist's capacity to cope with these stresses will de- 
pend on the quality of his past and present object rela- 
tionships and the degree to which he has mastered the 
seven basic stresses and the conflicts to which they 
give rise during the course of his own development. 

It should be noted that the psychiatric resident 1s not 
immune from these stresses, either. Not only is he a 
stranger on the medical ward, but he may also be 
viewed as an intruder. The resident is ‘‘on display," 
and he lacks the knowledge and experience to be cer- 
tain that he will perform competently. In addition, if he 
has not had sufficient contact with the medically ill, 
bodily dysfunction and dismemberment may evoke in- 
tense anxiety. Once again, the resident's vulnerability 
to these basic stresses will depend on the quality of his 
early object relationships. 

Thus the task of the psychiatric resident is threefold. 
First, he assesses the patient's psychological and medi- 
cal status, i.e., the nature of the psychological stresses 
evoked in the patient by his particular medical illness 
and the experience of hospitalization. Second, he as- 
sesses the nature of the internist's relationship with 
the patient. And third, he strives to identify and cope 
with the stresses under which he himself is operating. 
Ideally, the resident's implementation of these tasks 
will be governed by his realization that the process of 
becoming ill, being treated, and then recovering im- 
plies a constantly changing doctor-patient, psychia- 
trist-patient relationship. 
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THE MEDICAL SETTING 


These data provide the foundation for the formula- 
tion of a treatment plan. Ín addition, such a plan 
should take into consideration the culture of the medi- 
cal setting and the psychological-mindedness of the 
house staff, that is, the degree to which they are ca- 
pable of understanding and dealing with the patient's 
psychological problem. Above all, the therapeutic ap- 
proach is a dynamic one that is flexible enough to in- 
corporate changes in the patient's psycholcgical stat- 
us, in the disease process, ànd in the patient's medical 
management. 

Given this orientation, Strain and Grossman (1, p. 
33) have listed five prerequisites for successful adapta- 
tion to illness and hospitalization. 


1. The patient's ability to regress adequately in the serv- 
ice of recovery. 

2. His ability to maintain adequate defenses against the 
stresses evoked by illness and hospitalization. 

3. Access to his feelings and fantasies, and the ability to 
communicate his needs. 

4. A basic trust in his medical caretakers. 

5. The services of empathic and flexible physicians and 
nurses. 


DISCUSSION 


Recent events in medicine have afforded psychia- 
trists an opportunity—unique.in the history of our dis- 
cipline—to achieve new stature. I refer, of course, to 
the growing preoccupation of the medically il] and 
their families with the psychosocial aspects of medical 
illness; to their growing dissatisfaction with current 
patterns of patient care; and to the growing awareness 
of internists that they are not sufficiently equipped to 
effectively handle a large segment of their patient popu- 
- lation (50-80%) who present primarily with psychologi- 
. cal problems or with important psychological dysfunc- 
tion secondary to their physical illness. I also refer to 
the revolutionary changes in the function and structure 
of the general hospital. Space is now allotted for the 
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performance of previously undreamed of medical and 
surgical procedures. And because of the psychological 
implications of these procedures, psychiatrists are not 
only welcomed, but in some settings (e.g., renal dial- 
ysis units) beseeched to collaborate in the manage- 
ment of these patients. 

This trend can only gather momentum in the future. 
It is safe to assume that, in time, internists will resolve 
the issues that perpetuate mind-body dualism and will 
be able—and willing—to treat the whole patient. At 
present, however, because his training gives bim lever- 
age in both houses, the psychiatrist can help supply 
the ingredient that is missing in medical care, 1.e., com- 
prehensive knowledge of the clinically relevant as- 
pects of the interrelationship of psychological and 
physical factors. He cannot afford to miss this opportu- 
nity to put his special knowledge to use for the greater 
good of all patients. In addition, he cannot afford to ne- 
glect his obligation to foster psychological-mindedness 
among his medical colleagues, even though the suc- 
cess of his efforts can only be measured by a corre- 
sponding decline in the demand for his services, i.e., 
for his assistance in the psychological care of the non- 
psychiatric medically ill patient. 


REFERENCES 


1. Strain JJ, Grossman S: Psychological Care of the Medically Ill: 
A Primer in Liaison Psychiatry. New York, Appleton-Century- 
Crofts, 1975 

2. Caplan G: Principles of Preventive Psychiatry. New York, Bas- 
ic Books, 1961 

3. Kübler-Ross E: On Death and Dying. New York, Macmillan, 
1970 

4. Bibring G, Kahana R: Lectures in Medical Psychotogy. New 
York, International Universities Press, 1968 

5. Krystal H (ed): Massive Psychic Trauma. New York, Inter- 
national Universities Press, 1969, pp 227—296 

6. Sachar E: Evaluating depression in the medical patient, in Psy- 
chological Care of the Medically Ill: A Primer in Liaison Psychi- 
atry. By Strain JJ, Grossman S. New York, Appleton-Century- 
Crofts, 1975, pp 64-75 

7. Altman N: Hypochondriasis. Ibid, pp 76-92 


Catecholamine Metabolism in Gilles de la Tourette's Syndrome 


BY C. RAYMOND LAKE, M.D., PH.D., MICHAEL G. ZIEGLER, M.D., ROSWELL ELDRIDGE, M.D., 


AND DENNIS L. MURPHY, M.D. 


Abnormal central catecholamine neurotransmission 
has been suggested in Gilles de la Tourette's 
syndrome. The authors evaluated the sympathetic 
nervous system in both the basal state and in its 
responsivity to postural and exercise stress. Plasma 
norepinephrine and the activities of its synthetic and 
degradative enzymes were not different in 33 Tourette 
patients, a control group of unaffected relatives, and 
another control group of unrelated healthy volunteers. 
This finding suggests that these patients have neither a 
generalized dysfunction of norepinephrine metabolism 
nor a defect in the central control of sympathetic 
function. 


ALTHOUGH Gilles de la Tourette's syndrome bears the 
name of the French clinician on the basis of his descrip- 
tion of 9 cases in 1885 (1), Itard (2) described in detail 
in 1825 one of the very cases later mentioned by Gilles 
de la Tourette. The symptomatology of Tourette's syn- 
drome is unique and has prompted continuous dis- 
cussion and study in the medical literature (3-7). The 
age of onset is usually between 3 and 13 years, when 
facial twitching, eye blinking, or neck jerking be- 
gin (6). These initial symptoms are often followed by 
motor tics in the arms and later in the legs. Vocal tics 
or outbursts, the most striking aspect of the syndrome, 
may take the form of grunting, barking, or, in about 
5096 of patients, coprolalia (7-11). The syndrome is 
more common in males (about 7596 of the reported cas- 
es) (6, 8), may be familial (10, 12, 13), and is relatively 
common in Jews but rare in blacks (6, 10). Intelligence 
and psychological test profiles are within the normal 
range (3, 7, 14, 15). Various nonspecific EEG abnor- 
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malities have been reported in some patients (12, 16, 
17). Remissions and exacerbations are typical, and 
there may be amelioration of symptoms after adoles- 
cence (4, 18). 

The etiology of Tourette's syndrome is uncertain; al- 
though psychological dynamics have been pro- 
posed (19, 20), the more recent trend is toward consid- 
eration of biological abnormalities. An alteration of 
catecholamine neurotransmitter release has been hy- 
pothesized and has received support from several stud- 
ies. The therapeutic effectiveness of haloperidol, a spe- 
cific and effective catecholamine receptor block- 
er (21), has been documented (22, 23). Knopp and 
associates found elevated levels of dopamine (DA) in 
urine excreted over a 24-hour period in 2 of 3 patients 
studied (24), and van Woert and associates reported 
elevated cerebrospinal fluid levels of homovanillic acid 
(HVA), the principal metabolite of DA, in 5 
patients (23). Postmortem pathological changes in the 
basal ganglia, an area rich in dopaminergic neurons, 
have been discussed (25, 26). Tic-like side effects asso- 
ciated with L-dopa therapy have been documented in 
patients with Parkinson's disease (27). L-Dopa is the 
immediate precursor of DÀ, a neurotransmitter itself 
as well as the precursor of norepinephrine (NE). 
Meyerhoff and Snyder (28) specifically implicated NE 
as the aberrant neurotransmitter in a black patient with 
possible Tourette's syndrome on the basis of observa- 
tions that d-amphetamine markedly exaggerated the 
movement disorder while /-amphetamine did not. d- 
Amphetamine was shown to be more potent than 
l-amphetamine both in inhibiting the reuptake in- 
activation process in NE neurons and in releasing NE. 
The isomers were equipotent regarding potentiating 
DA neurotransmission (29, 30). More recent evidence 
has not confirmed these data (31). 

Because of the implications of aberrant NE or DA 
metabolism in Tourette's disease, plasma NE and the 
metabolic enzymes for NE, DA, and other biogenic 
amines were evaluated in patients with Tourette's syn- 
drome. NE, the neurotransmitter of the sympathetic 
nervous system, is released from sympathetic nerve 
endings and can be measured in blood. The half-life is 
short, so plasma levels reflect acute changes in sympa- 
thetic neuronal activity. Dopamine-f-hydroxylase 
(DBH), the enzyme that converts DA to NE, is pres- 
ent in sympathetic nerve endings (32), is released with 
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NE upon nerve stimulation (33), has been cited as an 
index of sympathetic activity (33, 34), and can be 
measured in plasma (32). Both plasma DBH (35) and 
NE (36) levels are abnormally high in another move- 
ment disorder, the autosomal dominant form of torsion 
dystonia. MAO and catechol-O-methyitransferase 
(COMT) are catabolic enzymes in the degradation of 
NE; MAO is present in platelets and plasma (37), and 
COMT is present in erythrocytes (38). Oxidative de- 
amination by MAO represents a significant metabolic 
pathway for NE; platelet MAO may be an index of 
brain MAO and has been used as a model for mono- 
amine metabolism and receptor function (39). The en- 
zyme COMT is associated with adrenergic receptors, 
and its activity in erythrocytes may reflect activity at 
the adrenergic receptor and may account for some in- 
activation of the NE that reaches the circulatory sys- 
tem (40). 


METHOD 


The patients (N=33), previously diagnosed accord- 
ing to the criteria of Shapiro (7, 8) as having Tou- 
rette’s syndrome, and their families (N =22) were con- 
tacted through the cooperation of the Tourette Syn- 
drome Association, Bayside, N.Y. When these 
patients were reexamined at the time of the study, 
presence or history of either motor or vocal tics or 
both symptoms was confirmed. A more detailed ac- 
count of their symptoms is presented elsewhere (10). 
Subjects were informed of the risks involved in the pro- 
cedure and their written permission was obtained. 

A sensitive and specific radioenzymatic technique, 
recently developed and adapted (40) to provide a con- 
venient means of determining human plasma NE lev- 
els, was used. The subject must be supine and relaxed 
for the basal level of plasma NE to be accurately as- 
sessed. A '*heparin lock” was placed in an arm vein and 
subjects rested for at least 20 minutes after venipunc- 
ture before a 12-ml blood sample was drawn. To evalu- 
ate the postural responsivity of the sympathetic ner- 
vous system, we asked subjects to sit up after the basal 
sample and blood was sampled again 10 minutes lat- 
er (40). Finally, a third blood sample was obtained af- 
ter some subjects squeezed a partially inflated sphyg- 
momanometer cuff to 30% of maximum ability for 5 
minutes; this isometric exercise raises the plasma NE 
level more than heavy isotonic exercise (41). Blood 
pressure by auscultation and pulse rate by radial palpa- 
tion were measured at each blood sampling. 

Since NE blood levels are significantly correlated 
with the age (42) but not the sex of subjects (41), the 


control group was matched closely for age. Eight male- 


patients (mean age=18+2 years) with documented 
Gilles de la Tourette's disease had blood drawn to de- 
termine basal and upright NE levels and 4 of them were 
asked to complete the isometric hand squeeze exer- 
cise. Basal samples were obtained from 8 healthy con- 
trols (4 males, 4 females), 7 of whom also had blood 
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samples taken in the upright posture and again after 
the isometric exercise. 

Plasma DBH was determined for 33 Tourette 
patients (21 males, 12 females; mean age=30+3 years) 
from 22 different families; 16 were less than 20 years 
old. Fourteen of the patients were taking haloperidol 
(mean dose=12.3+3.9 mg/day; range-]1.5—20 mg/ 
day). Other medications included diazepam, thiorida- 
zine, tetrabenazine, fluphenazine, and benztropine 
mesylate. One control group consisted of 33 unrelated 
healthy volunteers matched for age and sex. A second 
control group was 28 unaffected family relatives of 
Tourette patients (mean age=40+3 years). The control 
group subjects were asked to discontinue their various 
medications 48 hours before the test procedure. DBH 
was assayed by the method of Weinshilboum and Ax- 
elrod (32) using phenylethylamine as substrate in the 
presence of 3.5 umols of CuSO, at pH 5.5 wich 4 pl of 
plasma in an incubation volume of 300 ul. 

Platelet MAO activity was determined in 12 affected 
patients; (7 males, 5 females; mean ages=22+7 and 
304 years, respectively). Ten unaffected family mem- 
bers (5 males, 5 females) were also studied. Plasma 
amine oxidase activity was measured in 33 Tourette 
patients, who were divided (at 18 years) into 2 age 
groups—younger (mean age=13+1 years) and older 
(mean age=44+3 years)—because of previous reports 
of higher plasma amine oxidase activity in adoles- 
cence (43). The 35 unaffected family members who 
served as controls were similarly divided. Platelet 
MAO was measured with previously described tech- 
niques (37). Plasma amine oxidase activity was deter- 
mined by using benzylamine as substrate with a modifi- 
cation of the method of Robinson and associates (44). 

Erythrocyte COMT was measured by the method of 
Jonas and Gershon (38) in 12 patients (7 males, 5 fe- 
males, mean age=24+5 years) and in 15 controls (7 
males, 8 females; mean age —35 4 years), 12 of whom 
were unaffected family members of patients with Tou- 
rette's syndrome. 


RESULTS 


Plasma NE levels in the patients and controls were 
determined while the subjects were supine, upright, 
and after they performed the isometric hand exercise. 
Plasma NE values of the patients with Tourette's syn- 
drome were not different from those of control sub- 
jects. The increments after an upright posture was as- 
sumed from the supine position were significant in 


. both groups (p<.01) but not different between patients 


and control subjects. Basal pulse rate and blood pres- 
sure were not significantly different for patients and 
controls, and neither pulse nor blood pressure was sig- 
nificantly correlated with plasma NE. Plasma NE in- 
creased by similar amounts in both patients and con- 
trols when they assumed an upright posture and exer- 
cised. i 

No significant differences were found in the plasma 


DBH activity of patients matched for age and sex, un- 
related controls, and unaffected relatives or in the 
DBH activity of patients taking haloperidol and drug- 
free patients. 

The mean platelet MAO activity, in nanomoles per 
10? platelets per hour, of both male (8.30+.96) and fe- 
male (11.50+1.73) patients fell between the activity of 
the unaffected relative male (6.50+.96) and female 
(9.78+1.14) control groups and those of unrelated 
male (11.04.29) and female (13.29+.29) control 
groups. The platelet MAO values were not significant- 
ly different from those of either control group, and 
platelet count means were not different among groups. 

Plasma amine oxidase activity, in nanomoles per mil- 
liliter of plasma per hour, was not different in either 
the younger (23.3+1.4) or older (16.3+0.6) Tourette 
groups compared with either the age-matched unaf- 
fected related controls (younger=24.7+4.6; old- 
er=17.9+0.7) or with the unrelated age-matched nor- 
mal control groups (younger=23.8+1.9; old- 
er=18.6+0.3). 

Erythrocyte COMT activity in Tourette patients 
was not different from that in the control group 
(2.37+0.32 versus 2.27+0.36 nmol of HVA per millili- 
ter per hour). Patients and controls were not different 
with respect to any of the enzymes studied. 


DISCUSSION 


The therapeutic effectiveness of L-dopa in Park- 
inson’s disease, where diminished dopaminergic neu- 
rotransmission has been established, has increased in- 
terest in neurotransmitter function in movement dis- 
orders. Dyskinesia is a prominent symptom in Gilles de 
la Tourette's disease, haloperidol is therapeutic, and 
previous investigators have implicated aberrant cate- 
cholamine metabolism in Tourette patients 
(23, 24, 28). The present study was undertaken to eval- 
uate the sympathetic nervous system and especially 
NE in patients with Tourette's disease. The neuro- 
transmitter of the sympathetic nervous system, NE, 
was not different from that of control subjects either in 
the basal or postural or exercised stressed states. 
DBH, the enzyme that converts DA to NE, did not dif- 
fer from nonrelated, age-matched controls or from a 
control group consisting of nonaffected family mem- 
bers. Since DBH is genetically controlled (45, 46), the 
unrelated control group was considered essential. Sim- 
ilarly, platelet MAO, plasma amine oxidase, and 
erythrocyte COMT activites of the Tourette patients 
did not differ from the activities of either control 
group. Correlations between basal NE and any of the 
enzyme activities measured were not significant, and 
blood pressure or pulse rate did not correlate with NE 
or the activities of any enzyme. The responsiveness of 
the sympathetic nervous system to postural and exer- 
cise stress in Tourette patients was normal. Patients 
who were taking haloperidol had DBH activities no dif- 
ferent from those of drug-free patients. 
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CONCLUSIONS 


There does not appear to be a generalized disorder 
of NE metabolism in patients with Gilles de la Tou- 
rette's syndrome. The central control of sympathetic 
function also appears to be normal in these patients. 
While this study fails to support prior claims of abnor- 
mal NE function in Tourette's syndrome (28), it does 
not rule out either abnormal noradrenergic function in 
localized brain areas or a disorder in the metabolism of 
other brain neurotransmitters that affect movement 
and behavior. Efforts are being made to obtain cere- 
brospinal fluid for NE determination from Tourette 
patients to evaluate central noradrenergic transmis- 
sion. 
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Ten Years of Change in Alcoholism Treatment and Delivery 


Systems 


BY E. MANSELL PATTISON, M.D. 


The author reviews the major advances in concepts 
and methods that have been made in the treatment of 
alcoholism over the past decade but finds little change 
in the everyday operation of treatment programs. He 
examines the ideological differences between 
professionals and paraprofessionals in the field, the 
changes in treatment goals that have been made, the 
different types of alcoholic patients and their different 
needs and responses to treatment, the uses and 
misuses of drug therapies, the relatively unexamined 
values of psychotherapy, the recently successful 
behavioral therapies, and treatment delivery systems 
and their evaluation. 


IN THE HISTORY of medicine we have seen that when 
the causes and processes of a disease are poorly under- 
stood, diffuse and nonspecific treatment methods pro- 
liferate. Such is the case with alcoholism; therefore, 
rather than reviewing the plethora of alcoholism treat- 
ment literature I plan to highlight critical reports that 
lead toward an organized rational approach to treat- 
ment. 

There seems to be a paradox in the field of alcohol- 
ism treatment over the past 10 years. On the one hand 
we have made major advances in the scientific under- 
standing of alcoholism; on the other hand the vast ma- 
jority of alcoholism treatment programs look no differ- 
ent to me today than they did a decade ago. Similarly, 
I have not seen one comprehensive book on alcohol- 
ism treatment in the past decade that has not been sim- 
ply descriptive of clinical experience. What is lacking 
Is an explicit construction of treatment methods on the 
basis of available scientific data (1). However, the dec- 
ade has been marked by an exemplary publication, the 
four-volume encyclopedic series titled The Biology of 
Alcoholism , edited by Kissin and Begleiter (2). This se- 
ries is a benchmark of scientific data for potential clini- 
cal application. 
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CHANGES IN PERSONNEL 


In a nationwide survey undertaken in the mid-1960s 
Cahn (3) reported that the professionals in alcoholism 
programs tended to be “‘backwater’’ types, i.e., that 
they could not obtain positions with better status and 
so drifted into alcoholism programs as second-class 
jobs. Although this conclusion may seem derogatory, 
it is congruent with a general professional antipathy to- 
ward alcoholic patients. In 1965 Pittman and Sterne (4) 
reported that negative professional attitudes were the 
major source of blockage of effective treatment. Sub- 
sequent surveys of professional attitudes in 1971 (5) 
and 1973 (6) found this professional negativism un- 
changed. 

A national survey of psychiatrists in private practice 
by Glasscote and associates (7) found that most psy- 
chiatrists did not attempt to change the drinking behav- 
ior of their alcoholic patients and perceived these 
patients as more difficult to treat than other patients. 
Only 9% of the psychiatrists surveyed said that alco- 
holic patients were no different from other patients. 
The study concluded that private practice psychia- 
trists have failed to be a treatment resource because 
**most of them indicate that very few people apply to 
them for treatment of drinking problems, and they 
seem to have no concrete information about where 
these people do turn for help—if anywhere” (7, p. 25). 

The impact of professional negativism on the treat- 
ment of alcoholism has not been directly studied. Co- 
hen and Krause (8) reported an agency study in which 
this negativism could not be overcome, and Pattison 
and associates (9) and Linsky (10) showed how com- 
munity attitudes toward treatment are influenced by 
professional orientations. 

Einstein and Wolfson (11) reported that although al- 
coholism is one of the leading public health problems 
of the nation, in 1970 there was little and often no for- 
mal training in alcoholism and its treatment in the curri- 
cula of professional schools. The need to begin alcohol- 
ism education early in professional development 
seems to merit high priority. The National Institute on 
Alcohol Abuse and Alcoholism established a small 
number of career teacher awards in alcoholism in 1973 
and recently announced pre- and postdoctoral re- 
search training awards in alcoholism. This is a modest 
beginning toward making a needed impact on profes- 
sional attitudes, skills, and careers. 

The introduction of more scientific professionals in- 
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to the field of alcoholism creates other problems, how- 
ever. The field of alcoholism has long been manned by 
paraprofessionals. They look on the influx of scientific 
professionals with some concern. If the paraprofes- 
sionals were to desert the field, most programs would 
grind to a halt; however, the lack of professionals 
would have only a modest impact. Thus the field of 
treatment is dominated by paraprofessional values, at- 
titudes, and concepts. This is leading to an ideological 
conflict between the established paraprofessional ap- 
proach to treatment and new scientific approaches to 
treatment. 

There is a marked difference in the personal ap- 
proach to alcoholism between the two ideolcgies. The 
professional is trained in an analytical-objective-induc- 
tive cognitive style, whereas the paraprofessional usu- 
ally lacks training and uses an intuitive-subjective-de- 
ductive style. Paraprofessionals often see empirical 
scientific data as obscure, irrelevant, or contradictory 
to their personal experiential knowledge of alcohol- 
ism. The professional approaches alcoholism from the 
base of ‘‘academic science," whereas the paraprofes- 
sional uses a base of *'folk science." Ravetz (12) ana- 
lyzed the consequences of these differences in the fol- 
lowing way: 


A folk science 1s a body of accepted knowledge whose 
function is not to provide the basis for further advance, 
but to offer comfort and reassurance to some body of be- 
lievers.. . . In an immature field of scientific development 
there is inevitable conflict which occurs when the results 
of disciplined scientific inquiry contradict the beliefs of a 
folk science, usually a popular one which is also adopted 
by the established cultural organs of society. (p. 115) 


Although it is acknowledged that paraprofessionals 


play an important role in alcoholism treatment pro- 
grams and although paraprofessional training pro- 
grams have been developed, the ideological dimen- 
sions of conflict have not been fully faced or re- 
solved (13). 


CHANGES IN TREATMENT GOALS 


The idea that abstinence is a necessary requirement 
for successful treatment of the alcoholic patient has 
long been held. In 1962 Davies (14) reported that 7 of 
93 alcohol addicts whom he had treated and followed 
for years had returned to normal drinking. This 
touched off a furor of ideological debate. Also in 1962 
`” Gerard and associates (15) found that only 12% of ab- 
stinent alcoholics in their follow-up sample had at- 
tained a successful life adaptation. In 1966 I reviewed 
the treatment literature to that time and found evi- 
dence that some alcoholic patients who were not absti- 
nent had adapted successfully, that some alcoholic 
patients had improved in their adaptation to life with a 
modest improvement in their drinking, and that some 
alcoholic patients who were abstinent had shown no 
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change or had deteriorated in their life adjust- 
ment (16). In his review of the psychotherapy follow- 
up literature Emrick (17) found that about 10% of his 
alcoholic patients were normal drinkers and that there 
were various combinations of drinking outcomes asso- 
ciated with life improvement. Nonabstinent drinking 
goals have recently become the treatment focus of 
many behavioral treatment programs for chronic alco- 
holic patients (18, 19). 

I have suggested the following clinical typology of 
drinking goals: abstinence, attenuated drinking, con- 
trolled drinking, and normal drinking (20, 21). At issue 
is not just the phenomenon of some alcoholic patients 
learning to drink without risk but a challenge to many 
traditional assumptions about the nature of alcohol- 
ism (1). 

Coincident with the reassessment of drinking goals 
has been a growing awareness that treatment focused 
solely on drinking behavior per se is inadequate. Treat- 
ment must give attention to changes in emotional func- 
tion, interpersonal relations, vocational capacity, and 
physical health (22, 23). Thus alcoholism treatment 
has moved toward specification of areas of disability 
and delineation of precise interventions for each area 
of disability in the life of the alcoholic patient (24—27). 
Although such differential diagnosis and differential 
treatment have been conceptually established, no pre- 
cise clinical procedures have yet been devised to apply 
these concepts. 


CHANGES IN POPULATIONS 


A decade ago little attention was given to different 
types of alcoholic patients. However, changes in treat- 
ment goals have developed, partly because different 
types of alcoholic patients respond to different treat- 
ment approaches. For example, Trice and Roman (28) 
showed that those who join Alcoholics Anonymous 
(AA) have a different psychological set than those who 
succeed in outpatient psychotherapy. Kissin and asso- 
ciates (29) showed that sociopsychological factors dif- 
fer among alcoholic patients who respond to drug treat- 
ment, supportive contact, and intensive psychothera- 
py. Pattison and associates (30, 31) showed that, 
according to psychological, social, and ideological 
measurements, different types of alcoholic patients 
seek treatment at different facilities and improve in dif- 
ferent patterns. 

In spite of these findings, treatment for alcoholism is 
often prescribed in terms of social biases rather than 
scientific assessment. Just as Hollingshead and Red- 
lich (32) demonstrated the social bias in diagnosis and 
treatment of mental illness, Schmidt and asso- 
ciates (33) showed that treatment for alcoholism is pre- 
scribed on the basis of the social status of the alcoholic 
patient rather than on objective diagnosis. These re- 
search studies point to useful population discrimina- 
tions, but no reliable clinical assessment is yet avail- 
able. 


It is also evident that more specific attention must be 
given to treatment approaches geared to the needs of 
people with alcohol problems throughout the life 
cycle. Alcohol and drug problems have been noted in 
preadolescent children (34). Children of alcoholic par- 
ents are at especially high risk to develop early behav- 
ioral and alcohol problems (35, 36). Adolescents in 
particular often have alcohol problems that are unno- 
ticed (37, 38). However, the recent alarm about ado- 
lescent alcoholism may be misplaced because abusive 
drinking patterns may be labeled as alcoholism. Caha- 
Jan and Room (39) found that early drinking behavior 
is not predictive of later symptomatic alcoholism. At 
the other end of life, the incidence of alcohol problems 
among the aged has been estimated to be as high as 
5096 in the population over age 65 (40), but alcoholism 
programs for the aged are virtually nonexistent. 

Women with alcoholism are receiving increased at- 
tention (41, 42). Most reports have been descriptive, 
demonstrating that women's lives tend to be more dis- 
rupted by alcoholism, that they are more likely to 
drink in response to challenges to their femininity, and 
that they express many psychophysiological com- 
plaints, especially gynecological. Treatment ap- 
proaches tailored specifically for women are notably 
lacking. 

Treatment programs for ethnic populations are be- 
ginning to surface, in part through the impetus of 
NIAAA funding for specific ethnic groups. Surprising- 
ly, the best information is available on American In- 
dian treatment programs. These data demonstrate that 
successful treatment can be developed specifically for 
this group (43-45). There are as yet only descriptive re- 
ports on treatment programs for black popu- 
lations (46), and there is virtually no literature on treat- 
ment for Spanish-speaking American groups. 

A neglected and unidentified population are alcohol- 
ic patients who have somatic complaints and are 
treated in general hospitals (47). The opportunity for 
early identification of alcoholism and early treatment 
is still missed in most general hospitals. 

Finally, mention should be made of new treatment 
approaches for the skid-row alcoholic. The need for 
sheltered care rather than ''rehabilitation'' is seen in 
continuing care programs for people with chronic cas- 
es of social ineptitude (48). Behavioral reinforcement 
programs are also being tried to condition socially re- 
sponsible behavior in this group of alcoholic 
patients (49). 


CHANGES IN TREATMENT METHODS 


As might be expected in an immature scientific field, 
the treatment methods used in alcoholism are often 
based on personal preference and experience rather 
than replicable test data on procedures. In fact, it 
would probably not be far wrong to say that the field of 
alcoholism treatment is beset by repetitive fads. The 
search for cure-all drugs for alcoholism continues una- 
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bated. This has led to promiscuous use of all types of 
drugs on the basis of little clinical rationale. Some very 
useful drugs have been misused (50). 

The problem of drug misuse is reflected in Via- 
montes' review of 89 drug studies (51). He found that 
94.5% of uncontrolled studies reported positive results 
but only 5.8% of controlled studies showed positive re- 
sults. Similarly, despite the lack of evidence for their 
efficacy, tranquilizers and antidepressants are widely 
used. The fact that an acute alcoholic patient manifests 
anxiety, depression, and cognitive dysfunction does 
not mean that these transient disturbances are basic 
syndromes with specific target symptoms requiring in- 
tensive psychotropic medication (52, 53). 

One of the most sensational fads of the last decade 
was the use of LSD. Despite glowing clinical reports 
on the drug, careful controlled trials failed to show any- 
thing but a placebo effect (54). The antitrichomonad 
drug metronidazole (Flagyl) has also enjoyed clinical 
popularity, but controlled studies failed to demon- 
strate its effectiveness (55). However, Baekeland and 
associates (56) concluded that the drug is still worth in- 
vestigation. 

An effective drug when used correctly is disulfiram 
(Antabuse). Unfortunately, the drug has been dis- 
pensed on a broad-scale basis without regard to the 
motivation or condition of the individual alcoholic 
patient. Such promiscuous use has led to unwarranted 
pessimism about the value of disulfiram. When the al- 
coholic patient is motivated to abstain, has a positive 
relationship with the therapist, and has other positive 
reinforcements for abstinence, disulfiram continues to 
be a useful adjunct to treatment (57, 58). 

Another drug problem is that of mixed depen- 
dencies. Many alcoholic patients are given pre- 
scriptions for barbiturates, stimulants, and anti-anx- 
iety ‘‘minor tranquilizers.” As a result they develop 
mixed dependencies that are difficult to manage during 
acute withdrawal states and may interfere with the es- 
tablishment of a drug-free rehabilitation (59, 60). Simi- 
larly, the combination of narcotic and alcohol addic- 
tion is well known (61). With the advent of methadone 
maintenance programs a substantial number of meth- 
adone and alcohol dependency problems are appear- 
ing (62). 

The psychotherapy of alcoholic patients is an endur- 
ing topic. During the 1950s many psychodynamic stud- 
ies of alcoholic patients appeared. The failure to find a 
specific type of personality unique to the alcoholic 
patient may account for the lack of continued psycho- 
dynamic studies in the past decade. Except for the pop- 
ularized transactional analysis account by Stei- 
ner (63), I have found no careful construction of psy- 
chotherapeutic techniques for alcoholic patients. 
Indeed, despite the widespread use of psychotherapy, 
I know of no book devoted to psychotherapy method- 
ology for alcoholism. Emrick's review of the psycho- 
therapy of alcoholic patients (17) revealed that even 
with nonspecific methods psychotherapy is 30%-60% 
effective with selected populations, and Baekeland 
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and associates (55) reported a 41.6% success rate for 
psychotherapy with a group of patients with relatively 
poor prognoses. Psychotherapy, which has not re- 
ceived much systematic attention, seems to merit 
more development than it has received. 

Group psychotherapy continues to be a popular 
method for treating alcoholism. Cahn (3) and Blum 
and Blum (64) stated that this is the preferred therapeu- 
tic approach. However, as Glasscote and asso- 
ciates (7) observed, there are no empirical data to justi- 
fy this preference. There is empirical evidence, how- 
ever, demonstrating that alcoholic behavior is 
intertwined with family dynamics (65, 66). Whereas 
before 1965 it was assumed that the male alcoholic 
patient's wife was either the cause or the victim of al- 
coholism, the research of this decade has shown that 
neither is the case. Rather, the alcoholic and his or her 
spouse are part of a reciprocal family system; alcohol- 
Ism is a reflection of the function of this family sys- 
tem (67). This finding has given credence to the use of 
family therapy as an approach to alcoholism. How- 
ever, we have only clinical reports (68, 69), not con- 
trolled studies, to support the value of family therapy. 
To extend this approach further, clinical experimenta- 
tion has revealed that it is not only the immediate fam- 
ily but the surrounding social system that provides a 
variety of social reinforcements influencing the course 
of alcoholic behavior. This community social system 
may be available for therapeutic intervention (70—74). 

Perhaps the most important treatment development 
of this decade has been behavioral methods. Although 
classic aversive conditioning has not been used to treat 
alcoholism for over 50 years, newer methods of tech- 
nical aversion or desensitization began to appear just 
before 1965 (75). What is critical to the past decade 
is the introduction of behavioral analysis techniques, 
the use of a wide range of "natural" environmental 
stimuli and response agents, and the incorporation of 
cognitive elements of subject participation in the 
operant change of behavior. This work has expanded 
so rapidly that the experimental and clinical literature 
must now be encompassed by major reviews (76—79). 
The move in the new behavior therapies is toward indi- 
vidualized behavioral analyses and specific operant 
repertoires (80) rather than indiscriminate conditioning 
programs. As Hedberg and Campbell have shown (81), 
the older mechanical techniques are much less effective 
than cognitive programs in which the alcoholic patient 
participates in his or her own behavioral analysis and 
prescription. Although the methodology is relatively 
elegant compared with most psychotherapy, there have 
been few long-term controlled follow-up studies of this 
treatment approach. 

Finally, a word must be said about AA as a treat- 
ment method. It has been difficult to obtain adequate 
research data on AA. Trice and Roman (28) showed 
that AA members differ from psychotherapy patients 
with alcoholism. On the basis of scanty reports Baeke- 
land and associates (56) estimated that AA had a 
34.6% improvement rate, which is not nearly so high 
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as many popular statements estimate. It would appear 
that the few scientific reports published in the past dec- 
ade point to the conclusion that AA is an effective and 
useful method for some but that it, too, is applicable 
only to certain types of alcoholic patients. What is 
needed is a more precise definition of what types of al- 
coholic patients are likely to respond positively to AA. 


CHANGES IN DELIVERY SYSTEMS 


A great deal of attention has been given to mental 
health delivery systems in the community mental 
health movement, but comparatively little deliberate 
attention has been given to alcobolism delivery sys- 
tems constructed for the entire community. In 1967 
Blum and Blum (64) described the basic components 
for the linking of public and private resources to meet 
community needs for services to all types of alcoholic 
patients. In 1968 Cross (82) advanced the same com- 
prehensive community planning model from a public 
health standpoint. In 1974 I described a clinical model 
for comprehensive community delivery systems (25). 
However, the construction of systems models and pro- 
cedures for alcoholism is still a nascent endeavor at 
this time (83). 

Some system elements have been developed over 
the past decade. General hospital alcoholism units 
have been accepted as functional. In 1973 the Ameri- 
can Hospital Association launched an audiovisual self- 
development training program for general hospi- 
tals (84). This program is being implemented through- 
out the country, but data on the new units are not yet 
available. Another delivery element is the halfway 
house movement, which has become institutionalized 
(the Association for Halfway House Alcoholism Pro- 
grams of North America). Not only traditional halfway 
houses but one-quarter and three-quarter houses re- 
flect the need for facilities that provide gradual social 
reentry and progressive rehabilitation (85-87). Al- 
though most reports are programmatic, there is at least 
one published evaluation of the effectiveness of differ- 
ent types of halfway houses (88). 

The alcoholism information and referral centers 
(AIRC) that have been organized in most major cities 
during the past decade comprise another element of 
service delivery. Despite the ubiquity and popularity 
of AIRC, I know of only one scientific study of the cen- 
ters (89); this study reported only modest performance 
effectiveness. Finally, important changes are begin- 
ning to appear in detoxification services. In Canada 
and Europe there have long been drying-out and triage 
centers that did not entail expensive medical facilities. 
The viability of such alternatives to expensive in- 
patient detoxification has been recognized in the 
United States (90). However, many programs have 
just begun to experiment with outpatient ambulatory 
detoxification programs. The follow-up evaluation of 
Feldman and associates (90) provided empirical data 
on the feasibility of this outpatient service system. 


CHANGES IN TREATMENT EVALUATION 


Before 1965 evaluation studies of alcoholism treat- 
ment might best be said to have been primitive in meth- 
odological design. In 1966 Gerard and Saenger (91) 
published a landmark evaluation of outpatient treat- 
ment clinics. Subsequently more attention bas been 
given to experimental design. For example, Miller and 
associates (92) outlined 10 factors that lead to drop- 
outs from a study and thereby bias program evalua- 
tion. Costello (93) used factor-analytic procedures to 
tease apart critical variables that discriminate between 
successful and unsuccessful treatment programs, and 
Larkin (24) proposed a model for building evaluation 
into treatment planning and program design. Although 
the assessment of alcoholism treatment is complex, 
there has been a remarkable improvement in the so- 
phistication of design. In their superb methodological 
review Baekeland and associates (56) set forth a sum- 
mary and critique that should set a standard for sub- 
sequent evaluation studies. 


COMMENT 


Over the past 10 years the treatment of alcoholism 
has changed from an idiosyncratic process to one that 
involves some degree of measured scientific proce- 
dure. The different treatment needs of different types 
of alcoholic patients have been clarified. The scientific 
evaluation of treatment has improved substantially. 
However, most treatment is still provided on a clinical 
ad hoc basis; there is a large gap between the scientific 
data base and everyday clinical practice. Treatment de- 
livery systems are still underdeveloped. The negativis- 
tic attitude of professionals remains a major obstacle 
to effective treatment, and an effective working collab- 
oration between professionals and paraprofessionals ts 
a new challenge to the field of treatment. In sum, the 
treatment of alcoholic patients is probably more suc- 
cessful than skeptics believe, but we have yet to reap 
the benefits of comprehensive and carefully con- 
structed treatment regimens. 
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Moral Therapy and the Problem of Morale 


BY LLOYD SEDERER, M.D. 


The author reviews the history of moral therapy and 
the lessons and warnings it holds for modern 
psychiatry. Custodial management replaced moral 
therapy in this country in the late 1800s because of 
inadequate manpower and fiscal resources, a lack of 
charismatic leaders, the increasing lack of control 
over admissions and discharge, and other factors. 
One ''solution" to the unacceptable conditions of 
custodial care was an increased faith in science and 
technology; humanistic medical science became 
scientism, and patients suffered. Morale is essential to 
the provision of moral therapy, and the increasing 
emphasis on somatic therapies has strained the union 
of morale and moral treatment. The author believes 
that the profession can reaffirm its identity and 
distinguish itself through the appropriate provision of 
humane, psychosocial care—the essence of moral 
therapy. 


The human heart has a hidden want which science 
cannot supply. 


—SIR WILLIAM OSLER 


HUMANISTIC PSYCHIATRIC treatment flourished in the 
little more than a half century following the French 
and American Revolutions. The asylum was born in 
this country as it was being revolutionized in Britain 
and in Europe. ‘‘Moral therapy” became the shibbo- 
leth and the prevailing ethic of psychiatric theory and 
practice. This humanistic spirit was then eclipsed by 
the exigencies of the times and by a growing scientism 
(a belief in science that is related more to faith than em- 
pirical proof) that ushered in a bleak era of custodial- 
ism and pitiful neglect that still finds some expression 
amidst the contemporary renascence of moral treat- 
ment. 

The age of the asylum is very much with us today: 
current movements away from the asylum (or institu- 
tion, or state hospital) are illusory. The New York 
State Mental Hygiene budget is $1 billion; California 
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has tried but been unable to close its state facilities; 
welfare and mental health-mental retardation systems 
proliferate. The community mental health center is an 
asylum without walls. 

In this paper, I will review the era of moral therapy 
in order to clarify its historical lessons and warnings 
and to provide a reminder of the power of human inter- 
vention. I will then explore the relationship between 
moral efforts and morale. 


THE RISE OF THE 'MORAL EMPIRE” 
Zilboorg (1) remarked that before the late 1700s, 


mental diseases were differentiated and classified in ac- 
cordance with their external manifestations, but they were 
all ascribed to the faulty functioning of body juices, partic- 
ularly in the blood and the brain, or of the fluid that was 
supposed to flow through the nerves. (1, p. 275) 


As a consequence, treatment was a ''mixture of psy- 
chophysiological studiousness and studied cruelty'' 
(1, p. 287). The therapeutic arsenal was a trinity of 
emetics, purgatives, and bloodletting. 

Johann Weyer (1515—1588) was the first physician to 
turn his full attention to the problems of the mentally 
ill, foreshadowing the development of psychiatry and 
laying the foundations for his successors, the two most 
important of whom were Phillipe Pinel in France and 
William Tuke in Britain. 

Pinel's legend is well known. To Pinel and his 
French contemporaries of the late eighteenth and early 
nineteenth century, '*moral therapy” referred to psy- 
chological treatment. These humanists favored the 
view that ‘‘moral’’ causes (psychological stresses) 
were the etiologic agents in madness and that efforts to 
correct these causes required moral treatment, '*which 
meant that the patient was made comfortable, his inter- 
est aroused, his friendship invited, and discussion of 
his troubles encouraged. His time was managed and 
filled with purposeful activity’ (2, p. 172). ''Moral" 
was synonymous with ''psychological." In Germany 
this was termed psychologische Hilfsmittel, or ““psy- 
chological means of help.’’ Our contemporary equiva- 
lent would be psychotherapy in its generic sense. The 
essence of moral treatment is the converse of 
Rousseau's caustic remark, ‘‘Bring me medicine but 
not the doctor.” 

Tuke, a Quaker, founded the York retreat, which 
was to serve as a model for many other asylums, in- 
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cluding the Hartford Retreat (now the Institute of Liv- 
ing) and the Friends Asylum in Philadelphia. His aim 
was to place the insane individual ‘‘within a moral ele- 
ment where he will be in debate with himself and his 
surroundings” (3, p. 245), where work and esteem 
would provide the necessary anodynes for the accumu- 
lated madness of misery and despair. 

The unique contribution of these men was their abili- 
ty to look beyond the prescriptions of their day and, in 
the case of Pinel, beyond the constraints of his medical 
and scientific training. As he put it, ''forgetting the 
empty honors of my titular distinction as a physician, I 
viewed the scene that was opened to me with the eyes 
of common sense and unprejudiced observation'' (4). I 
shall presently examine some of the modern-day moral 
therapy problems that our sciences have created. Suf- 
fice it to say for now that we often obscure moral or 
psychological problems in the business of searching 
for and answering to the presumed physical and physi- 
ochemical needs of our patient populations. 

The efforts of Tuke and Pinel, as well as those of 
Chiarugi, Reil, and Rush (humanistic reformers in 
Italy, Germany, and the United States, respectively), 
made remarkable inroads toward ''treating madness in 
its arrogance rather than in its aberration” (3, p. 264) 
and making it responsive to reason and responsibility. 
Madness, through moral therapy, would be stripped of 
its privilege and autonomy by the triumph of humanita- 
rian efforts. It was a grand dream and an admirable 
one; it was the offspring of Enlightenment enthusiasm 
and, not surprisingly, it worked. 

In 1817 the Friends’ Asylum in Philadelphia became 
the first hospital established expressly for the purpose 
of offering moral therapy. The McLean and Blooming- 
dale hospitals and the Hartford Retreat followed in 
short order. The asylums mushroomed as postcolonial 
Jacksonian America displayed its faith in the healing 
powers of the ‘‘well-ordered asylum” (5, chapter 9). 

Anecdotal reports of the growth and credibility of 
moral treatment asylums by Pinel (4), Zilboorg (1, es- 
pecially chapter 10), Dickens (6), and Mann (7) offer 
further evidence of the enthusiasm of the era as well as 
the apparent efficacy of psychosocial intervention. 

Stimulated by the prevailing skepticism about moral 
treatment in the late 1800s (which remains extant 
today), Dr. John Park, Superintendent of the Worces- 
ter State Hospital, compiled a 50-year retrospective 
study analyzing patients discharged during the years 
1832-1882 (2, pp. 292-299). Park demonstrated that 
half of these patients never evidenced signs or symp- 
toms of relapse. Of the patients admitted from 1833 to 
1852 whose mental illness was of less than one year's 
duration, 66% recovered and 5% improved. Over the 
entire 50-year period, less than 20% of the patients be- 
came an enduring burden to the state. These are in- 
deed impressive statistics. 

Near the end of the nineteenth century, the moral 
asylums declined (for reasons I will trace in the next 
section), and humane psychological care was replaced 
by custodial management. In this atmosphere, not sur- 
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prisingly, Park's report suffered almost total anonymi- 
ty. What the custodians and descriptive psychiatrists 
could not tolerate was evidence of an effective treat- 
ment that they could no longer provide. In fact, Pliny 
Earle, Superintendent of the Northampton State Hos- 
pital in 1887 and heir to an institution that had already 
collapsed into custodialism, published Curability of In- 
sanity (8) in what must have been an effort to 
propound the myth of incurability and thereby excuse 
and justify the absence of moral programs within and 
without his hospital. As the British journalist Philip 
Knightley has commented, truth is always the first cas- 
ualty (9). 

The power of psychological or moral intervention 
should be obvious, even without reference to nine- 
teenth century humanistic efforts. However, in our fas- 
cination with scientific advances, we forget. The in- 
sidious fatigue that is inevitably engendered by our at- 
tempts to improve the human condition leads us all too 
often to embrace nonpsychological means of treatment 
because of the labor and anguish we imagine they will 
spare us. The lessons of history and of everyday expe- 
rience tell us, however, that there are no real shortcuts 
or substitutes for the time, interest, wisdom, and re- 
spect we can offer other people. 


THE FALL OF THE MORAL EMPIRE 


The breakdown of humane psychosocial treatment 
can be traced to a number of problems that are as per- 
tinent and timely today as they were more than 100 
years ago. In this section I will outline these in- 
gredients for failure and their contemporary equiva- 
lents. 


Overcrowding 


By the 1850s, overcrowding and inadequate facili- 
ties led to desperate measures to maintain order: se- 
vere punishments and the use of mechanical restraints 
common in the days before Pinel again found use. 
Bulging populations turned what had previously been 
adequate staffs, with time and interest to pursue moral 
objectives, into prison guards. Staff members began to 
be hired chiefly on the basis of their capacity to in- 
timidate and maintain control. Space for necessary hu- 
man activity and recreation was consigned to ac- 
commodate the rapidly growing patient census. 
Patients became herds, individual attention was impos- 
sible, and classification broke down, resulting in indis- 
criminate mixing of patient groups and ending what- 
ever rudimentary triage might have been possible. 

Dorothea Dix, retired schoolteacher and psychiatric 
reformer of the post-Civil War days, waged a spirited 
war against the sad plight of the mentally ill, but her 
noble labors created more misery than they remedied. 
Her campaigns inundated treatment facilities with 
patients and forced hospitals to be obsessively con- 
cerned with rules, regulations, and restraint. In this at- 
mosphere, management obliterated moral therapy. 


Contemporary institutional psychiatry also struggles 
with inadequate resources that can compel the exces- 
sive use of chemical and other somatic therapies. Al- 
though organic approaches have established their effi- 
cacy, they cannot be relied upon as panaceas, nor can 
we expect chemicals to replace the chemistry of hu- 
man contact. When psychiatric facilities, both in- 
patient and outpatient, are overwhelmed, short- 
handed, or must operate beyond the level of their ex- 
pertise, they may focus on neurophysiology and 
dispense medication instead of morality in a humane 
effort to do something. 

This type of solution to the pressures of practice has 
the aura of science, and some people think that it gives 
psychiatry some distinction and regard, especially 
within the medical community. However, this is no so- 
lution to the difficult relationship between psychiatry 
and the rest of medicine. In addition, its uni- 
dimensionality threatens to short-change patients, 
most of whom do not have the personality or the posi- 
tion to protest. 


Gatekeeping 


The nineteenth-century asylums that tried to retain 
their efforts to cure rather than submitting to the empti- 
ness of custodial care discovered that control over ad- 
mission and discharge (gatekeeping) was fundamental. 
Without such control, the institution became the pro- 
verbial dump. ‘‘Just as state-supported institutions 
boasted of keeping the paupers clean, so too private 
ones found satisfaction in making the rich comfort- 
able. Custody, not cure, preoccupied them both” (5, 
p. 280). The Pennsylvania Hospital, under Superinten- 
dent Thomas Kirkbride, managed to escape the dete- 
rioration into custodialism by retaining authority over 
admission and discharge policy. Not surprisingly, this 
facility was independent of state aid. 

Today, communities, families, and fellow profes- 
sionals persistently vie for gatekeeping power. Their 
arguments for the consideration of the collective are of- 
ten compelling, and systems theory no longer allows 
us to envision any individual as being free of his inter- 
personal environment. Delicate decisions that balance 
individual and societal needs and seriously affect the 
lives of our patients are part of our daily work. We 
must deal with the usurpation of the control of this de- 
cision making by extramural groups. What Kirkbride 
accomplished and what we can try to maintain (or ob- 
tain) is the actual decision-making power; if it is not 
ours we become, as did the overrun asylums, the hand- 
maidens of others, and we serve not our patients but 
rather their social wardens. 


Leadership 


Moral therapy, like any movement, depended on the 
presence of inspired, charismatic leaders. Tuke's fam- 
ily carried on his tradition in England, and Esquirol, a 
student of Pinel, helped to sustain psychological think- 
ing in France. In the United States by the time of the 
Civil War the forces of humanitarianism had met with 
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the same fates as their original American advocates, 
namely, retirement and death. The movement was not 
embodied by adequate numbers of second generation 
psychiatrists; moral therapy suffered an acute loss of 
therapists and perished with its proponents. 

Now, as then, moral efforts require the presence of 
vocal leaders. Candidates for executive positions in 
the American Psychiatric Association bemoan the pro- 
fession's lack of leadership. Departments of psychia- 
try and psychiatric treatment units are often depen- 
dent for their success and even survival on effective 
leadership. The supply of leaders in general and moral 
treatment crusaders in particular may be regenerating 
but is still insufficient. Psychiatric residency programs 
are the spawning grounds for the men and women who 
can author a sustained professional remoralization. 
The study of history, philosophy, and ethics—the well- 
springs of moral therapy—would be a welcome addi- 
tion to the core curricula of psychiatric training pro- 


grams. 
Economic Considerations 


Factors outside the asylum also conspired to defeat 
the progress of moral therapy in the nineteenth cen- 
tury. An inflationary economy made the cost of decent 
institutional management and expansion prohibitive. 
The spoils system corroded the quality of staff and con- 
sequently the quality of care. The Civil War served as 
a perverse paradigm for violating biblical, moral man- 
dates of how to treat one’s brother. The rapid influx of 
poverty-stricken immigrants into America and into 
hospitals created the problem of ''foreign insane pau- 
perism'' (5, pp. 283—294; 2, p. 179), and racial and eco- 
nomic biases replaced humane attention. 

This triad of increasing costs and decreasing capital, 
domestic division, and racial and socioeconomic prej- 
udice still looms on the psychiatric horizon and re- 
minds us of history's tendency to repeat itself. Al- 
though the effects of such factors are enormous and 
must be recognized, the solutions are political and eco- 
nomic and are not the province of this paper. 


SCIENCE AND HUMANISM 


When the moral efforts of the last century failed, for 
the largely nonmedical reasons I have described, many 
nineteenth-century physicians maintained that the in- 
adequacy of medical knowledge was the cause. Medi- 
cine has always displayed an eagerness to appropriate 
many of mankind's vast panoply of problems, espe- 
cially if they can be transliterated into medical nomen- 
clature. When therapeutic success eluded such practi- 
tioners they simply redoubled their efforts. This phe- 
nomenon has been labeled ‘‘creeping medical 
imperialism"' (10). 

In contemporary practice, we hear that advances in 
neuroanatomic, neurophysiologic, neurochemical, and 
genetic knowledge will ultimately relieve civilization 
of its ancient litany of troubles. Our zealous faith in sci- 
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ence and technology, often called scientism, remains 
alive and well. Its power and its promise have helped 
to drive metaphysics and morality into relative obscuri- 
ty. 

Science does not diminish humanism; in fact, they 
complement one another. When science intoxicates 
us, when we imbue it with religious and grand qualities 
(when it becomes scientism), it threatens to become a 
governing ethic that cannot comfortably tolerate other 
systems of understanding and conduct. As science be- 
comes scientism, its relation to humanism is trans- 
formed from complementarity to contrariness. 

One last consideration requires mention. Modern ef- 
forts at a renascence of moral treatment often meet the 
immense resistances of established methods and con- 
cretized programs. The ideology of the postmoral cus- 
todial era has been built into institutions that manifest 
a profound inertia as a consequence of ideas having be- 
come, as W.F. Knoff has said, ''solidified in bricks and 
mortar.” In the absence of a psychiatric Samson we 
continue to laboriously dismantle these ideological and 
actual edifices, a task that requires patience and profes- 
sional strength and commitment. 


MORAL THERAPY AND THE PROBLEM OF 
MORALE 


Much of this history may be familiar; it is certainly 
available to the interested and careful reader. In re- 
viewing the literature, one finds that reflections on the 
relationship between moral therapy and professional 
morale are absent or only casually considered. Moral 
treatment demands high levels of energy and effort; 
thus, moral therapy is not possible without high mo- 
rale. 

Perhaps this seems obvious, but as William James 
has taught us, knowing is of two types—familiarity 
or acquaintance and true knowledge. The former 
seems to be what has characterized our understanding 
of the relationship 5etween morale and moral therapy; 
a more systematic examination is lacking. 

I will not continue to beat the dead horse of the medi- 
cal versus the nonmedical model of psychiatric prac- 
tice. Linear models of understanding belong to the 
nineteenth century; they have been replaced by sys- 
tems theory. The province of psychiatry is so vast that 
multiple theoretical paradigms are necessary for under- 
standing and investigation. My interest is restricted to 
the narrow but critical region wherein an effective tech- 
nique, moral therapy, is abandoned or substituted for 
by other methods, with the result that the patient is 
shortchanged and the quality and integrity of our pro- 
fessional behavior are compromised. 

What is morale? In Webster's Third New Inter- 
national Dictionary , it is defined as 


a confident, resolute, willing, often self-sacrificing and 


courageous attitude of an individual to the functions or 
tasks demanded or expected of him by a group of which he 
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is a part that is based upon such factors as pride in the 
achievements and aims of the group, faith in its leadership 
and ultimate success, a sense of fruitful personal participa- 
tion in its work, and a devotion and loyalty to the other 
members of the group. 


Such an attitude is inextricably bound to the provi- 
sion of moral treatment. In this section I will examine 
the factors that enable and disable a successful and fer- 
tile marriage between moral therapy and morale. 

The provision of psychosocial treatment requires 
the clinician to do more than elicit a psychiatric histo- 
ry. Although the history points the way toward diag- 
nosis and organic therapy, it is usually inadequate for 
psychotherapy in the generic sense—our modern 
equivalent of moral therapy. What is necessary is an 
intimate knowing of the life of another person as well 
as the personal qualities fundamental to obtaining that 
knowledge, namely, accurate empathy, genuineness, 
and nonpossessive warmth (11—13). These qualities re- 
late not only to the information one will be able to gath- 
er but also to the therapeutic movement that will oc- 
cur. The humane movement fosters these qualities and 
forces us to draw upon our own powerful personal re- 
sources, when appropriate, rather than relegating 
them to a backseat in the "therapeutic armamenta- 


55 


rum. 


When these skills and personal characteristics are 
lacking or rudimentary, the psychiatrist is compelled 
to rely on medicine, for moral treatment is not avail- 
able as an alternative or complementary therapeutic 
modality. This is probably most apparent in interns 
and junior residents, who often maintain a fierce at- 
tachment to the ‘‘doctor role.’’ The trainee, thrown al- 
most unprepared into the complex tangle of human af- 
fairs and already programmed from medical school, 
will don his medical identity in an effort to ease his 
own anxiety as well as that of the patient. If the trainee 
is singularly or overwhelmingly exposed to this model 
of intervention, he will be unlikely to add other dimen- 
sions, thereby creating generation after generation of 
psychiatrists who eschew moral therapy or, if they at- 
tempt it, lack the confidence and resolution this ap- 
proach requires. 

The increasing emphasis and dependence on somat- 
ic therapies strains the union of morale and moral treat- 
ment because it compromises the time and encourage- 
ment necessary to develop one's capacities as a psy- 
chotherapist. The product is a professional who 
cannot fully use moral methods because they are both 
alien and anxiety ridden. This problem is complicated 
by hospital utilization review committees who, 
trapped in the middle, must pass on the mandates of 
economics to senior clinicians and residents, inspiring 
them to employ the expedient and the inexpensive, too 
often at the expense of necessary psychosocial inter- 
vention. It is extremely difficult to stand up to the de- 
mands of third-party payers unless one is comfortable 
with and committed to the role of a moral therapist, 
i.e., unless one enjoys high morale. 


The qualities and capabilities of the psychiatrist are 
not enough in themselves. A belief in what one is 
doing supported by the cultural zeitgeist as well as 
the individual patient's belief system are also instru- 
mental in effecting change; these are the ingredients 
for what Levi-Strauss has called the shamanistic com- 
plex. Moral therapy has been demoralized. It has been 
enervated and devitalized by the potent, albeit largely 
unsatisfied, promises of other therapeutic modalities 
(inspired by scientism). We have lost confidence in our 
own capacities in our surrender to a love affair with 
technology. Our belief in science as our most impor- 
tant product, in technology as an ideology, has eroded 
our belief in ourselves and, consequently, our faith in 
humanitarian efforts and our ability to provide moral 
therapy. 

A professional and cultural commitment to psycho- 
social treatment can only be implemented when there 
are adequate fiscal and physical resources. The admin- 
istration of psychopharmacological agents and ECT on 
inpatient units is possible under the barest of moral 
and economic conditions; psychosocial efforts are not. 
The pitiful asylum that characterized the decline of the 
nineteenth-century moral empire bears witness to the 
possibility of ‘‘treating’’ psychiatric patients with a 
minimum of staff, space, and stimulation. Today we 
see litigation challenging the horrors of the contempo- 
rary equivalents of these custodial institutions. 

Dorothea Dix, in her errant do-goodism, unwittingly 
proved that what was moral therapy for 100 patients 
became incarceration, neglect, and amoral treatment 
for 1,000. This dilution phenomenon is important to 
recognize as we try, like our nineteenth-century prede- 
cessors, to provide services to meet increasing con- 
sumer demands. There is a point of diminishing re- 
turns that each individual clinician and service organi- 
zation must be able to identify and not exceed. Our 
efforts to bring mental health to all must be measured 
' against the risk of generating clients faster than we can 
accommodate them and thus offering less than we 
could otherwise provide. 

Even under relatively favorable conditions, the rig- 
ors of practice and our own humanity conspire to side- 
track moral efforts. When we are tired or frustrated, 
when we have little time or interest, or when a patient 
has kindled our antipathy or apathy, it is easy to reach 
for the prescription pad: The danger—and the allure— 
of the somatic methods is that they promise to reduce 
the personal contact and the effort that might other- 
wise be mobilized in order to improve someone's lot 
in life. 

Within a psychiatric service organization, morale 
and moral therapy can be examined at the levels of the 
professional leaders, the paraprofessional staff, and 
the patient population. An often overlooked or unmen- 
tioned responsibility of the team psychiatrist is the 
maintenance of morale. When leadership is bland and 
senior staff are uninspired and uninspiring, the whole 
ward atmosphere suffers. The team psychiatrist has 
the capacity to mobilize staff and patients and to en- 
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courage creative and energetic problem solving. He or 
she serves as a critical model and should be aware of 
the power and responsibility of such a potentially pro- 
ductive and rewarding role. 

In the nineteenth century the hospital attendants car- 
ried the moral efforts directly to the patients. These at- 
tendants were inspired by and in turn inspired the med- 
ical officers of the asylums. Today there are a variety 
of mental health paraprofessionals affiliated with the 
workings of inpatient units and outpatient settings. In 
the same reciprocal way that existed in the early 
1800s, trainees and psychiatrists can employ fellow 
staff in the provision of moral therapy. All too often, 
trainees (and practicing psychiatrists) resort to their 
medical identity and its organic directives rather than 
to paraprofessional and professional staff as a mutual 
source of energy, education, and support in the always 
difficult tasks of psychiatric treatment. In disregarding 
these resources we limit the effort that can be made for 
any patient as well as risking staff divisiveness and the 
apathy that results from neglect. Furthermore, what 
we are not able to give paraprofessionals in money 
(and their wages have not improved measurably since 
the days of Pinel) we can give them in responsibility, 
supervision, and the rewards of honest and effective 
humane effort. 

Staff and patient morale are fostered by administra- 
tive arrangements that whenever possible permit each 
to chose with whom they would like to work. As I 
have noted elsewhere (14), methods of assigning thera- 
pists that do not allow active patient participation are 
antithetical to the fundamental tenets of psychothera- 
py. This approach is an arbitrary and demoralizing con- 
straint on the patient's ability to choose freely, a goal 
of all schools of psychotherapy. Naturally, the same 
principle applies to staff choice. Moral therapy re- 
quires morale, and we can maximize morale by taking 
advantage of the spontaneous, nonneurotic interest 
patients and staff take in one another. 

The morale of patients reflects that of the staff. It 
has been said that all therapies work initially because 
of the enthusiasm of their proponents. Those therapies 
which continue to work in the psychosocial arena rely 
on high staff morale because of the personal dimension 
of all psychiatric interventions. 

Patient morale is also influenced by the degree to 
which organic methods are employed. Somatic meth- 
ods can restore patient morale by their clinical effi- 
cacy, but they can also undermine morale by implicitly 
relieving patients of responsibility for their improve- 
ment and' for past and future conduct. To sustain indi- 
vidual oralé in our patients we must assist them in 
navigating a course between the Scylla of irresponsibil- 
ity and helplessness and the Charybdis of excessive 
self-blame! and self-reliance. 

Finally; on amore global level, the harsh criticism 
institutional psychiatry has received over many years 
has acted to erode our professional morale. Institution- 
al facilities : have, at times, been characterized as puni- 
tive, coercive systems whose ax falls deftly on the 
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weak, the poor, and the old. By contrast, private or 
fee-for-service psychiatry, like a royal guard. escorts a 
noble patient to his throne of mental health. These cari- 
catures are dangerous parodies of actual practice; they 
denigrate and demoralize the sincere efforts of many 
institutional workers. We should be aware that this 
vision could become a reality as the more capable 
and humanitarian psychiatrists and their attendant re- 
sources align against the institutions, leaving them be- 
reft of any semblance of quality, competence, humani- 
ty, and hope. 


CONCLUSIONS 


It has been said that psychiatry has identity prob- 
lems. Identity has been defined as ''the experience of 
the self as a unique coherent entity which is contin- 
uous and remains the same despite inner psychic and 
outside environmental changes” (15). Our profession- 
al origins and identity are rooted in traditional medi- 
cine (somaticism) and in the Enlightenment phenome- 
non known as moral therapy. The uniqueness, not the 
stigma, of the medical specialty of psychiatry is its ca- 
pacity for moral therapy. Through moral therapy, we 
can distinguish ourselves, and through continued psy- 
chosocial efforts, we can sustain our professional iden- 
tity. 


272 Am J Psychiatry 134:3, March 1977 


REFERENCES 


. Zilboorg G: A History of Medical Psychology. New York, WW 


Norton & Co, 1941 


. Bockoven JS: Moral treatment in American psychiatry. J Nerv 


Ment Dis 124:167-194, 292-321, 1956 


. Foucault M: Madness and Civilization. New York, Vintage 


Books, 1973 


. Pinel P: A Treatise on Insanity. Translated by Davis DD. Lon- 


don, Cadell and Davies, 1806. 


. Rothman DJ: The Discovery of the Asylum. Boston, Little 


Brown & Co, 1971 


. Dickens C: American Notes. Leipzig, Bernard Tauchnitz, 1842 
. Worcester State Hospital: Annual Report, I. Worcester, Mass, 


1833 


. Earl P: Curability of Insanity. Philadelphia, JB Lippincott Co, 


1887 


. Knightley P: The First Casualty. New York, Harcourt Brace 


Jovanovich, 1975 


. Kass LR: Regarding the end of medicine and the pursuit of 


health. The Public Interest, Summer, 1975, pp 11—42 


. Rogers CR: The necessary and sufficient conditions of therapeu- 


tic personality change. J Consult Psychol 21:95-103, 1957 


. Betz BJ: Experiences in research in psychotherapy with schizo- 


phrenic patients, in Research in Psychotherapy. Edited by 
Strupp H, Luborsky L. Washington, DC, American Psychologi- 
cal Association, 1962, pp 41-60 


. Truax CB, Carkhuff RR: Toward Effective Counselling and Psy- 


chotherapy: Training and Practice. Chicago, Aldine Publishing 
Co, 1962 


. Sederer L: Psychotherapy patient transfer: secondband Rosc. 


Am J Psychiatry 132:1057—1061, 1975 


. Moore RE, Fine BD: A Glossary of Psychoanalytic Terms and 


Concepts. New York, American Psychoanalytic Association, 
1968, p 50 


TOPICAL PAPERS: Some Current Legal Issues 


Recent Mental Health Litigation: A Critical Perspective 


BY ALAN A. STONE, M.D. 


The author considers the effect of recent mental health 
litigation involving involuntary confinement, the right 
to refuse treatment, the least restrictive alternative, 
and the right to treatment on the role of the 
psychiatrist and the provision of mental health care. 
His thesis is that the implicit analogies between 
psychiatrists and agents of the criminal justice system 
and between patients and criminal defendants are 
misleading and that the recent changes in the law 
based on these analogies adversely affect the 
provision of mental health care. 


IN THIS PAPER I will discuss recent mental health litiga- 
tion and legislation that have and will affect the role of 
the psychiatrist and the provision of mental health 
care. An earlier paper from a similar perspective em- 
phasized the impact of so-called right to treatment liti- 
gation (1). Here I shall consider involuntary con- 
finement, the right to refuse treatment, the least re- 
strictive alternative, and recent developments in the 
right to treatment. 

In an effort to protect the rights of the mentally dis- 
abled a series of legal constraints have been levied on 
the psychiatrist. Many of these constraints, in my 
view, are based on the assumption that psychiatrists, 
like policemen, prosecutors, and correction officers, 
can and must be restrained because of the potential for 
abuse of their authority. Legal restraint is produced by 
imposing various due process safeguards on all psychi- 
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atric decision making that the court decides impinges 
on the constitutional nghts of the pattent. 

It is the thesis of this paper that the implicit analo- 
gies between psychiatrists and agents of the criminal 
justice system and between patients and criminal de- 
fendants are false and that, therefore, many of the so- 
called reforms that are premised on these analogies are 
misconceived and have adversely affected the provi- 
sion of mental health care. 


CRIMINAL AND CIVIL SYSTEMS 


Until 10 years ago there were two separate and dis- 
crete systems by which citizens could be deprived of 
their liberty under legal authority: the criminal justice 
system, which operated with specific statutes, consti- 
tutionally mandated procedural safeguards, and an evi- 
dentiary standard of proof beyond a reasonable doubt; 
and the civil commitment system, which operated 
without precise statutory definitions, procedural safe- 
guards, or clarity as to what the evidentiary standard 
of proof was or should be. 

The criminal justice system, despite all of its appar- 
ent constitutional due process safeguards, was repeated- 
ly subjected to further constitutional constraints by the 
Supreme Court while Earl Warren was Chief Justice. 
The civil commitment system, in contrast, was ignored 
by the Warren Court; indeed, until O’Connor v. Don- 
aldson in 1975 (2) the Supreme Court had never dealt 
with a typical case of civil commitment of the mentally 


Thus the two systems of criminal justice and civil 
commitment were at opposite ends of the legal spec- 
trum as far as appellate review, involvement of at- 
torneys, and due process were concerned. The thrust 
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of legal reform over the past decade has been to nar- 
row that legal spectrum; that is, to impose the proce- 
dural model of criminal law on the civil commitment 
system. 

When one is considering the procedural model of 
criminal law, it is necessary to reiterate a conceptual 
distinction that is crucial to my thesis. There are two 
functional perspectives from which one can evaluate 
the courts of the criminal justice system. The first is as 
a moral forum for determining guilt or innocence that 
respects the constitutional rights of citizens. The sec- 
ond is as the most powerful decision-making body in a 
huge bureaucracy consisting of law enforcement, the 
courts, and the system of corrections—a bureaucracy 
to which the state assigns responsibility for controlling 
crime. Examined from this second perspective, the 
failure of the criminal justice system is all too obvious; 
indeed, there are many who believe that, judged by its 
effect on crime, the criminal justice svstem 1s counter- 
productive. 

If we limit our consideration to effectiveness, we 
have no reason to hope that imposing the procedures 
of one failing system on another will be beneficial. 

Something might be said about the courts of the 
criminal justice system as a moral forum. In 1972 it 
was reported that ''ninety-four thousand felony arrests 
in New York City last year resulted in only 550 trials. 
The other cases were dismissed or reduced to misde- 
meanors in return for a guilty plea’ (3). Obviously, if 
every felon had access to the moral forum of the 
courts, New York City would truly be bankrupt and 
many of its citizens would spend their productive 
years in the jury rooms of the criminal courts. 

In sum, the criminal justice system does not effec- 
tively control crime, and, despite its due process safe- 
guards, it does not provide an inspiring moral forum 
for the determination of guilt or innocence. Obviously 
there are other criteria by which one might examine 
the criminal justice system, criteria that might create a 
more favorable impression, e.g., the value of procedur- 
al safeguards in preventing political abuse of the crimi- 
nal justice system. Of course, if one assumes that 
every crime Is a political act and that all mental illness 
is an expression.of political dissidence, due process 
safeguards seem crucial because every legal decision 
becomes political. The radical social science of the 
1960s made just that assumption, and that has been the 
"radical premise” of much of the mental health litiga- 
tion of the past decade. 

I am not prepared to deny the political dimension of 
some crimes and some behaviors that are labeled mani- 
festations of mental illness. However, I am convinced 
that a legal system that adopts the radical premise and 
erects due process safeguards in line with that premise 
will collapse of its own weight or function in the same 
distorted and ccunterproductive fashion as does the 
criminal justice system. My specific intention is to un- 
derscore the flaws and emphasize the costs of whole- 
sale application of the procedures of the criminal jus- 
tice system to the civil commitment system. 
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PROCEDURAL CONSTRAINTS ON CIVIL 
COMMITMENT 


A few courts and legislatures have imposed almost 
all of the due process safeguards of criminal law on civ- 
il commitment. Most lawgivers have hedged and com- 
promised, but there is unanimity in asserting that some 
due process is necessary when the ‘‘alleged patient's" 
liberty is at stake. It is beyond the purposes of this pa- 
per to explore every aspect of due process, e.g., no- 
tice, hearing, presence at the hearing, right to appoint- 
ed counsel, right to trial by jury, standard of proof, 
privilege against self-incrimination, and the right to re- 
main silent (4). Instead, I will consider three represen- 
tative kinds of legal safeguards that present important 
implications for the role of the psychiatrist. 

First there is the insistence that, as with the criminal 
defendant, the definition of conduct that leads to loss 
of freedom for the alleged patient must be specifically 
delineated. This leads to the rejection of supposedly 
vague medical definitions of sickness and their replace- 
ment by supposedly objective legal definitions. The lat- 
ter look to narrow behavioral events involving danger 
rather than mental status, psychopathology, or condi- 
tion. It is these narrow behavioral events or their im- 
mediate likelihood which the law insists be proved 
beyond a reasonable doubt or by the lesser standard of 
clear and convincing proof. 

Given these objective legal standards, the psychia- 
trist is asked either to predict that some dangerous be- 
havioral event is imminent or state that some such act 
has already occurred. As to the former, the psychia- 
trist lacks expertise (5); as to the latter, the psychia- 
trist’s knowledge will usually be based on hearsay. 
Thus for the court's purposes an actual witness would 
be preferable. When these definitional reforms are in 
fact adhered to, the professional authority and input of 
the psychiatrist as decision maker in civil commitment 
are drastically reduced. 

This may be good law, but in my view it is bad medi- 
cine. Because most psychiatric treatment is based on 
the patient's condition rather than his or her behavior, 
this method of selecting involuntary patients inevita- 
bly undermines the treatment orientation of the hospi- 
tals charged with the care of these patients (6). 

A second form of legal protection is to provide the 
alleged patient with a lawyer to invoke the various and 
specific constitutional safeguards and to advocate the 
alleged patient’s freedom. Obviously the significance 
of this right to counsel will depend on the availability 
and performance of attorneys. One important and fre- 
quently cited decision requires that a lawyer be pro- 
vided for every patient and delineates the performance 
expected of his lawyer as that of an advocate for free- 
dom rather than a guardian who decides what is in the 
alleged patient’s best interest (7, at 1098, 1099). 

Unfortunately, this imposition of the criminal law 
model’s adversarial system is in practice imperfect be- 
cause in many states there is no equivalent of the pros- 
ecuting attorney in civil commitment. Thus there is no 


counterbalance to the alleged patient's advocate. All 
too often the psychiatrist encounters the expectation 
that he or she will fill the role of prosecutor. To assume 
that role is to mutilate one's professional identity and 
undermine the possibility of a therapeutic alliance. 
Furthermore, despite the popularity of confrontation 
techniques in some therapeutic modalities, there is an 
important distinction between confronting a patient in 
a therapeutic context after a therapeutic alliance has 
been established and confronting an alleged patient at 
an evidentiary hearing. Surely there must be some 1m- 
portant differences in personality and temperament be- 
tween people who choose to become psychiatrists and 
those who choose to become prosecutors. A legal sys- 
tem that relies on psychiatrists as prosecutors will ei- 
ther fail to strike the needed adversarial balance or will 
undermine the public conception of the psychiatrist. 

Few, if any, of the various legal scholars who have 
urged these reforms have recognized or acknowledged 
this problem. Indeed, pending federal and state legisla- 
tion for mental health advocacy has allotted funds only 
to provide counsel for patients, ignoring the problem 
of balanced adversaries, which is the traditional hall- 
mark of the criminal justice system. 

A third form of legal protection seeks to shield the 
citizen from coercion, duress, or torture; to prevent 
the state from intruding on the citizen's rightful pri- 
vacy; and to make the state prove its case rather than 
extract it from the citizen. The privilege against self- 
incrimination and the right to remain silent serve as the 
constitutional protection of the citizen against police 
and prosecutor abuse of power. As Miranda v. State 
of Arizona concluded, 


As for the procedural safeguards to be employed, unless : 


other fully effective means are devised to inform accused 
persons of their right of silence and to assure a continuous 
opportunity to exercise it, the following measures are re- 
quired: Prior to any questioning, the person must be 
warned that he has a right to remain silent, that any state- 
ment he does make may be used as evidence against him, 
and that he has a right to the presence of an attorney, ei- 
ther retained or appointed. (8, at 1612) 


When applied to civil commitment this important 
principle of criminal law means that the alleged patient 
must be informed before the psychiatric interview of 
the right to remain silent and that his or her answers 
may be used as evidence to confine him or her. Even 
the Harvard Law Review in its encyclopedic analysis 
of due process rights in civil commitment concluded 
that in this respect the analogy to the criminal law con- 
text went too far (4). Nonetheless, the most frequently 
cited.federal case on civil commitment imposed the 
right to remain silent as an element of due process in 
civil commitment. The federal court cited Thomas 
Szasz as the psychiatric authority for the theory that 
the right to remain silent would not be a serious impedi- 
ment to a psychiatric examination (7, at 1101). 

The requirement that the psychiatrist give the al- 
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leged patient a Miranda-type warning typifies the dra- 
conian legal resolution of the dilemma of psychiatric 
participation in civil commitment. Admittedly the psy- 
chiatrist's role in this context has always been ambigu- 
ous, but the reasons for this ambiguity are inherent 
and unavoidable; they have simply been ignored by 
the protagonists of reform. From the perspective of 
the responsible physician the decision to confine a 
patient involuntarily is a second-level decision reached 
only after a broader first-level decision on whether the 
patient needs to be in a hospital. 

The kinds of patients for whom involuntary con- 
finement may be deemed appropriate are typically pan- 
icked and terrified. They are wary and distrustful or 
agitated and difficult to reach. Their families and 
friends are often exhausted and desperate after having 
been caught up in the patient's pathology and their 
own responses to it. The complicated human dynamic 
of crisis is what the psychiatrist must confront. The 
good psychiatrist must consider the total situation and 
not just the patient's pathology or some behavioral ele- 
ment of it. 

The psychiatrist’s first medical responsibility is to 
decide whether the patient needs to be admitted to a 
hospital; that need can be determined only in relation 
to the total context. In this respect the psychiatrist's 
decision is no different from that of any other physi- 
cian who considers the capacity and the responsive- 
ness of the family as a variable in deciding when and 
whether to admit a patient to the hospital. It is also not 
improper for a psychiatrist to consider his or her own 
relationship to the patient as a relevant factor in the de- 
cision to admit. When a disturbed patient has a work- 
ing therapeutic alliance it may make sense not to ad- 
mit, and, conversely, when the therapeutic relation- 
ship is breaking down or is impossible to establish 
admission may be clinically indicated (9). I suggest 
that the competent and responsible psychiatrist must 
first decide whether a patient needs to be hospitalized; 
he or she must then confront the problem of whether 
such admission must be involuntary. 

A court that imposes the Miranda warning ignores 
these clinical realities and extracts from the human dy- 
namic certain narrow behavioral elements. On the 
basis of those behavioral elements the court applies 
due process safeguards like Miranda that not only 
place impediments in the path of involuntary con- 
finement but also interfere with the initial capacity of 
the psychiatrist to deal with a crisis situation. 

More important than all of the procedural con- 
straints, however, are the pragmatic problems. Earlier 
I noted that the criminal courts deal with their over- 
load by plea bargaining. A similar practice occurs in 
the juvenile courts, where due process is routinely ig- 
nored. All too often juvenile justice consists of a nego- 
tiated disposition to a facility that neither rehabilitates 
the juvenile offender nor protects society. The ques- 
tion arises, then, How will the overload and dis- 
position problems be resolved in civil commitment? 
The evidence available so far suggests one of two pos- 
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sibilities—either abandon civil commitment or ignore 
the due process safeguards. 

Few public institutions have adequate psychiatric 
staffs. If a patient and his or her lawyer demand even a 
minimal due process hearing, psychiatrists will all too 
often give up rather than take the time away from clini- 
cally meaningful activity to participate in the legal fo- 
rum. Evidence that the legal system will ignore its own 
due process safeguards is found in a recent state cir- 
cuit court decision (10). This court held that in a juris- 
diction in which these new due process safeguards had 
been imposed the performance of the court and at- 
torneys was such that all persons who had been civilly 
committed had suffered massive and systematic depri- 
vation of their constitutional rights. 

Thus as the spectrum of legal procedures between 
criminal and civil has narrowed, the number of in- 
voluntary civilly committed patients has been drasti- 
cally reduced (11, pp. 41—42); when civil commitment 
continues the same hypocritical abuse of due process 
safeguards has developed as occurs elsewhere in the 
legal system. It is against this background that one 
must consider such other legal developments as the 
right to treatment, the right to refuse treatment, and 
the right to the least restrictive alternative. 


THE RIGHT TO TREATMENT 


The right to treatment has been justified legally un- 
der several different constitutional and statutory theo- 
res (1). Whatever the value of these legal theories 
may be, the simple truth was uttered during a televi- 
sion interview by a federal district judge in Massachu- 
setts after he visited the Fernald School, which is one 
of the best known and most respected institutions for 
the mentally retarded in the world. As the judge put it, 
“You don't have to be a constitutional scholar to 
know that the place is a pigpen.”’ 

Now the question is, Will the courts by invoking le- 
gal theories be able to improve this and other institu- 
tions that are in desperate need of improvement and 
have been for decades? If one examines the results of 
the right to treatment cases, one finds that some bene- 
fits have in fact been achieved. However, along with 
other similar developments, these lawsuits have has- 
tened the precipitous discharge of thousands of 
patients from hospitals across the country. This proc- 
ess of rapid deinstitutionalization has occurred with- 
out provision of adequate aftercare or alternative treat- 
ment facilities. 

The inescapable problem is that legally the right to 
treatment exists only when the state assumes responsi- 
bility for confining the patient. Thus the state can con- 
trol the escalating costs of providing the right to treat- 
ment by rejecting the responsibility of confining 
patients. 

The Supreme Court's ruling in O'Connor v. Donaid- 
son gave further impetus to this trend: “‘In short, a 
State cannot constitutionally confine without more a 
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nondangerous individual who is capable of surviving 
safely in freedom by himself or with the help of willing 
and responsible family members or friends” (2, at 
2494). 

The court held that a patient who is not dangerous to 
self or others, who can survive outside the hospital, 
and who is not getting treatment has a right to be dis- 
charged. This right creates a potential liability for psy- 
chiatrists who continue to involuntarily confine 
patients in these circumstances. Thus I am told that 
several state commissioners of mental health seriously 
considered changing the legal status of all hospitalized 
chronically ill patients to voluntary to avoid this poten- 
tial liability. 

The reaction of these commissioners of mental 
health is typical of the reaction of psychiatrists every- 
where to mental health litigation; they are not impla- 
cable adversaries determined to retain their power 
over patients. Instead, they cave in or give up. 

It has always been difficult to recruit competent psy- 
chiatrists to work in the public sector. Those who do 
such work believe that their contribution to our so- 
ciety is made at a personal sacrifice. As they see it, 
they labor in the trenches while the rest of the profes- 
sion treat less difficult patients and enjoy Jarger in- 
comes. When competent psychiatrists working in the 
public sector are asked to assume legal liability in addi- 
tion to all of the other burdens of their work, they un- 
derstandably become outraged and cynical. By legal li- 
ability I mean not just the remote possibility of money 
damages under a civil rights action, but the new bur- 
den of time spent in court providing lengthy deposi- 
tions and the adverse publicity that often accompanies 
such litigation. 

When every administrative decision is constrained 
by actual or anticipated litigation, the disillusion in- 
creases. The right to treatment will never become a 
reality if the litigation drives all of the competent pro- 
fessionals out of the public sector. The average state 
commissioner of mental health now has a tenure of 18 
months. This rapid turnover of psychiatrists crucial to 
the work in the public sector has already made it diffi- 
cult to create stable policy and pursue its implementa- 
tion. 

Equally problematic is a fact that has become in- 
creasingly apparent: court-ordered improvements are 
difficult to implement even when the responsible psy- 
chiatrists make every reasonable effort to do so. Tragi- 
cally, the difficulties of implementation occur even 
when state officials and the mental health department 
consent to the judicial decree and help to formulate it. 
Apparently neither the courts nor the litigants have yet 
faced up to the magnitude of costs and resources re- 
quired to actually implement the right to treatment, 
nor have they anticipated the involvement of other ele- 
ments of the state bureaucracy, which for their own 
reasons resist change and throw up roadblocks in the 
form of endless delay and red tape. 

In at least two states lengthy and detailed court de- 
crees on the right to treatment have produced so little 


change despite long delays that the plaintiffs have re- 
quested the court to hold physician defendants and 
state officials in contempt. This has occurred in Davis 
v. Watkins (12) and NYARC v. Rockefeller (13). Does 
anyone believe that this most recent development will 
make it easier to recruit professional staff, as the court 
orders require? Will placing the entire state hospital 
system in receivership improve the quality of care? 

The nature of the quagmire created by right to treat- 
ment litigation in our larger states can best be de- 
scribed from the perspective of the state commissioner 
of mental health. The commissioner is usually in- 
volved as defendant in several suits at one time. The 
plaintiffs in these different suits may have different de- 
mands; e.g., the patient's relatives may want capital 
expenditure for maximum improvement of inpatient 
facilities in one institution, and at another a public in- 
terest group speaking as advocates for the patients will 
be demanding that all new funds be directed to place- 
ment outside the hospital rather than to capital im- 
provement. 

The commissioner may well be sympathetic to the 
demands of some of these plaintiffs, but he or she 
serves at the pleasure of the codefendant, the gover- 
nor, who may want to resist the costlier demands of 
the plaintiffs. Thus the commissioner's policy options 
are limited on one side by the demands of the plain- 
tiffs, which are formalized in the court decrees, and his 
or her ability to implement that policy is limited by the 
governor's budgetary constraints on the other side. 

To further complicate the situation, the commis- 
sioner is represented in court by the attorney general, 
whose political interests may differ from the gover- 
nor's. Typically, however, the attorney general does 
not relish or give high priority to right-to-treatment liti- 
gation. All too often the commissioner is not adequate- 
ly represented, and the plaintiffs' lawyers control the 
legal decision-making process. 

Unfortunately, the courts are not the only agency of 
government passing judgment on treatment facilities. 
Various accrediting bodies that determine eligibility 
for federal funding are also involved, and they may si- 
multaneously demand still other kinds of costly im- 
provements. 

While orchestrating these varying demands without 
alienating the executive, the commissioner must at- 
tempt to maintain the good will of the legislature. The 
right-to-treatment suits exacerbate the latent tensions 
among the various branches of government, and the 
commissioner, who has an interest in pleasing each of 
them, will often be able to please none. 

These problems are not unique to psychiatry; they 
occur in every case in which federal courts try to force 
progress on recalcitrant local governments. Thus the 
federal district courts, in taking on the right to treat- 
ment, have taken on a burden comparable to, but in 
the details of its implementation even greater than, the 
burden they bear in the school desegregation situation. 
Whether courts can effectively shoulder such burdens 
and force the states to do what is constitutionally re- 
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quired, to expend vast sums in an era of fiscal crisis, 
only time will tell. 

Despite the many problems it is clear for reasons of 
both prudence and morality that psychiatrists must try 
to seize the initiative in right to treatment litigation. 
Psychiatrists should try to lead the mental health pro- 
fessions in shaping the power of the court so that de- 
crees suit the needs of patients. This can be done only 
by participating in litigation, learning from past mis- 
takes, and formulating standards that are workable 
and realistic. Most important, psychiatrists must bite 
the bullet and pay the money to see that competent 
lawyers advocate their views in court. 


THE LEAST RESTRICTIVE ALTERNATIVE 


Viewed in the perspective I have tried to present, 
the least restrictive alternative may already be an 
anachronism. The original intention of the first major 
lawsuit in this area, which was brought in the District 
of Columbia (14), was as follows: 

St. Elizabeths Hospital, the major psychiatric facil- 
ity of the District of Columbia, had a large group of 
patients who were involuntarily confined solely be- 
cause there was no alternative, less restrictive facility 
available for them. Although community mental health 
had been the brainchild of the National Institute of 
Mental Health, located just outside Washington, D.C., 
the District of Columbia has never been provided with 
adequate community facilities. The same can be said 
of most cities around the country. 

The suit, brought by the Mental Health Law Project, 
attempted by means of the legal theory of least restrict- 
ive alternative to force the District to provide those 
community facilities (e.g., nursing homes, day care 
centers, foster care) which are an integral part of the 
community mental health concept. Presumably, if 
such facilities were available patients who needed lim- 
ited services would have access to them rather than 
being forced to enter or remain in a total institution. 
Furthermore, these are the kinds of services needed 
by the growing number of patients who have already 
been deinstitutionalized. 

Although the situation at St. Elizabeths seemed to 
justify and require the least restrictive alternative as a 
legal approach in other jurisdictions, many of the same 
kinds of changes are now sought under the typical 
right to treatment suit. Essentially what happens is 
that the court forces the plaintiffs and defendants to 
agree on a negotiated plan of improvements, which 
may include community-based treatment. Further- 
more, the kind of chronic patient that St. Elizabeths 
retained at the time of the suit is the chief target of the 
various pressures to reduce the state hospital census. 

Finally, given the legal developments in civil com- 
mitment, one wonders whether the District of Colum- 
bia will not seek to avoid the enormous expense in- 
volved in establishing the full panoply of community 
services by either no longer seeking to commit patients 
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who need less restrictive alternatives or by discharging 
the patients now confined or changing their legal status. 

If that happens the least restrictive alternative, rath- 
er than improving care, may simply become another 
gambit in the libertarian strategy of abolishing civil 
commitment. Imagine the adversarial hearing at which 
psychiatrists will be asked to testify as to how restrict- 
ive a setting a particular patient needs, given how dan- 
gerous they think the patient may be at any given time. 


THE RIGHT TO REFUSE TREATMENT 


The right to refuse treatment is now being litigated 
in at least two major cases, in one of which the Massa- 
chusetts Psychiatric Society is an amicus curiae (15, 
16). The brief for this district branch offers some sense 
of the context of the litigation and the patients on 
whose behalf the right to refuse treatment is being 
sought. After the plaintiffs brought a civil rights 
action that included a plea for money damages against 
the psychiatric staff of a mental hospital, the fed- 
eral district judge issued a temporary restraining or- 
der allowing the patients the right to refuse treatment 
and preventing the use of seclusion except in extreme 
emergencies. The results of this order on patient care 
have been summarized in the amicus brief as follows: 


'"Tension seems to fill the air at the Austin Unit twenty- 
four hours a day." One wing has been destroyed by fire, 
set by a patient. One female patient attempted to burn a 
staff member, to choke a patient, and to strangle herself 
with a ripped dress. She smashed a window, threatened to 
kill several staff members, attacked, kicked, and spat at 
them. At another time she was "screaming, threatening, 
deluded, beat staff, grabs them, incited another disturbed 
patient to violence by inviting him to her bed and defying 
staff to deal with him. This other patient becomes so 
threatening that the night staff sent Dr. G. a letter signed 
by all informing him that they could not and would not 
work under these conditions." 

Another female Austin Unit patient punched a social 
worker and several patients, cut herself with fliptops, and 
‘gouged her face with her fingernails until she bled; this 
continued almost daily throughout the month of June.” A 
schizophrenic male patient who has refused medication 
since the grant of the temporary restraining order has had 
sexual intercourse with at least three different patients 
who are either retarded or are severely and chronically re- 
gressed. He has also broken a window, kicked a patient, 
and grabbed and threatened two female staff members. 
The incidence of assaultive behavior by other Austin 
patients has also increased as the administration of medi- 
cation has declined in deference to their wishes. 

Patients in the May Unit have experienced similar prob- 
lems. One woman, while refusing medication, became psy- 
chotic and left the hospital in anger, lived on a doorstep 
without changing her clothes for two weeks, was twice re- 
turned to the hospital by police, and twice set herself on 
fire in her room. In the May, as in Austin Unit, ''since the 
issuance of the temporary restraining order, tensions, 
threats, agitation and acts of violence have in- 
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creased.” (16, pp. 22, 23; statements in quotation marks 
are taken from hospital records) 


This scenario has developed despite the fact that the 
patient census in this hospital is very small by state 
hospital standards and the staff is far above average in 
quality. Clearly, an unqualified right to refuse medica- 
tion would result in serious harm to both patients and 
staff at this and other hospitals, in which those con- 
fined are increasingly selected for their dangerousness 
rather than their medical condition. As one reads this 
description, one can only conclude that the courts are 
unwittingly reversing 200 years of progress and trans- 
forming the twentieth-century dream of the mental 
health center into the eighteenth-century nightmare of 
Bedlam. 

Elsewhere I have presented some of the possible le- 
gal analyses of the right to refuse treatment (11, pp. 
97—108). On the basis of that consideration, I am con- 
vinced that it is essential that a line be drawn between 
routine nonintrusive treatments that are not subject to 
review by a court in advance and nonroutine intrusive 
treatments that are. If no such line can be drawn, there 
may be no stopping short of the legal conclusion that 
every patient, whether voluntarily or involuntarily 
committed, is by presumption competent. Therefore, 
if a patient refuses medically indicated treatment it will 
be necessary to go forward with a legal hearing at 
which the patient must be found incompetent before 
treatment can be given. Whether such cumbersome le- 
gal procedures are imposed or the courts will hold 
back in light of the practical problems involved re- 
mains to be seen. Psychiatrists must do everything 
they can to miake the courts aware of the practical 
problems and the human costs, as was done in the Mas- 
sachusetts brief. They must also see to it that treat- 
ment within the hospital is regulated and supervised so 
as to respect due rights of patients and avoid abuse. 


CONCLUSIONS 


I have presented a view of mental health litigation 
that many of the litigating attorneys would violently 
protest. So be it. I am convinced that the dark side of 
the picture is real and that the evidence of it is mount- 
ing. The legal solutions secured in the courtrooms 
have established an impressive edifice of due process, 
but beyond that legal structure human suffering contin- 
ues unabated and its relief is more difficult to achieve. 
At the very least, in reviewing recent mental health liti- 
gation and its effects the question must be asked, Is it 
really the patients who have had their day in court? 
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Tests of Competency to Consent to Treatment 


BY LOREN H. ROTH, M.D., M.P.H., ALAN MEISEL, J.D, AND CHARLES W. LIDZ, PH.D. 


The authors describe the various tests of competency 
to consent to treatment used today, which include the 
following: 1) evidencing a choice, 2) “reasonable” 
outcome of choice, 3) choice based on “‘rational’’ 
reasons, 4) ability to understand, and 5) actual 
understanding. They analyze the applicability of these 
tests to patients’ decisions to accept or refuse 
psychiatric treatment and illustrate the problems of 
applying these tests by citing clinical case examples. 
They find that the circumstances in which competency 
becomes an issue determine which elements of which 
tests are stressed and which are underplayed. 


THE CONCEPT OF COMPETENCY, like the concept of 
dangerousness, is social and legal and not merely psy- 
chiatric or medical (1). Law and, at times, psychiatry 
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are concerned with an individual’s competency to 
stand trial, to make a will, and to contract (2-5). The 
test of competency varies from one context to another. 
In general, to be considered competent an individual 
must be able to comprehend the nature of the particu- 
lar conduct in question and to understand its quality 
and its consequences (3,6). For example, in Dusky v. 
United States the court held that to be considered com- 
petent to stand trial an individual must have ''suf- 
ficient present ability to consult with his lawyer with a 
reasonable degree of rational understanding-— 
and...arational as well as a factual understanding of 
the proceedings against him’’ (7). A person may be 
considered competent for some legal purposes and in- 
competent for others at the same time (3). An individ- 
ual is not judged incompetent merely because he or 
she is mentally ill (6). 

There is a dearth of legal guidance illuminating the 
concept of competency to consent to medical treat- 
ment (8-11). Nevertheless, competency plays an im- 
portant role in determining the validity of a patient's 
decision to undergo or forego treatment. The decision 
of a person who is incompetent does not validly autho- 
rize a physician to perform medical treatment (12). 
Conversely, a physician who withholds treatment 
from an incompetent patient who refuses treatment 
may be held liable to that patient if the physician does 
not take reasonable steps to obtain some other legally 
valid authorization for treatment(13). 

In psychiatry the entire edifice of involuntary treat- 
ment is erected on the supposed incompetency of 
some people to voluntarily seek and consent to needed 
treatment (14). In addition, the acceptability of behav- 
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ior modification for the patient who is considered dan- 
gerous (15), the resolution of ethical issues in family 
planning (i.e., sterilization) (16, 17), and the right to re- 
fuse psychoactive medications (18)—to cite only a few 
of the more prominent-examples—turn in part on the 
concept of competency. 

As we explain in our companion paper in this issue 
of the Journal (19), competency is theoretically one of 
the independent variables that is determinative in part 
of the legal validity of a patients's consent to or refusal 
of treatment. There is therefore a need to specify how 
competency can be determined. Related questions in- 
clude the following: Who raises the question of com- 
petency? When is this question raised? and Who 
makes the determination? Answers to these questions 
are beyond the scope of this paper. 

. The objective of the present inquiry is to make sense 
of various tests of competency, to analyze their appli- 
cability to patients' decisions to accept or refuse psy- 
chiatric treatment, and to illustrate the problems of ap- 
plying these tests by clinical case examples from the 
consultation service of the Law and Psychiatry Pro- 
gram of Western Psychiatric Institute and Clinic. 

In a brief presentation it is impossible to provide any 
serious linguistic analysis of a number of words that are 
frequently used in discussions of competency—words 
such as ‘‘responsible’’ (20), ‘‘rational’’ or ‘‘irrational’’ 
(21, 22), “knowing” (23, 24), “knowingly” (25, p. 99), 
*understandingly" (24), or ‘‘capable’’ (26). These 
words are often used interchangeably without sufficient 
explanation or clear behavioral referents. Only the rare 
scholarly article attempts to explain with precision 
what is meant by such terms (11); judicial decisions or 
statutes generally do not. 

In evaluating tests for competency several criteria 
should be considered. A useful test for competency is 
one that, first, can be reliably applied; second, is mu- 


tually acceptable or at least comprehensible to physi- - 


cians, lawyers, and judges; and third, is set at a level 
capable of striking an acceptable balance between pre- 
serving individual autonomy and providing needed 
medical care. Reliability is enhanced to the extent that 
a competency test depends on manifest and objective- 
ly ascertainable patient behavior rather than on in- 
ferred and probably unknowable mental status (6). 


TESTS FOR COMPETENCY 


Several tests for competency have been proposed in 
the literature; others are readily inferable from judicial 
commentary. Although there is some overlap, they 
basically fall into five categories: 1) evidencing a 
choice, 2) ‘‘reasonable’’ outcome of choice, 3) choice 
based on ‘‘rational’’ reasons, 4) ability to understand, 
and 5) actual understanding. 


Evidencing a Choice 


This test for competency is set at a very low level 
and is the most respectful of the autonomy of patient 
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decision making (10). Under this test the competent 
patient is one who evidences a preference for or 
against treatment. This test focuses not on the quality 
of the patient’s decision but on the presence or ab- 
sence of a decision. This preference may be a yes, a 
no, or even the desire that the physician make the deci- 
sion for the patient. Only the patient who does not evi- 
dence a preference either verbally or through his or 
her behavior is considered incompetent. This test of 
competency encompasses at a minimum the uncon- 
scious patient; in psychiatry it encompasses the mute 
patient who cannot or will not express an opinion. 
Even such arch-defenders of individual autonomy as 
Szasz have agreed that patients who do not formulate 
and express a preference as to treatment are in- 
competent. In answer to a question about the right to 
intervene against a patient’s will, Szasz has stated, 


It is quite obvious, and I make this abundantly clear, 
that I have no objection to medical intervention vis-a-vis 
persons who are not protesting, . . . [for example,] some- 
body who is lying in bed catatonic and the mother wants 
to get him to the hospital and the ambulance shows up and 
he just lies there.(27) 


The following case example illustrates the use of the 
test of evidencing a choice: 


Case 1. A 41-year-old depressed woman was interviewed 
in the admission unit. She rarely answered yes or no to direct 
questions. Admission was proposed; she said and did noth- 
ing, but looked apprehensive. When asked about admission, 
she did not sign herself into the hospital, protest, or walk 
away. She was guided to the inpatient ward by her husband 
and her doctor after being given the opportunity to walk the 
other way. 


This test may be what one court had in mmd when, 
with respect to sterilization of residents of state 
schools, it ruled that even legally incompetent and pos- 
sibly noncomprehending residents may not be steri- 
lized unless they have formed a genuine desire to un- 
dergo the procedure (28). 

The guidelines proposed by the U.S. Department of 
Health, Education, and Welfare concerning experi- 
mentation with institutionalized mentally ill people al- 
so point in this direction by requiring even the legally 
incompetent person's ‘‘assent to such participation 
... When... he has sufficient mental capacity to un- 
derstand what is proposed and to express an opinion 
as to his or her participation” (29, at 46.504c). Al- 
though this low test of competency does not fully as- 
sure patients' understanding of the nature of v/hat they 
consent to or what they refuse, it is behavioral in orien- 
tation and therefore more reliable in application; it also 
guards against excessive paternalism. 


"Reasonable'' Outcome of Choice 


This test of competency entails evaluating the 
patient'S capacity to reach the "reasonable," the 


"right," or the ‘‘responsible’’ decision (10, 30). The 
emphasis in this test is on outcome rather than on the 
mere fact of decision or how it has been reached. The 
patient who fails to make a decision that is roughly con- 
gruent with the decision that a *'reasonable'' person in 
like circumstances would make is viewed as in- 
competent. 

This test is probably used more often than might be 
admitted by both physicians and courts. Judicial deci- 
sions to override the desire of patients with certain re- 
ligious beliefs not to receive blood transfusions may 
rest in part on the court's view that the patient's deci- 
sion is not reasonable (31). When life is at stake and a 
court believes that the patient's decision is unreason- 
able, the court may focus on even the smallest ambi- 
guity in the patient's thinking to cast doubt on the 
patient's competency so that it may issue an order that 
will preserve life or health. For example, one judge is- 
sued an order to allow amputation of the leg of an el- 
derly moribund man even though the man had clearly 
told his daughter before his condition deteriorated not 
to permit an amputation (32, 33). 

Mental health laws that allow for involuntary treat- 
ment on the basis of ‘‘need for care and treat- 
ment” (34) without requiring a formal adjudication of 
incompetency in effect use an unstated reasonable out- 
come test in abridging the patient's common-law right 
not to be treated without giving his or her consent. 
These laws are premised on the following syllogism: 
the patient needs treatment; the patient has not ob- 
tained treatment on his or her own initiative; there- 
fore, the patient's decision is incorrect, which means 
that he or she is incompetent, thus justifying the in- 
voluntary imposition of treatment. 

The benefits and costs of this test are that social 
goals and individual health are promoted at consid- 
erable expense to personal autonomy. The reasonable 
outcome test is useful in alerting physicians and courts 
to the fact that the patient's decision-making process 
may be, but not necessarily is, awry. Ultimately, be- 
cause the test rests on the congruence between the 
patient's decision and that of a reasonable person or 
that of the physician, it is biased in favor of decisions 
to accept treatment, even when such decisions are 
made by people who are incapable of weighing the 
risks and benefits of treatment. In other words, if 
patients do not decide the ‘‘wrong’’ way, the issue of 
competency will probably not arise. 


Choice Based on ''Rational" Reasons 


Another test is whether the reasons for the patient's 
decision are ''rational," that is, whether the patient's 
decision is due to or is a product of mental ill- 
ness (10, 22). As in the reasonable outcome test, if the 
patient decides in favor of treatment the issue of the 
patient's competency (in this case, whether the deci- 
sion is the product of mental illness) seldom if ever 
arises because of the medical profession's bias toward 
consent to treatment and against refusal of treatment. 

In this test the quality of the patient's thinking is 
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what counts. The following case example illustrates 
the use of the test of rational reasons: 


Case 2. A 70-year-old widow who was living alone in a 
condemned dilapidated house with no heat was brought 
against her will to the hospital. Her thinking was tangential 
and fragmented. Although she did not appear to be halluci- 
nating, she seemed delusional. She refused blood tests, 
saying, You just want my blood to spread it all over Pitts- 
burgh. No, I’m not giving it." Her choice was respected. 
Later in the day, however, when her blood pressure was 
found to be dangerously elevated (250 over 135 in both 
arms), blood was withdrawn against her will. 


The test of rational reasons, although it has clinical 
appeal and is probably much in clinical use, poses con- 
siderable conceptual problems; as a legal test it is prob- 
ably defective (10). The problems include the diffi- 
culty of distinguishing rational from irrational reasons 
and drawing inferences of causation between any irra- 
tionality believed present and the valence (yes or no) 
of the patient's decision. Even if the patient's reasons 
seem irrational, it is not possible to prove that the 
patient's actual decision making has been the product 
of such irrationality. The patient's decision might well 
be the same even if his or her cognitive processes were 
less impaired. For example, a delusional patient may 
refuse ECT not because he or she is delusional but be- 
cause he or she is afraid of it, which is considered a 
normal reaction. The emphasis on rational reasons can 
too easily become a global indictment of the com- 
petency of mentally disordered individuals, justifying 
widespread substitute decision making for this group. 


The Ability to Understand 


This test—the ability of the patient to understand 
the risks, benefits, and alternatives to treatment (in- 
cluding no treatment)—is probably the most consistent 
with the law of informed consent (19). Decision mak- 
ing need not be rational in either process or outcome; 
unwise choices are permitted. Nevertheless, at a mini- 
mum the patient must manifest sufficient ability to un- 
derstand information about treatment, even if in fact 
he or she weighs this information differently from the 
attending physician. What matters in this test is that 
the patient is able to comprehend the elements that are 
presumed by law to be a part of treatment decision 
making. How the patient weighs these elements, val- 
ues them, or puts them together to reach a decision 
is not important. 

The patient's capacity for understanding may be 
tested by asking the patient a series of questions con- 
cerning risks, benefits, and alternatives to treat- 
ment (35). By providing further information or expla- 
nation to the patient, the physician may find defi- 
ciencies in understanding to be remediable or not (36). 
The following case examples illustrate the use of the 
test of the ability to understand: 


Case 3. A 28-year-old woman who was unresponsive to 
medication was approached for consent to ECT. She initially 


Am J Psychiatry 134:3, March 1977 281 


TESTS OF COMPETENCY 


appeared to be unaware of the examiner. Following an expla- 
nation of ECT, she responded to the request to explain its 
purposes and why it was being recommended in her case 
with the statement, **Paul McCartney, nothing to zero.” She 
was shown a consent form for ECT that she signed without 
reading. Further attempts to educate her were unsuccessful. 
It was decided not to perform the ECT without seeking court 
approval. 


Case 4. A 44-year-old woman who was diagnosed as hav- 
ing chronic schizophrenia refused amputation of her frostbit- 
ten toes. She was nonpsychotic. Although her condition was 
evaluated psychiatrically as manifesting extreme denial, she 
understood what was proposed and that there was some risk 
of infection without surgery. Nevertheless, she declined. 
She stated, ‘You want to take my toes off; I want to keep 
them.’’ Her decision was respected. She agreed to return to 
the hospital if things got worse. A month later she returned, 
having suffered an auto-amputation of the toes. There was 
no infection; she was rebandaged and sent home. 


Some of the questions raised by this test of com- 
petency are, What is to be done if the patient can un- 
derstand the risks but not the benefits or vice versa? 
Alternatively, what if the patient views the risks as the 
benefits? The following case example illustrates this 
problem: 


Case 5. A 49-year-old woman whose understanding of 
treatment was otherwise intact, when informed that there 
was a 1 in 3,000 chance of dying from ECT, replied, ‘‘I hope 
I am the one.” 


Furthermore, how potentially sophisticated must un- 
derstanding be in order that the patient be viewed as 
competent? There are considerable barriers, con- 
scious and unconscious and intellectual and emotion- 
al (37), to understanding proposed treatments. Presum- 
ably the potential understanding required is only that 
which would be manifested by a reasonable person 
provided a similar amount of information. A few at- 
tempts to rank degrees of understanding have been 
made (38). However, this matter is highly complex 
and beyond the scope of the present inquiry. Cer- 
tainly, at least with respect to nonexperimental treat- 
ment, the patient's potential understanding does not 
have to be perfect or near perfect for him or her to be 
considered competent, although one court seemed to 
imply this with respect to experimental psycho- 
surgery (39). A final problem with this test is that its 
application depends on unobservable and inferential 
mental processes rather than on concrete and observ- 
able elements of behavior, 


Actual Understanding 


Rather than focusing on competency as a construct 
or intervening variable in the decision-making process, 
the test of actual understanding reduces competency 
to an epiphenomenon of this process (19). The com- 
petent patient is by definition one who has provided a 
knowledgeable consent to treatment. Under this test 
the physician has an obligation to educate the patient 
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and directly ascertain whether he or she has in fact un- 
derstood. If not, according to this test the patient may 
not have provided informed consent (19). Depending 
on how sophisticated a level of understanding is to be 
required, this test delineates a potentially high level of 
competency, one that may be difficult to achieve. 

The provisional decision of DHEW to raandate the 
creation of consent committees to oversee the deci- 
sions of experimental subjects (29, at 46.506) implicit- 
ly adopts this test, as does the California law requiring 
the review of patient consent to ECT (40). Con- 
troversial as these requirements may be, they require 
physicians to make reasonable efforts to ascertain that 
their patients understand what they are told and en- 
courage active patient participation in treatment selec- 
tion (41). 

The practical and conceptual limitations of this test 
are similar to those of the ability-to-understand test. 
What constitutes adequate understanding is vague, 
and deficient understanding may be attributable in 
whole or in part to physician behavior as well as to the 
patient's behavior or character. An advantage that this 
test has over the ability-to-understand test, assuming 
the necessary level of understanding can be specified a 
priori, is its greater reliability. Unlike the ability-to-un- 
derstand test, in which the patient's comprehension of 
material of a certain complexity is used as the basis for 
an assumption of comprehension of other material of 
equivalent complexity (even if this other material is 
not actually tested), the actual understanding test 
makes no such assumption. It tests the very issues cen- 
tral to patient decision making about treatment. 


DISCUSSION 


It has been our experience that competency is pre- 
sumed as long as the patient modulates his or her be- 
havior, talks in a comprehensible way, remembers 
what he or she is told, dresses and acts so as to appear 
to be in meaningful communication with the environ- 
ment, and has not been declared legally incompetent. 
In other words, if patients have their wits about them 
in a layman's sense (19) it is assumed that they will un- 
derstand what they are told about treatment, including 
its risks, benefits, and alternatives. This is the equiva- 
lent of saying that the legal presumption is one of com- 
petency until found otherwise (42). The Pandora's box 
of the question of whether and to what extent the 
patient is able to understand or has understood what 
has been disclosed is therefore never opened. 

In effect, the test that is actually applied combines 
elements of all of the tests described above. However, 
the circumstances in which competency becomes an is- 
sue determine which elements of which tests are 
stressed and which are underplayed. Although in theo- 
ry competency is an independent variable that deter- 
mines whether or not the patient's decision to accept 
or refuse treatment is to be honored, in practice it 
seems to be dependent on the interplay of two other 


variables, the risk/benefit ratio of treatment and the va- 
lence of the patient's decision, 1.e., whether he or she 
consents to or refuses treatment. 
^. The phrase ''risk/benefit ratio of treatment” is used 
here in a shorthand way to express the fact that people 
who determine patient competency make this decision 
partly on the basis of the risks of the particular treat- 
ment being considered and the benefits of that treat- 
ment. We do not mean to imply that any formal calcu- 
lation is made or that any given ratio is determinative 
of competency. The problems of who decides what is a 
risk and what is a benefit, the relative weights to be at- 
tached to risks and benefits, and who bears the risks 
and to whom the benefits accrue (e.g., the patient, the 
clinician, society), are beyond the scope of the present 
inquiry. 

Table 1 illustrates the interplay of the valence of the 
patient's decision and the risk/benefit ratio of treat- 
ment. When there is a favorable risk/benefit ratio to 
the proposed treatment in the opinion of the person de- 
termining competency and the patient consents to the 
treatment, there does not seem to be any reason to 
stand in the way of administering treatment. To accom- 
plish this, a test employing a low threshold of com- 
petency may be applied to find even a marginal patient 
competent so that his or her decision may be honored 
(cell A). This is what happens daily when uncompre- 
hending patients are permitted to sign themselves into 
the hospital. Similarly, when the risk/benefit ratio is fa- 
vorable and the patient refuses treatment, a test em- 
ploying a higher threshold of competency may be ap- 
plied (cell B). Under such a test even a somewhat 
knowledgeable patient may be found incompetent so 
that consent may be sought from a substitute decision 
maker and treatment administered despite the 
patient's refusal. An example would be the patient 
withdrawing from alcohol who, although inter- 
mittently resistive, is nevertheless administered seda- 
tive medication. In both of these cases, in which the 
risk/benefit ratio is favorable, the bias of physicians, 
other health professionals, and judges is usually 
skewed toward providing treatment. Therefore, a test 
of competency is applied that will permit the treatment 
to be administered irrespective of the patient's actual 
or potential understanding. 

However, there is a growing reluctance on the part 
of our society to permit patients to undergo treatments 
that are extremely risky or for which the benefits are 
highly speculative. Thus if the risk/benefit ratio is unfa- 
vorable or questionable and the patient refuses treat- 
ment, a test employing a low threshold of competency 
may be selected so that the patient will be found com- 
petent and his or her refusal honored (cell C). This is 
what happens in the area of sterilization of mentally re- 
tarded people, in which, at least from the perspective 
of the retarded individual, the risk/benefit ratio is ques- 
tionable. On the other hand, when the risk/benefit ratio 
is unfavorable or questionable and the patient con- 
sents to treatment, a test using a higher threshold of 
competency may be applied (cell D), preventing even 
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TABLE 1 
Factors in Selection of Competency Tests 


Patient's Risk/Benefit Ratio of Tr reatment 

Decision Favorable Unfavorable or Questionable 

Consent Low test of competency High test of competency 
(cell A) (cell D) 

Refusal Hightestofcompetency Low test of competency 
(cell B) (Cell C) 


some fairly knowledgeable patients from undergoing 
treatment. The judicial opinion in the well-known Kai- 
mowitz psychosurgery case delineated a high test of 
competency to be employed in that experimental set- 
ting (39). 

Of course, some grossly impaired patients cannot be 
determined to be competent under any conceivable 
test, nor can most normally functioning people be 
found incompetent merely by selective application of a 
test of competency. However, within limits and when 
the patient's competency is not absolutely clear-cut, a 
test of competency that will achieve the desired medi- 
cal or social end despite the actual condition of the 
patient may be selected. We do not imply that this is 
done maliciously either by physicians or by the courts; 
rather, we believe that it occurs as a consequence of 
the strong societal bias in favor of treating treatable 
patients so long as it does not expose them to serious 
risks. 


CONCLUSIONS 


The search for a single test of competency is a 
search for a Holy Grail. Unless it is recognized that 
there is no magical definition of competency to make 
decisions about treatment, the search for an accept- 
able test will never end. ''Getting the words just right" 
Is only part of the problem. In practice, judgments of 
competency go beyond semantics or straightforward 
applications of legal rules; such judgments reflect so- 
cial considerations and societal biases as much as they 
reflect matters of law and medicine. 


REFERENCES 


I. Shah SA: Dangerousness and civil commitment of the mentally 
ill: some public policy considerations. Am J Psychiatry 132:501— 
505, 1975 

2. Allen RC, Ferster EZ, Weihofen H: Mental Impairment and Le- 
gal Incompetency. Englewood Cliffs, NJ, Prentice-Hall, 1968 

3. Hardisty JH: Mental illness: a legal fiction. Washington Law Re- 
view 48:735—762, 1973 

4. Alexander GJ, Szasz TS: From contract to status via psychia- 
try. Santa Clara Lawyer 13:537—559, 1973 

5. Group for the Advancement of Psychiatry Committee on Psychi- 
atry and Law: Misuse of Psychiatry in the Criminal Courts: 
Competency to Stand Trial. Report 89. New York, GAP, 1974 

6. Green MD: Judicial tests of mental incompetency. Missouri 
Law Review 6:141—165, 1941 


Am J Psychiatry 134:3, March 1977 283 


TESTS OF COMPETENCY 


on) 


10. 


23. 


284 


. Dusky v United States, 362 US 405 (1960) (per curiam) 
. Informed consent and the dying patient. Yale Law Journal 


83:1632—1664, 1974 


. Mental competency of patient to consent to surgical operation 


or treatment. American Law Reports Annotated, Third Series 
25:1439—1443, 1969 

Friedman PR: Legal regulation of applied behavior analysis in 
mental institutions and prisons. Arizona Law Review 17:39— 
104, 1975 


. Shapiro MH: Legislating the control of behavior control: auton- 


omy and the coercive use of organic therapies. Southern Califor- 
nia Law Review 47:237—356, 1974 


. Demers v Gerety, 515 P 2d 645 (NM 1973) 
. Steele v Woods, 327 SW 2d 187, 198 (Mo 1959) 
. Peszke MA: Is dangerousness an issue for physicians in emer- 


gency commitment? Am J Psychiatry 132:825—828, 1975 


. Halleck SL: Legal and ethical aspects of behavior control. Am J 


Psychiatry 131:381-385, 1974 


. Grunebaum H, Abernethy V: Ethical issues in family planning 


for hospitalized psychiatric patients. Am J Psychiatry 132:236- 
240, 1975 


. Relf v Weinberger, 372 F Supp 1196 (DC 1974) 
. Michels R: The right to refuse psychoactive drugs: case studies 


in bioethics. Hastings Center Report 3(3): 10-11, 1973 


. Meisel A, Roth LH, Lidz CW: Toward a model of the legal doc- 


trine of informed consent. Am J Psychiatry 134:285—289, 1977 


. A Draft Act Governing Hospitalization of the Mentally Ill, re- 


vised. US Public Health Service Publication 51. Washington, 
DC, US Government Printing Office, 1952, pp 6, 26, 27 


. In re Yetter, 62 D&C 2d 619, 624 (CP Northampton County, Pa 


1973) 


. Stone AA: Mental Health and Law: A System in Transition. US 


Department of Health, Education, and Welfare Publication 75- 
176. Rockville, Md, National Institute of Mental Health, 1975, p 
68 

US Department of Health, Education, and Welfare: Protection 
of human subjectis. Federal Register 39:18914—18920, May 30, 
1973 


Am J Psychiatry 134:3, March 1977 


4]. 


42. 


. California enacts rigid shock therapy controls. 


. Moore v Webb, 345 SW 2d 239, 243 (Mo 1961) 
. Friedman PR: Legal regulation of applied behavior analysis in 


mental institutions and prisons. Arizona Law Review 17: 39— 
140, 1975 


. New York City Health and Hospital Corp v Stein, 335 NYS 2d ~ 


461, 465 (NY 1972) 


j McDonald MC: And things get rough. Paychiatiig News, Nov 5, 


1975, pp 13-14 


. Wyatt v Aderholt, 368 F Supp 1383, 1385 (MD Ala 1974) 
. US Department of Health, Education, and Welfere: Protection. 


of human subjects: proposed policy. Federal Regtster 39: 30647— 
30657, Aug 23, 1974 


. United States v George, 239 F Supp 752 (D Cona 1965) 
. Cantor NL: A patient's decision to decline life-saving medical . 


treatment: bodily integrity versus the preservaticn of life, Rut- 
gers Law Review 26:228—264, 1973 


. Judge OKs amputation of south sider's leg. Pittsburgh Press, 


June 4, 1975, p 1 


. Amputate order more human than judicial, Larsen says. Pitts- 


burgh Press, June 8, 1975, p 1 


. Developments in the law—civil commitment of the mentally ill. 


Harvard Law Review 87:1190—1406, 1974 


. Miller R, Willner HS: The two-part consent form. N Engl J Med 


290:964—966, 1974 


. Ingelfinger FJ: Informed (but uneducated) consent. N Engl J ` 


Med 287:465—466, 1972 


. Katz J: Experimentation with Human Beings. New York, Rus- 


sell Sage Foundation, 1972, pp 609-673 


. Olin GB, Olin HS: Informed consent in voluntary mental hospi- 


tal admissions. Am J Psychiatry 132:938-941, 1975 


. Kaimowitz v Michigan Department of Mental Health, Civil Ac- 


tion 73-19434-AW (Wayne County, Mich, Cir Ct 1973) 
Psychiatric 
News, Feb 5, 1975, pp 1, 4-7 

Szasz RS, Hollender MH: The basic models of the doctor- 
patient relationship. Arch Intern Med 97:585—592, 1956 
Lotman v Security Mutual Life Insurance Co, 478 F 2d 868 (3d 
Cir 1973) 


Toward a Model of the Legal Doctrine of Informed Consent 


.. BY ALAN MEISEL, J.D., LOREN H. ROTH, M.D., M.P.H., AND CHARLES W. LIDZ, PH.D. 


The authors draw together the disparate scholarly and 
judicial commentaries on consent to medical 
treatment to develop a model of the components in the 
decision-making process regarding consent to or 
refusal of psychiatric treatment. The components 
. consist of the precondition of voluntariness, the 
provision of information, the patient' s competency 
- and understanding, and, finally, consent or refusal. 
They offer two models of valid consent: the objective 
model, which focuses on the congruence or lack of it 
between the patient and a ‘‘reasonable’’ person, and 
the subjective model, which focuses entirely on the 
patient's actual understanding. 


THERE IS CURRENTLY a great deal of debate as to the 
proper role, if any, of the legal regulation of psychia- 
try. The recent controversies have focused primarily 
on the legal safeguards to be afforded people before 
they may be involuntarily hospitalized and on the 
rights of patients, especially the right to treatment, af- 
ter they have been hospitalized (1). 

Although both of these focuses trace their origins to 
similar movements in the last century (2), a third focus 
has begun to emerge. This involves the sharing of deci- 
sion-making power within the physician-patient rela- 
tionship; the vehicle of legal regulation on this issue is 
the doctrine of informed consent. This doctrine, which 
had its origin primarily in surgery (3), envisions a phy- 
sician-patient relationship quite different from the tra- 
ditional ones described by Szasz and Hollender (4), in 
which the physician is the predominant agent and the 
patient is either entirely passive or trusting, coopera- 
tive, and submissive. The informed consent doctrine 
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has had the effect of pushing the physician-patient rela- 
tionship in the direction of Szasz and Hollender's mod- 
el of mutual participation. 


JUDICIAL SOURCES OF INFORMED CONSENT 


Although the principle of informed consent did not 
develop into a full-blown doctrine to which courts gen- 
erally adhere until about 1960, its antecedents date at 
least as far back as the late-eighteenth-century case of 
Slater v. Baker and Stapleton (5), which is credited 
with being the first reported case dealing with the prob- 
lem now addressed under the banner of informed con- 
sent. 

There do not seem to be any earlier reported cases 
requiring that a physician obtain the patient's consent 
before rendering treatment. However, it is clear from 
Slater that it was the professional custom among sur- 
geons not to treat patients without obtaining their con- 
sent: “‘It appears from the evidence of the surgeons 
that it was improper to disunite the callous without 
consent; this is the usage and law of surgeons.” The 
court added, ''It was ignorance and unskillfulness in 
that very particular, to do contrary to the rule of the 
profession, what no surgeon ought to have done.” In 
other words, a deviation from the practice ordinarily 
adhered to by surgeons—specifically the practice of 
obtaining consent from the patient before adminis- 
tering treatment—-was the ground for imposing liabili- 
ty. 
Slater went even further than merely requiring that 
physicians obtain their patients’ consent to treatment. 
The court also said, “‘It is reasonable that a patient 
should be told what is about to be done to him, that he 
may take courage and put himself in such a situation as 
to enable him to undergo the operation." Because this 
case involved the use of an innovative means of treat- 
ing a fracture, it is possible that the court did not in- 
tend to imply that the dual requirements of telling a 
patient what is to be done and obtaining his or her con- 
sent were generally applicable to accepted means of 
treatment. However, subsequent cases do not seem to 
support this limited reading of Slater. 

The ground for imposing liability on the physicians 
in Slater was that they failed to adhere to customary 
professional standards of practice. However, when the 
first modern cases involving consent began to appear 
in the early part of this century they were often based 
on a different rationale. Justice Cardozo's often quot- 
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ed dictum in Schloendorff v. Society of NY Hospital 
that "every human being of adult years and sound 
mind has a right to determine what shall be done with 
his body’’ (6) indicates that a basis for imposing liabili- 
ty for unauthorized treatment might also be found in 
the law of battery. 

Cases scattered throughout the first half of the twen- 
tieth century (7-11) held physicians liable for failing to 
disclose information about treatment to the patients be- 
fore rendering it, but not until the late 1950s did cases 
of this sort begin to appear with any degree of fre- 
quency (12-14). In a three-day period in 1960 the su- 
preme courts of Kansas and Missouri issued opinions 
that were to revolutionize the law of consent to medi- 
cal treatment. 

Natanson v. Kline (15) was a case in which a woman 
received radiation therapy after a mastectomy and suf- 
fered injuries from the radiation. In Mitchell v. Robin- 
son (16) the patient received insulin shock and ECT 
therapies for the treatment of schizophrenia: the treat- 
ments caused the fracture of several vertebrae. In both 
cases the patients' consent to treatment had been ob- 
tained. However, in each case the court held that the 
patient's consent was insufficient to shield the doctors 
from liability for untoward results of treatment, even 
though the physicians may not have been negligent in 
the performance of the procedures. The consents were 
judged invalid because the physicians had not ''in- 
form[ed the patient] generally of the possible serious 
collateral hazards’’ of the treatments (16). 

The doctrine of informed consent both reflects and 
enforces the ancient concern of Anglo-American law 
with the individual's right to be free from the conduct 
of others that affronts bodily integrity, privacy, and in- 
dividual autonomy. Because ''Anglo-American law 
starts with the premise of thorough-going self determi- 
nation . . . [it] follows that each man is considered to 
be master of his own body, and he may, if he be of 
sound mind, expressly prohibit the performance of 
life-saving surgery, or other medical treatment” (15). 
In addition to protecting these time-honored values, 
the modern doctrine of informed consent also seeks to 
promote intelligent decision making by medical 
patients by assuring that relevant information is avail- 
able to them (17). 


ELEMENTS OF A LEGALLY VALID DECISION 


What constitutes a valid decision! is an issue with 
which the courts and commentators have grappled 
since at least the turn of this century. Although a few 
commentators have expended a substantial amount of 
effort in exploring some of the elements of a valid deci- 


Rather than speaking about consent or informed consent, we will 
refer to the process of ‘‘patient decision making.” In so doing, we 
avoid the bias introduced by the term ''consent," which assumes 
that the decision-making process necessarily eventuates in a deci- 
sion in favor of treatment (18). 
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sion (3, 18-22), no comprehensive theoretical model 
has yet been explicated. 

We have drawn together the disparate scholarly and 
judicial commentaries on consent to treatment in order 
to develop a comprehensive model of the components 
in the decision-making process and their inter- 
relationship. The components of a valid decision con- 
sist of three main variables (provision of information, 
competency, and understanding), one precondition 
(voluntariness), and one consequence of the process 
(consent or refusal). 


Voluntariness 


Patients must be so situated as to be able to act vol- 
untarily. They must be free from coercion and from un- 
fair persuasions and inducements (23). There must be 
social support for their belief in their own freedom, at 
least to the extent that those responsible for providing 
medical care have an obligation to make patients aware 
that they possess the right to make their own deci- 
sions regarding treatment. 


Provision of Information 


Patients must be provided with some quantum of in- 
formation about treatment before their decision can be 
considered valid. They must be informed of 1) the 
risks, discomforts, and side effects of proposed treat- 
ments, 2) the anticipated benefits of such treatments, 
3) the available alternative treatments and their atten- 
dant risks, discomforts, and side effects, and 4) the 
likely consequences of a failure to be treated at 
all (3, 15, 16, 20-22, 24—26). The explanation must be 
made in simple language, but there is no need to pro- 
vide patients with a medical education (25, 27). 

Traditionally, all that was necessary was for patients 
to be informed that a specified medical procedure was 
contemplated. A physician could have complied with 
the law, for example, if he or she told the patient, ''I 
am going to remove your appendix” and the patient ac- 
quiesced. A greater quantum of information must now 
be imparted to patients if their decision is to be consid- 
ered valid. Patients suffering from appendicitis must 
still be told that an appendectomy is contemplated, but 
they must now also be informed of the risks, dis- 
comforts, and side effects of treatment, the anticipated 
benefits of treatment, the probable consequences of 
foregoing treatment, and any available alternative 
treatments as well as their risks, discomforts, and side 
effects. 

There are two general exceptions permitting abbrevi- 
ated disclosure or even nondisclosure. In an emergen- 
cy, when the patient's decision cannot be obtained 
(e.g., when the patient is unconscious), treatment may 
proceed without disclosure or consent (24). If dis- 
closure of certain information—especially tke risks of 
treatment—is likely to upset the patient so seriously 
that he or she will be unable to make a rational deci- 
sion, then the physician has the ''therapeutic privi- 
lege" to withhold such information (28). 

There are no rules by which a particular physician 


may be guided in a particular case as to precisely what 
information must be disclosed to a patient. Many 
courts adhere to the general rule that the physician is 
obligated to disclose that information which physi- 
cians practicing in the community are accustomed to 
disclosing to their patients under similar circum- 
stances (15). However, since 1972 several courts have 
shifted from a standard of disclosure measured by med- 
ical custom to what is referred to as a "reasonable 
patient” standard. That is, the physician must disclose 
what an average, reasonable patient would want to 
know before the patient makes a decision whether to 
undergo or forego treatment (24—26). 


Competency 


Patients are presumed to have the capacity to com- 
prehend the information with which they are provided 
to the extent that a “‘reasonable’’ person would under- 
stand it. For example, a patient must not be afflicted 
with any such condition as deafness and blindness, in- 
toxication, or emotional or intellectual deficits that 
would preclude his or her receiving and/or using the in- 
formation to the same extent that an average person 
would. If in fact the patient is not "competent" or of 
"sound mind," any decision that he or she makes will 
not be considered valid (23). 

Exactly what this requirement means is not clear. 
Several tests of competency might be applied, e.g., 
patients may be considered competent if 1) they evi- 
dence a choice concerning treatment, 2) this choice is 
"reasonable," 3) this choice is based on ‘‘rational’’ 
reasons, 4) the patient has a generalized ability to un- 
derstand, or 5) the patient actually understands the in- 
formation that has been disclosed. As we indicate at 
greater length in our companion paper in this issue of 
the Journal (29), the courts have not settled on any 
single test of competency; in practice, doctors seem to 
apply an amalgam of some or all of these tests. 


Understanding 


The judicial decisions implicitly assume that a free 
actor who is provided with adequate information and 
who is competent will in fact understand the informa- 
tion provided and be able to make a reasoned decision 
concerning the course of his or her medical treatment. 
So far, the courts have not required that patients ac- 
tually understand what they are told (30). As long as a 
reasonable person would have understood the informa- 
tion, it is not clear that the particular patient involved 
must actually understand in order for the decision to 
be valid. 

Some authorities have suggested that a physician is 
also obligated to take reasonable steps to ascertain 
whether or not the patient understands what has been 
disclosed (22, 31). However, the cases use the words 
"inform'' and **understand"' interchangeably without 
seeming to recognize that the act of informing some- 
one does not assure that one will understand the infor- 
mation that has been imparted (23). It is therefore un- 
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certain what obligation, if any, the physician has to at- 
tempt to ascertain the patient's level of understanding. 


Decision 


The final element is that the patient actually made a 
decision regarding medical treatment. This decision 
can be either to accept treatment (consent) or not to 
accept treatment (refusal). In some cases patients may 
not articulate a decision, and under certain circum- 
stances patients may be said to imply consent to treat- 
ment through their conduct rather than verbally (32). 


Summary 


It is assumed that information given to a competent, 
free actor will result in understanding and that under- 
standing will yield a decision. A consent will protect 
the physician from liability as long as the treatment it- 
self is not negligently rendered; a refusal of treatment 
will also shield the physician from liability. From the 
patient's viewpoint, the decision-making process pro- 
tects bodily integrity, privacy, and the right to make a 
decision whether to undergo or forego treatment free 
from coercion and with adequate information so that 
the decision may be made intelligently. 


ALTERNATIVE MODELS 


Because of the failure of the judicial opinions to con- 
front and discuss squarely the meaning of their require- 
ments of competency and understanding and because 
of the potential overlap of the two elements depending 
on how each is defined, we offer two alternative mod- 
els of a valid consent that take into account these un- 
certainties. We refer to these models as the objective 
and the subjective models of valid consent. 


Objective Model 


The objective model of consent eliminates the ele- 
ment of understanding as an essential part of a valid 
decision. Rather than making inquiry into whether or 
not the patient actually understands the information 
that has been disclosed, this model focuses on the con- 
gruence or lack of congruence between the particular 
patient and a hypothetical reasonable person. What is 
determinative of the validity of the decision (assuming 
that the patient is acting voluntarily and that there has 
been adequate disclosure of information) is not the 
patient's actual, subjective understanding but his or 
her generalized ability to function in the world—-his or 
her correspondence to an objectively reasonable per- 
son. If patients closely resemble this objective ideal, 
their decision to accept or refuse treatment is valid and 
their actual understanding does not affect the validity 
of the decision. 


Subjective Model 


The subjective model of consent focuses entirely on 
the patient's actual understanding of the information 
the physician has supplied. The fact that the patient 
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may be psychotic, retarded, drugged, or similarly com- 
promised is per se irrelevant to the validity of his or 
her decision. Rather, the decision is considered to be 
legally valid if the patient has the requisite degree of 
subjective understanding of the information or if the 
physician reasonably believes that the patient has this 
level of understanding (22). This determination may be 
extremely difficult to make in practice (29). 


INFORMED CONSENT AND PSYCHIATRY 


Three of the elements of the legal model of the deci- 
sion-making  process—voluntariness, competency, 
and understanding—also play an important role in the 
treatment of psychiatric disorders. It is arguable that 
to discuss information with patients in the manner re- 
quired by the law of informed consent is to com- 
promise the effectiveness of psychiatric treatment. 
Whether or not this is the case, the law ts clear that the 
presence of mental disorder does not ipso facto elimi- 
nate the need for disclosing information to patients 
about treatment or obtaining their consent. One of the 
foundation cases of the informed consent doctrine, 
Mitchell v. Robinson (16), involved a psychiatric 
patient; countless other cases have applied the doc- 
trine to psychiatry. 

However, does informed consent apply to psychia- 
try with the full vigor that it does elsewhere in medi- 
cine? It is likely that the psychiatrist may invoke the 
therapeutic privilege to withhold information more eas- 
ily than other physicians on the ground thar disclosure 
will seriously upset the patient. The therapeutic privi- 
lege is not intended to permit the physician to withhold 
information that he or she believes will cause the 
patient to refuse treatment; its purpose is to allow the 
physician to withhold information that will so upset 
the patient that rational decision making will be pre- 
cluded (24). Here, too, no hard and fast rule can be an- 
nounced that all psychiatric patients will be upset by 
the disclosure of information to them about the risks of 
treatment, thus providing the psychiatrist with license 
to withhold all information. Rather, the applicability of 
the therapeutic privilege must be dealt with on a case- 
by-case basis. 

To date, relatively few legal cases have raised the is- 
sue of informed consent in the context of psychiatric 
treatment. Of those which have, all have dealt with an 
organic rather than a psychological therapy. The most 
famous of these cases is Kaimowitz v. Michigan De- 
partment of Mental Health (33). However, because 
this case involved an experimental procedure (amygda- 
lectomy) to be performed on a criminally committed 
patient as a condition of release, it is an atypical case. 

The cases that are likely to be far more common for 
psychiatry and therefore more problematic than Kai- 
mowitz are those involving the a»plicability of in- 
formed consent to involuntarily hospitalized patients 
who refuse commonly accepted organic therapy, 
most notably psychoactive medication. Although it 
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has long been assumed that the involuntarily com- 
mitted patient has been deprived of the right to refuse 
treatment and that the patient's informed consent is 
therefore not a prerequisite to treatment, cases chal- 
lenging this assumption are beginning to come up (34— 
37). Perhaps even involuntarily committed patients 
should have the right to accept an alternative form of 
treatment or to choose confinement without treatment. 
The patient bears the entire risk of side effects of the 
treatment (7); some patients may prefer to avoid these 
side effects even at the cost of a longer and perhaps 
indefinite period of loss of freedom. 


CONCLUSIONS 


The law of consent to medical care has undergone 
important changes during the last two decades. For the 
most part, these changes have been effected through 
the common-law process, that is, by judicial decisions 
in particular cases rather than through the legislative 
promulgation of general rules. As a result, tne current 
status of the law of consent is both incomplete and 
evolving. What constitutes a valid consent today may 
not remain so tomorrow; what constitutes a valid con- 
sent in one jurisdiction may not be an accurate repre- 
sentation of the law in a neighboring jurisdiction; and 
what constitutes a valid consent in one branch of medi- 
cine may be a less than wholly accurate guide to a val- 
id consent in another branch of medicine. Although 
the applicability of informed consent to psychiatric 
practice is still in its incipient stages, it is clear that the 
doctrine does apply, although some modifications will 
probably be necessary to reflect some of the fundamen- 
tal differences between psychiatry and the other medi- 
cal specialties. The trends are unmistakably clear: the 
emphasis is on more information, and the consequence 
may well be an increase in patient participation in deci- 
sion making. 
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Tarasoff: Protective Privilege Versus Public Peril 


BY HOWARD GUREVITZ, M.D. 


The author reviews the decision made by the 
California Supreme Court in the case of Tarasoff v. 
the Regents of the University of California, et al., 
which stipulated that therapists must warn authorities 
specified by law as well as potential victims of possible 
dangerous actions of their patients. He states the 
basic points of the Northern California Psychiatric 
Society' s amicus curiae brief on behalf of the 
university regents and discusses the issues raised by 
the Tarasoff decision vis-à-vis the mental health 
profession and its dealings with potentially violent 
individuals. 


ON DECEMBER 23, 1975, the California Supreme Court 
ruled on an appeal in the case of Tarasoff v. the Re- 
gents of the University of California, et al. (1). It enun- 
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ciated the now famous maxim, ‘‘Protective privilege 
ends where public peril begins.” 
The court reasoned as follows: 


Our current crowded and computerized society com- 
pels the interdependence of its members. In this risk-in- 
fested society we can hardly tolerate the further exposure 
to danger that would result from a concealed knowledge of 
the therapist that his patient was lethal. If in the exercise 
of reasonable care the therapist can warn the endangered 
party or those who can reasonably be expected to notify 
him, we see no sufficient societal interest that would pro- 
tect and justify concealment. The containment of such 
risks lies in the public interest. 


In 1969 Tatiana Tarasoff was murdered by Prosenjit 
Poddar, an ex-suitor who had been a psychiatric out- 
patient at the University of California's Cowell Clinic. 
Two months earlier Mr. Poddar's therapist had re- 
quested campus police to detain the patient in- 
voluntarily under provisions of California law. The 
therapist was concerned about his patient's specific 
threats toward Ms. Tarasoff. Ms. Tarasoff was out of 
the country on vacation at that time. The police ques- 
tioned the patient, who denied any violent intent, 
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found no cause for action, and obtained his promise 
not to contact Ms. Tarasoff. The patient then unilater- 
ally terminated therapy, presumably because of his 
therapist's efforts to hospitalize him. 

For reasons not fully known, Ms. Tarasoff's mother 
had been warning her daughter not to return home. Al- 
so, at some point after he terminated therapy the 
patient had roomed with Ms. Tarasoff's brother. This 
fact led to the presumption that Mr. Poddar was well 
known to Ms. Tarasoff’s family (2). 

In a leap of reasoning the majority decision in Tara- 
soff transformed relevant sections of California law (3) 
and AMA's and APA's Principles of Medical Eth- 
ics (4) dealing with breaching confidential communica- 
tions when there is reasonable concern about the wel- 
fare of the patient or of the community. Wha: had been 
permissive actions and rights on the part of therapists 
became mandated positive duties according to Tara- 
soff. This ruling created a situation in which accept- 
ance of a patient into therapy imposes on therapists 
the duty to care for both the patient and any potential 
victims of the patient's dangerous actions. Thus thera- 
pists must warn authorities specified by the law as well 
as potential victims of possible dangerous actions of 
their patients. 

The court in Tarasoff also recognized that the thera- 
pist’s '"bungled attempts'' to detain the patient 
through involuntary hospitalization caused the patient 
to discontinue therapy, which, ''if carried through, 
might have led him to abandon his plan to kill Ta- 
tiana.” In spite of the therapist's efforts to detain the 
patient the court described his actions as being ''in 
careless disregard of victim's life and safety." 

Paradoxically, in 1970 this same court stated in Lip- 
Schutz that a ‘‘patient’s interest in keeping . . . con- 
fidential revelations from public purview, in retaining 
this substantial privacy, has deeper roots than the Cali- 
fornia statute and draws substanance from our constitu- 
tional heritage” (5). Thus, although the court recog- 
nized the positive value of confidentiality in psycho- 
therapy, it also opined that instances involving its 
breach in the manner prescribed in Tarasoff would be 
rare and would not constitute a serious threzt to con- 
fidentiality or psychotherapy. 


THE BASES OF APPEAL 


An amicus curiae brief in support of an appeal of the 
court's decision by the regents of the University of Cal- 
ifornia was hurriedly prepared by the Northern Califor- 
nia Psychiatric Society. The society was joined by 
eight other organizations representing psychiatry and 
other mental health interests and disciplines. The brief 
challenged the court's decision on several points, in- 
cluding the following: 

1) Predictions of violent acts are inaccurate; the 
false positive rate in such predictions approaches 80% 
to 90%. 2) The court failed to separate the concept of 
perception of dangerousness from the concert of pre- 
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diction of a dangerous act. 3) The concept of a duty to 
warn and the standard for reasonable therapist are dif- 
ficult to define operationally. 4) A duty to warn is in- 
consistent with the nature of the psychotherapeutic 
relationship. 5) The decision places the therapist in a 
position in which he or she incurs liability for failure to 
warn if a patient commits a dangerous act and is also 
subject to penalty if he or she breaches confidentiality 
and no violence occurs. 6) Warning victims does not 
protect society or even the victims because in the vast 
majority of cases victims and perpetrators of violence 
are well known to each other; the risks involved are 
therefore known. 7) A duty to warn will increase rath- 
er than decrease the likelihood of violence and will 
bring about a greater use of involuntary care. 8) The 
duty to warn seriously infringes on patients' rights to 
treatment and confidentiality. 9) The California stat- 
utory procedures for involuntary care (6, 7) are the 
proper methods for protection of society against vio- 
lent people. 

The brief suggested that a duty more consistent with 
the needs of psychotherapy might be formulated, i.e., 
the therapist who had already determined to breach 
confidentiality and seek involuntary care for his or her 
patient but who had failed to complete these proce- 
dures might be required to warn a known potential vic- 
tim. 

In an unusual action the Supreme Court of Califor- 
nia granted a rehearing of the case on May 5, 1975. In 
November 1976 the court reaffirmed its initial opinion, 
again by a five-to-two vote (8). In spite of voluminous 
documentation presented to the court concerning the 
imperfect nature of predicting violent acts, four mem- 
bers of the court held that psychotherapists must con- 
form to a standard of practice requiring prediction and 
notification of an intended victim. The opinion 
stressed the court's belief that the effect of this deci- 
sion would not be widespread, that claims pf inter- 
ference with confidentiality and the conduct of therapy 
were exaggerated, and that the therapist's role would 
not be affected. These justices relied heavily on one 
source in developing this opinion (9). 

One justice concurred with the majority opinion but 
limited his agreement to facts of the specific case and 
pointed out that *'the issue here is very narrcw." He 
filed a separate dissent, which was very critical of the 
majority's invention of nonexistent standards, and ap- 
peared to advance the arguments and suggested reme- 
dy proposed in our brief. He stated, “‘If a psychiatrist 
does in fact predict violence, then a duty to warn 
arises. The. . . expansion of that rule will take us from 
the world of reality into the world of clairvoyance.” 

The two dissenting justices drew heavily on our 
brief in elaborating on the harmfulness of the court's 
opinion. Their opinion concluded, 


The tragedy of Tatiana Tarasoff has led the majority to 
disregard the clear mandate of the L-P-S [Lanterman-Pet- 
ris-Short] Act [i.e., adequate treatment for the mentally 
ill, safety of our society, and protection of individual liber- 


ty]. Worse, the majority impedes medical treatment, . . . 
[and the decision will result] in increased violence from 
. . . and deprivation of liberty to. . . [the] mentally ill. We 
should . . . [rely] upon effective treatment rather than in- 
discriminate warning. 


ISSUES RAISED BY THE DECISION 


A host of very important issues have been raised by 
Tarasoff. First, how does this decision reflect the 
court's perception of psychiatry and psychotherapists 
in terms of the balance between the rights of the indi- 
vidual and the protection of public safety? Clearly, 
Tarasoff defines and reenforces a social control func- 
tion for psychiatry. 

Four possibilities have occurred to me to explain 
how the court perceived psychiatry. To begin with, it 
appears that the court thought that psychiatry had 
some prescience and accuracy in predicting dangerous 
actions. Psychiatry does not have these abilities, but 
we have in fact acted as though we did. Second, there 
is increasing public and professional concern about 
patients moving from institutional care and all the 
problems this involves. Third, the decision seems to 
be a response to the trend toward consumerism and 
right-to-know issues; a patient and his or her potential 
victim are both seen as needing to be involved with the 
threatened act. Finally, the court clearly regarded ther- 
apists as uncaring for or ignorant of public safety is- 
sues and as unreasonably insistent on absolute privi- 
lege. Consideration of these issues brings home the 
fact that psychiatry is faced with a challenge to make 
its rationales and practices more consonant with and 
understandable to the public, which includes patients, 
their families, and such audiences as sympathetic and 
as sophisticated as the California Supreme Court. 

A second set of issues has to do with the response of 
organized psychiatry before, during, and since this de- 
cision. Why was psychiatry not officially involved be- 
fore the ruling on the appeal? Three months before the 
original hearing, which was held on December 10, 
1973, APA and the local district branch were invited to 
join in an amicus curiae brief by the attorney for the 
regents of the University of California. However, Cow- 
ell Clinic had been embroiled in a bitter internal con- 
troversy involving complex and vitriolic personnel and 
professional relationships (10). Because this had been 
going on since 1970 an aura of controversy clouded the 
issues in Tarasoff; it came to be regarded as too messy 
to get involved in. As a result, psychiatric interests 
were not introduced in the original hearing. Therefore, 
matters that were crucial to establishing the social poli- 
cy issues were not developed or presented to the court 
before its ruling. 

Instead of 3 months, which would have allowed a 
careful organization of the brief, our arguments had to 
be developed in the 2 weeks between the court's hand- 
ing down the original decision and the time set for ap- 
peal. This is of particular importance in light of the fact 
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that the court deliberated for an unusually long time, 
more than 13 months, before reaching its original deci- 
sion. The only amicus curiae brief filed in the original 
hearing of the appeal was for the plaintiff on behalf of 
the trial lawyers' association. 

Because the appeal hearing came during a holiday 
season, collective and concerted action in the prepara- 
tion of our position in a period of 2 weeks was quite 
difficult. However, the crisis demonstrated our ability 
in California to mobilize effective action through 
strong efforts at the district branch and area level. It 
was possible to get emergency responses and support 
at the national level and from several sister organiza- 
tions. It is of importance that support was obtained 
from only one psychoanalytic institute in California 
and from none of the national psychoanalytic organiza- 
tions. My impression of the reasons for this is that 
these organizations lack the structure for or possibly 
the willingness to take quick action. There also 
seemed to be a lingering concern that the controversial 
antecedent events at Cowell Clinic made any type of 
involvement questionable. 

During the time between the court's decision on the 
appeal and its ruling on the rehearing, comments and 
actions were isolated and sporadic. There was a spate 
of inquiries about the implications of the decision for 
psychotherapeutic practice. To date I know of no in- 
stances in which the decision has dictated informing a 
potential victim of impending danger; nor do I know of 
any violent acts by patients that could have been pre- 
dicted or prevented by such an action. I presume oth- 
ers have been consulted frequently about whether or 
not a therapist should act on some knowledge of a 
patient's potential dangerousness in order to establish 
that the therapist was acting in accord with what might 
be considered to be a reasonable standard for prudent 
care. 

By and large the arguments of our amicus curiae 
brief seem to have met with general acceptance. There 
was some dissent, however. In a letter to Psychiatric 
News one distinguished forensic psychiatrist argued 
that the court's decision was wise and that con- 
fidentiality is an abstract principle (11). 

Another psychiatrist expressed sentiments very sim- 
ilar to those of antipsychiatric organizations in a letter 
to the plaintiff's attorney (12). He inveighed against 
our brief because he believed it supported and would 
encourage involuntary care and possibly increase the 
use of drugs or ECT. He regarded the thrust of the 
brief as exemplifying the ‘‘whole edifice of psychiatric 
power'' over the lives and destiny of patients. 

The California Medical Association (CMA) failed to 
join us. Instead, the CMA sent a letter to the court re- 
questing a change of wording directed mainly toward 
reducing the risk of retrospective crystal gazing in the 
event of malpractice litigation. Interestingly, the im- 
pact of the ruling in Tarasoff on the practice of medi- 
cine in general seemed to be of peripheral interest to 
the CMA. One colleague exhorted me to turn my atten- 
tion from legal questions back to clinical concerns of 
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psychiatry. Still others have pushed for absolute and 
inviolable privilege. 

Finally, at a discussion of these issues convened by 
a school of public health, I gained the impression that 
professionals in practice tended to see grave problems 
in the ruling but that academicians were in support of 
its thrust; this impression is supported by letters I have 
received (13-15). Professionals in the field of public 
health found little if any problem with the analogue of 
a communicable disease model for disease control ap- 
plied to the practice of psychotherapy in a manner that 
would presumably increase social control, Moreover, 
it was in public health circles that I gained the strong- 
est impression that the decision is viewed as a con- 
sumer issue. 


IMPACT ON PSYCHIATRY 


What impact can we expect from the Tarasojf deci- 
sion? The dissenting opinion raised the constitutional 
issues of right to privacy and right to treatment, but 
the basis for an appeal seems slender. 

California judicial decisions have often proved to be 
the bellwether for changes throughout the country. 
The court's distortion of the function of psychothera- 
py and the ambiguity surrounding the issue of con- 
fidentiality may prove to have very crippling effects on 
psychiatric practice. Certainly this will be true if we 
have to comply with procedures defined by standards 
that do not exist, standards that are actually expres- 
sions of a social policy formulated and implemented in 
a climate of fear and reaction. 

One cannot help but be affected by this court's 
frequent reference to the. dangerousness in our ''risk- 
infested societv’’ and its use of an analogy of the thera- 
pist's knowledge that his or her patient expects to as- 
sassinate the President to support its thesis that '*un- 
` necessary warnings. . . [are] a reasonable price to pay 
for the lives of possible victims that may be saved.” It 
Is with a sense of despair that one reads the opinion 
and recognizes that the increasing manifest violence in 
our world today has persuaded one of our nation's 
most distinguished courts to create standards of prac- 
tice and procedures that ally the psychotherapist more 
with the goal of protecting society than with that of 
healing patients. It is not that psychiatrists reject the 
need to balance these functions; in fact, most psychia- 
trists attempt to fulfill both responsibilities. However, 
we have done so with procedures that have not man- 
dated us to routinely perform a duty that is counter to 
our powers of prescience. 

Some authorities believe that the actual legal liabili- 
ty arising from this decision will be minimal and that 
the decision is somehow symbolic (16, 17). However, 
if we believe that psychotherapy has any value at all in 
the treatment of people with fears of or problems in 
controlling violence, this decision will drastically re- 
shape our efforts in treating such patients. The court 
has, in effect, prescribed a type of treatment for a class 
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of people. The challenges to the mental health profes- 
sions to delineate what they can or cannot do and how 
they must function to be of benefit to society and its 
members are enormous. It will be tragic if professions 
that try to understand and defuse disordered behavior 
are forced by the increasing stress of our times to aban- 
don this function and actually contribute to the condi- 
tions that create violence. 

The Tarasoff decision is not an isolated event in its 
significance to psychiatry. It follows and is related to a 
growing number of administrative, legislative, and judi- 
cial actions that have great impact on psychiatric prac- 
tice. I believe the moving forces and views for these 
actions are very similar to those I have attributed to 
the California Supreme Court in this case. This court's 
decision and the processes involved and the groups 
that participated in its making have some important 
lessons for us. I believe the most important of these 
are the following: 

We must heed the voices of our critics to clarify and 
justify our practices, particularly when they confer 
unique or special powers and authority on us. We need 
to demythologize psychiatric expertise and to define 
the limits of our fields of competence. We need to high- 
light our positive accomplishments and abilities and de- 
velop active positions with regard to controversial pub- 
lic and social policies. Finally, we need to develop the 
organizational capacity, the interprofessional and in- 
traprofessional communications, and the determina- 
tion that permit prompt, effective, and concerted ac- 
tion, even when faced with clouded and tangled issues. 
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Changing Law and Clinical Dilemmas 


BY WILLIAM D. WEITZEL, M.D. 


The author describes a case in which a severely 
depressed suicidal patient was treated with ECT 
despite her refusal to grant permission while 
involuntary commitment procedures were pending. He 
discusses the professional dilemmas caused by new, 
and sometimes conflicting, legal principles such as the 
right to treatment and the right to refuse treatment 
and suggests that psychiatrists work to clarify these 
principles while safeguarding themselves with the aid 
of appropriate legal counsel. 


INCREASINGLY RESTRICTIVE legal guidelines on how 
psychiatrists will practice their profession are evolving 
in response to recent changes in social policy (1). In- 
patient care decisions are now mightily influenced by 


recent legal judgments (2-4), and advocacy of patient: 


rights has reached such a crescendo that some legal di- 
rectives written to provide patient safeguards have be- 
come impediments to timely and effective treatment. 
Good psychiatrists must now be both clinically per- 
ceptive and legally astute. The consequences of not 
keeping informed about developing legal precedents 
can be serious (5). 

The following case example illustrates a clinical situ- 
ation that may arise with increasing frequency. The 
patient is suffering severe distress, and discharge 
would place her at risk for serious harm; however, she 
refuses appropriate treatment. The psychiatrist's clini- 
cal judgment is sound but his legal and professional 
duties seem contradictory. To fulfill this legally de- 
tained patient's right to treatment ECT should be 
used; however, the patient will not agree to this treat- 
ment plan. 


CASE REPORT 


A 43-year-old woman was hospitalized in the spring of 
1975, her seventh psychiatric hospitalization since 1970. 
She had been treated for depression variously described as 
neurotic and psychotic during the course of those 5 years. 
Various treatment plans had included ECT, megavitamins, 
phenothiazines, and antidepressants. During a 12-month pe- 
riod in 1970-197] the patient had received 19 ECT treat- 
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ments at a local private hospital, which resulted in short peri- 
ods of marked improvement. Since that time she had been 
treated only with drugs during her five subsequent admis- 
sions. Át the time of this admission the patient reported ano- 
rexia, a recent weight loss of more than 10 pounds, constipa- 
tion, difficulty falling asleep, fearful nightmares, and feelings 
of helplessness and hopelessness. Her family reported that 
she had stayed in her room for the 4 days immediately prior 
to admission and was refusing to eat. She admitted inter- 
mittent suicidal ideation and vaguely mentioned a “‘plan.’’ 

Mental status examination at the time of admission re- 
vealed a very withdrawn woman with psychomotor retarda- 
tion and vegetative sigris of depression. The initial diagnosis 
was an episode of a recurrent primary affective disorder (uni- 
polar type), and she was treated with amitriptyline 225 mg/ 
day in divided doses. This medication was chosen because it 
had been effective 8 months earlier during her last inpatient 
stay for similar signs and symptoms. 

After 1 month on this drug regimen the patient had not 
shown improvement, was continuing to lose weight, re- 
mained withdrawn, had become sullen, and was trying to run 
away from the ward while insisting that she was going to kill 
herself. At this time the use of ECT was discussed with the 
patient for the first time. She refused this treatment and re- 
ported that she felt that nothing we could do would help her 
and that she wanted to die. Since the patient was becoming 
more adamant about her suicidal intentions and more unco- 
operative, her family asked that the attending psychiatrist do 
whatever was necessary. 

The treatment team decided to initiate a 48-hour emergen- 
cy commitment with the intention of petitioning the local 
court for an indeterminate commitment. The attending physi- 
cian interpreted the evolving right to treatment concept in 
such a way that he concluded it would probably not be in the 
spirit of the law to commit this woman for treatment without 
administering ECT during the anticipated 2 to 3 weeks it 
would take for a commitment hearing to be scheduled and 
held. In spite of her protests, but with her husband's approv- 
al, ECT was started. Eight electroshock treatments given on 
a 3-per-week basis caused dramatic improvement. Her for- 
mal court hearing was held after the ECT course had been 
completed. Since she was markedly improved at the time of 
the hearing, she was not judged to be a danger to herself or 
others and was not formally committed. The court pointed 
out that the patient had initially emphatically rejected the 
treatment used and gently informed the physicians involved 
that, although ECT had worked, the patient's civil rights had 
been violated. 


DISCUSSION 
Although for many decades psychiatry has had the 


implied social sanction and the legal power to require 
patients to accept whatever treatment the physician se- 
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lected, this prerogative is no longer absolute (6). The 
case presented here poses the dilemma faced by a clini- 
cian when a seriously depressed patient refuses his 
treatment plan and the court may take up to 3 weeks 
before deciding the commitment issue, let alone the 
patient's competency to refuse treatment. 

Neither the prevailing legal zeitgeist nor the psychi- 
atric physician's ethical responsibilities and profes- 
sional duties may be ignored without serious repercus- 
sions. Psychiatrists, as physicians, are trained to ren- 
der treatment for mental illness. Patients rightfully 
expect it. Hospital utilization review committees, 
PSROs, and insurance carriers all contribute to the 
proper expectation that each patient should be treated 
without delay in a fashion consistent with sound pro- 
fessional judgment (1). Recent legal decisions indicate 
that individual psychiatrists will be held responsible in 
the future for inadequate treatment that their patients 
may receive in public institutions (7). 

ECT was administered in this case because the 
patient had a severe depression that did not respond to 
a trial of antidepressant medication; the patient's refus- 
al of ECT was understood as an additional expression 
of her illness. The decision to use this somatic treat- 
ment under these circumstances seemed consistent to 
the attending psychiatrist with the evolving concept 
that a psychiatric patient has a right to treatment while 
detained in a hospital under civil commitment proce- 
dures (8~12). 

A delay of up to 3 weeks before a court gives per- 
mission for commitment and rules on the question of 
the patient's competency to refuse a specific treatment 
plan is excessive. It is likely that in this case the court 
procedures could have been walked through in a few 
days if the patient's defense counsel (a public defend- 
er) had agreed to expedite action; however, this would 
have caused considerable inconvenience to the attend- 
ing psychiatrist. Such efforts could become routine on- 
ly at considerable loss of professional time. It seemed 
self-evident that there was something logically incon- 
sistent in allowing a person so incapacitated by illness 
to make an antitherapeutic decision with respect to 
treatment. This patient rejected ECT for reasons con- 
sistent with her feelings of helplessness and hopeless- 
ness. Át the time of discharge she was thankful that 
her physicians had acted decisively. However, recent 
judicial decisions seem to suggest that the option to 
say ''no" (the right to refuse treatment) exists for all 
patients unless it 1s effectively challenged through ap- 
propriate legal processes (12). Psychiatrists may no 
longer presume to know what is best and to implement 
a treatment plan forthwith unless the patient or a legal- 
ly designated guardian has been informed and has par- 
ticipated in an affirmative decision. 

This limitation is further complicated by the fact that 
a patient's consent may be withdrawn at any time (13). 
The attending psychiatrist in this case became cul- 
pable because he generalized his expertise in psychia- 
try to include legal matters, an area in which he had no 
formal training. Legal counsel confirmed in retrospect 
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that this patient should have been detained but not 
treated against her will while the indeterminate com- 
mitment petition was being processed. After a court 
had reviewed the findings and made a judgment to or- 
der commitment, the competency of the patient to re- 
fuse ECT could have been separately decided. 

Psychiatrists should be aware that special laws now 
exist about the use of ECT and that this procedure is 
not viewed as just another somatic treatment (14). 
ECT is grouped by some with lobotomies and aversive 
conditioning in a category with ‘‘other unusual or haz- 
ardous treatment procedures” (4). Patient advocates 
view these procedures as something that individuals 
need to be protected from except under the most exten- 
uating circumstances. Careful clinicians now buttress 
a decision for ECT with a concurring opinion from a 
colleague which is based on an independent evaluation 
and is included as a written report in the patient's clini- 
cal record. 

Responsible and reasonable individuals will work to 
appropriately resolve situations such as the one de- 
scribed here. Cooperation and dialogue among legisla- 
tors, lawyers, and psychiatrists must continue. Noth- 
ing is gained by wringing our hands in consternation or 
turning our backs on evolving law. Two suggestions 
seem to follow. 

1. Psychiatrists must advocate changing existing 
legislation so that the good intentions embodied in con- 
cepts such as the right to treatment and the right to re- 
fuse treatment are put into practice without jeopar- 
dizing patient care. One needed change highlighted by 
this case is the restriction of the time (to 5 days or less, 
for example) between submission of a valid petition for 
an indeterminate or 60-day hospitalization znd the for- 
mal court hearing to decide the issue. Any questions 
about appropriate treatment could be handled at that 
hearing or very shortly thereafter. 

2. Psychiatrists are ill equipped to reliably interpret 
evolving mental health law. Psychiatric facilities 
should retain skilled legal counsel ‘‘on call'' to consult 
with psychiatrists at the time questions arise. Hours of 
unproductive worry and well-meaning but potentially 
expensive legal blunders by psychiatrists could thus be 
avoided. 


CONCLUSIONS 


This report has described one dilemma that psychia- 
trists may face while practicing in an increasingly re- 
strictive legal setting, especially when they deal with 
patients in need of involuntary commitment. The ulti- 
mate casualties of such situations are, paradoxically, 
those who most need treatment. Many roadblocks to 
civil commitment now exist. Furthermore, once a 
patient is committed, many special guidelines apply. 
The resulting decrease in the number of involuntary 
civil commitments has already been documented (15). 
This trend seems more likely to be an artifact of new 
laws than a measure of improved mental health. 
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Regulating Psychiatric Practice 


BY PAUL R. FLEISCHMAN, M.D. 


The trend toward increased regulation of psychiatry 
and medicine may alleviate some problems but 
increase others. Some models of practice may achieve 
monolithic dominance, and maldistribution of 
practitioners may increase. Covert fantasies about 
authority, leadership, and peer relations should be 
borne in mind in the attempt to create an informed, 
improved regulation of medical practice. 


PSYCHIATRY, ALONG with medicine in general, is enter- 
ing an era in which a medical license will no longer pro- 
vide license. The practitioner will increasingly find his 
behavior codified, limited, reviewed, evaluated, and 
questioned. This change reflects social and medical is- 
sues that are widely discussed, such as the rapid 
growth of medical knowledge, the expansion of third- 
party payment, incompetence or bad faith by some 
practitioners, and consumer requests for regulation. 
This change may possibly also reflect such social 
trends as changing attitudes toward science and author- 
ity, a change in cultural ambience concerning issues 
of trust or altruism, and faults in our legal system or 
the manner in which lawyers receive their fees. . 
The behavior of the practitioner will increasingly be 
measured for its fit to a standard of practice. The in- 
creasing concretization of a hypothetical standard of 
practice may help to solve such problems as the abuse 
of the public or a third-party payer by an ignorant or 
avaricious doctor; it may provide an impetus to contin- 
uing education of the practitioner and help to control 
information lag; and it may monitor faulty and ill-in- 
formed judgment. But it will also create problems. 


At the time this work was done Dr. Feischman was Medical Direc- 
tor, Greater Enfield Mental Health Center, Enfield, Conn. He is now 
in private practice at 390 River Dr., Hadley, Mass. 01035. 
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THE ROLE OF THE URBAN MEDICAL CENTER 


Intrinsically woven into the biological-technological 
revolution of twentieth-century medicine is the devel- 
opment of the urban, university-connected, multi- 
disciplinary, subspecialized center. These centers 
bave functioned in a variety of important ways. They 
have elevated standards of education; produced more 
rapid expansion and exchange of information; central- 
ized facilities, equipment, and intellect; created larger 
data pools; and spearheaded the development of in- 
creasingly accurate subspecialized knowledge. The ur- 
ban medical center has not only provided health care, 
education, and research, but has also, in the minds of 
many professionals and the public, provided a model 
of excellence. The idea of formalizing and enforcing 
standards presupposes a locus of standard setting—a 
role that is being supplied to an increasingly greater 
extent by the urban medical center. 

Impersonalization is often seen as a regrettable side 
effect of the urban center; actually, it is intrinsic to the 
system. The urban center functions to serve -he repro- 
ducible, movable-part qualities of the patient, because 
subspecialized knowledge, equipment, and skills pre- 
suppose the movement of the patient down a chain of 
potential treatments and treaters to the one with the 
most accurate biological fit. As with all technology, 
biomedical technology is built on the idea of the scien- 
tifically lawful, repeatable unit both in process and 
product. De-emphasis of rapport is an intrinsic part of 
the urban center model. This extremely powerful meth- 
od is often useful in psychiatry, too, as neuropsy- 
chiatric diagnostic sophistication and psycho- 
pharmacological treatments progress. But to the ex- 
tent that human beings' human qualities remain part of 
the healing process—as they do in psychotherapy 
(and, it may be held, to some extent in all of medi- 
cine)—then the perception of the urban, university- 
connected, subspecialized medical center as the 


source of ‘‘experts’’ and the pacesetter of acceptable 
standards is inaccurate. An expert, nonfaulty applica- 
tion of modern technical knowledge is only one stan- 
dard and one form of practice. 

Standards rest on values, locations, and styles that 
are not uniformly applicable. How are "humanity," 
"compassion," ''empathy," and ''warmth" to be 
measured, tested, and evaluated? How are these de- 
finitive features of psychiatric excellence to be valued, 
even kept in the system, when a definition of proper 
conduct (as measured by a paper-and-pencil exam or 
by ‘‘expert’’ testimony in a court) excludes them—-or 
at least overlooks them? If the growing public and pro- 
fessional concern with standards of practice continues 
to equate subspecialized expertise with excellence of 
practice, then we may develop a profession that val- 
ues, produces, and prides itself on technical skill at the 
expense of human qualities. 

Doctors who practice outside of standard situations 
may find themselves judged by values that are not ap- 
plicable to their own situations and that were devel- 
oped to fit other circumstances. If the urban medical 
center model is too narrowly applied, then specialized 
tests or careful referrals to other experts may be seen 
as more of a measure of a physician's being up-to-date, 
or being eligible for third-party fees, than of what type 
of patients he chooses to work among or where he 
chooses to work. Physicians in atypical, unique, or un- 
dervalued circumstances will be more likely to be con- 
sidered second-rate by their peers, themselves, or 
judges and juries. Thus maldistribution, one of the ma- 
jor problems of the American medical system in gener- 
al and of psychiatry in particular, may be increased: 
rather than risk condemnation in a system of increas- 
ing scrutiny, new practitioners will elect for the situa- 
tion that fits the preconceived standard. An all-or- 
nothing health care delivery system may be fostered. 


JUDGES AND PEERS 


Other impingements on the physician's judgment 
may effect maldistribution in other ways. The psychia- 
trist must commit a dangerous patient; if not, he is liable 
for suit. When he commits that patient he also becomes 
increasingly liable for suit for false commitment viola- 
tion of the patient's civil rights. As this feature of 
psychiatric practice becomes increasingly relegated to 
punitive legal controls, there is little doubt that psy- 
chiatrists who have a choice will increase their tenden- 
cy to stay out of public psychiatry (where such prob- 
lems arise more frequently than in other areas of the 
specialty). Thus, as absolute rules and external author- 
ities impinge on clinicians’ judgments, maldistribution 
becomes exaggerated. (Maldistribution, of course, has 
a socioeconomic as well as a geographical meaning.) 
Risk and uncertainty are not rewarded and are poten- 
tially punished—and ‘‘safety’’ by means of neglect is 
promoted—when physicians are unable to exercise 
judgment. Judgment, by definition, is variable, elusive 
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of definition. Codes are easily defined but may crush the 
idiomorphic problem solving that lies closest to the 
human dilemma. (Yet ‘‘judgment’’ may be used to 
justify ignorance, sloth, or greed.) Standard rules fit 
standard situations; punitive enforcement of those 
rules will relegate practitioners to standard situations 
where standard behavior is easiest to follow and main- 
tain. No one will be sued (denied payment, lose his 
self-esteem or the respect of his peers) for patients 
who are neglected, for standards measure what is done, 
not what is left undone. 

These problems may be greater in psychiatry than in 
other branches of medicine because in psychiatry the 
public sector tends to be larger. The state psychiatrist, 
who on the one hand is charged with treating vast num- 
bers of people as quickly and cheaply as possible, may 
be unfairly expected as well to duplicate the standards 
of practice of his colleague at the university or in private 
practice. Only a physician with no other choice would 
work under such irreconcilable two-sided pressure. 

Physicians who have a full-time involvement with 
clinical medicine are less likely to be reviewing, evalu- 
ating, and testifying than those who have a part-time 
practice. The committee member, the administrator, 
or the professor who may be called upon may often 
have his position by virtue of his less intense invest- 
ment in full-time practice. There may be a tendency 
for standards of practice to be set by nonpractitioners. 

In order to control ignorance, corruption, and faulty 
judgment we will have to more intensively pursue 
methods (e.g., tests, board examinations, or legal pro- 
cedures) to ameliorate these problems. However, we 
will have to bear in mind the potential dilemma of con- 
trolling the ignorance, corruption, and faulty judgment 
of the test designer, board member, or lawyer, who 
not only suffers from the same defects as the common 
practitioner, but who also may suffer from the arro- 
gance of position. This is the dilemma not only of the 
regulation of medical practice, but of government. As 
Jefferson (1) stated, "Sometimes it ts said that man 
cannot be trusted with the government of himself. Can 
he, then, be trusted with the government of others? Or 
have we found angels . . . to govern him?"' (p. 188). 


FANTASIES 


We need an informed, improved regulation of medi- 
cal practice. Some of the energy underlying the public 
demand for this need may also relate to an unyielding 
fantasy, namely, that we can eliminate judgment, val- 
ues, and error—even corruption or greed— by delegat- 
ing it to an imaginary "good leader" who does not 
share in the human dilemma. This is a common solu- 
tion for the uncertainty, fear, and moral ambiguity that 
is intrinsically connected to all human endeavor—the 
more intensely, the more meaningful the endeavor. 
Freud (2) connected such fantasy resolutions to our 
early paternal experiences; Kohut (3) saw them as a 
projection of primary narcissism. Campbell (4) traced 
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mythic inflation—in which the group leader is literally 
worshipped as God—to ''the dawn of every one of the 
great civilizations of the world” (p. 80). The common 
belief that a good leader can so transcend human judg- 
ment that he may at times speak infallibly has per- 
sisted to the present day. For several laborious years 


America en masse demonstrated its tenacity in at- _ 


tempting to prove the validity of the mythology that a 
leader must be less corrupt than his appointees. 

Other group fantasies may also be influencing the de- 
bate concerning the regulation of medical practice. 
From Thucydides' descriptions of the behavior of 
Athenians (5), through Shakespeare's Julius Caesar 
(6), to Freud’s ‘Group Psychology and the Analysis of 
the Ego” (7), it has been clearly observed that one ma- 
jor investment of groups is to control deviation from 
the norm. Freud thought of this as paradigmatically de- 
rived from sibling rivalry. John Stuart Mill (8) thought 
the force behind conformism to be so powerful and per- 
nicious that he justified even bizarre, nonproductive 
eccentricity as highly valuable to society, simply for 
the lesson it implicitly contained for the possibility of 
liberty. Excellence and creativity are also deviations 
from the norm. ''If we look carefully at the history of 
psychiatry we find that there have always been ele- 
ments in the fringe and experimental groups that have 
had more influence ultimately than was generally rec- 
ognized at the time” (9, p. 492). If the panels of peers, 
who may govern the economic reinforcement to prac- 
tice, represent the norms of practice, what might hap- 
pen to innovation? The innovator, from Freud to Cade, 
would not meet the approval of his peers. The medi- 
cal profession would have the difficult task of simulta- 
neously bearing in mind Jacobson's amphetamines 
(10) and Cade's lithium (11). 

Medicine must rest on both knowledge and judg- 
ment. This includes recognition of what we know and 
what we do not know. Even of what we think we 
know, we must ask how we have come to know it. In- 
formation depends upon where it is applied (Shaker 
Heights, Ohio, or the Navajo reservation), who is ap- 
plying it (skilled analyst or expert pharmacologist), 
and even how it is applied (compliance or placebo ef- 
fect). As psychiatrists, we tend to work in the realm of 
‘“‘beyond our current state of knowledge” (e.g., "Why 
is my child epileptic?” ‘What will happen to me after 
I’ve been on lithium for 25 years?’’). We must struggle 
to preserve our right to exercise our judgment as fal- 
lible people who can operate only in an environment 
where mistakes can be freely admitted. In any circum- 
stance in which we face decisions of life, health, and 
happiness, the fallibility of our reason, judgment, 
knowledge, and morals will be evident, even magni- 
fied. If we punish fallibility—as we do when the mal- 
practice lawyer becomes our regulatory agency—then 
we have destroyed medicine. The climate in which we 
practice must allow us to attempt innovations, and 
even fail at ‘‘routines,’’ since ultimately the best medi- 
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cal practice rests on the perception that nothing is rou- 
tine and that each event is a unique combination of cir- 
cumstances. To be able to stand uncertain and search- 
ing in the midst of our patients' dilemmas is the 
essence of psychiatry. 

Often worse than illness itself is the uncertainty that 
it brings. Physicians have always functioned not only 
to heal, but to allay the anxiety of incomprehensible 
pain. In almost all cultures but our own, healers are 
thought to operate as vehicles for divine or magical 
forces: ‘‘God heals; I am only his servant.” An under- 
standable but unrealistic yearning for release from am- 
biguity may bind doctor and patient into an alliance 
that calls for pseudoabsolutes to be dispensed from be- 
hind a divine curtain of tests, panels, and peers. We 
might better recognize the important distinctions be- 
tween knowledge and judgment, between clinical phy- 
sicians who struggle with particulars and theologians 
who reduce the human condition to simple judgmental 
dichotomies. 


CONCLUSIONS 


As society and the professions take the under- 
standable step of trying to regulate medicine to pre- 
vent bad practice, we must try to avoid reducing the 
variability of reality to sets of norms and standards 
that stamp upon the unpredictability of circum- 
stances—and the creativity of the physician who at- 
tempts to cope with those circumstances—a pre- 
conceived narrowness that may arise from ignorance, 
fear, or wishful thinking and that may hinder the prac- 
tice of medicine at its best. 
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Retrospective Audit: Depressive Neurosis 


BY SAMUEL DAVID MORRISON, M.D. 


The charts of 100 patients with a primary diagnosis of 
depressive neurosis were subjected to retrospective 
audit using a format adapted from the American 
Psychiatric Association's Model Criteria Sets. 
Nineteen of the 33 unjustified variations from the audit 
criteria involved variations from the 8-28 day length of 
hospital stay. The author raises the question of 
whether the lower limit of 8 days is sufficiently flexible 
to permit hospitalization of acutely suicidal patients 
who can be discharged to outpatient care in less than 8 
days. 


THE METHOD of monitoring medical care was signifi- 
cantly affected by the passage in 1972 of Public Law 
92-603 (1), specifically, Section 249-F which deals with 
the Professional Standards Review Organization 
(PSRO). Two of the most important and time-consum- 
ing aspects of this law are the initial hospital certifica- 
tion and the retrospective audit. The former aspect, 
which has been successfully challenged, focused on in- 
dividual cases, whereas the purpose of the audit is to 
examine broader patterns of patient care. 

At the University of Alabama Medical Center the 
utilization review committee is charged with monitor- 
ing both of these aspects of peer review. The proce- 
dures of the utilization review committee have been 
set up to satisfy the guidelines of both the Joint Com- 
mission on Accreditation of Hospitals (2) and the U.S. 
Department of Health, Education, and Welfare 
(HEW) (3). The committee consists of representa- 
tives from all specialty areas, and audits are made for 
diagnoses within each specialty as set forth in the 
guidelines of the Joint Commission and HEW. This pa- 
per presents the results of a retrospective audit of 100 
cases of depressive neurosis. 


METHOD 


The format for the audit was adapted from the Mod- 
el Criteria Sets formulated by the American Psychiat- 
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ric Association's (APA) Ad Hoc Committee on 
PSROs (4). The audit examined the following 8 major 
areas: indications for admission, critical items in the 
patient's history, investigative procedures critical to 
high-quality care, management critical to high-quality 
care, investigative procedures consistent with the diag- 
nosis, management consistent with the diagnosis, 
length of stay, and mortality. 

After I set up the audit format in conjunction with a 
clerical auditor, the latter reviewed the records of 100 
consecutively admitted patients with a primary diag- 
nosis of depressive neurosis. She separated all charts 
showing variations from the audit criteria. I then re- 
viewed these charts either to find information the cleri- 
cal audit may have missed or to confirm the variation. 
In each case where a variation was confirmed, I made 
a decision that the variation was justified or not justi- 
fied. i 

It was expected, of course, that each chart would in- 
dicate that the patient was depressed, but it was also 
anticipated that the chart would contain 1 or more of 
the following 9 indications for admission: depression; 
potential danger to self or others; impaired social, famil- 
ial, or occupational functioning; failure of outpatient 
management; inadequate social support; no outpatient 
care possible; legally mandated admission; need for 
ECT or special medications; and need for skilled super- 
vision. The standard for the audit was 100%, that is, all 
of the charts audited were expected to contain an in- 
dication that the patient was depressed as well as 1 or 
more of the 9 criteria for admission. 

The next 3 areas investigated in the audit consisted 
of critical items in the patient's history, investigative 
procedures critical to high-quality care, and manage- 
ment critical to high-quality care. The standard for 
each of these areas was 100%. Each chart was ex- 
pected to contain a statement about the patient's sui- 
cidal risk, be it absent or extremely high. In addition, it 
was expected that the chart would contain more than a 
simple statement that the patient was depressed; some 
manifestations of depression, such as sleep distur- 
bance, loss of appetite, crying, and preoccupation with 
physical illness or death, should be reported. It was ex- 
pected that all of the charts would contain a medical 
and psychiatric history, results of physical examina- 
tion including a neurological examination, and results 
of a mental status examination. 

In the area of management critical to high-quality 
care, the question of security measures as a precaution 
against self-harm or suicide required some definition. 
The patients were on locked wards with a high staff-to- 
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patient ratio. We felt that their mere presence on such 
a ward represented some degree of security. For the 
purpose of this audit, we chose to dichotomize suicide 
risks in the following way: If there was an indication in 
the chart that the patient had a high suicide risk, it was 
expected that specific precautionary steps be taken in 
addition to keeping the patient on a locked ward. For 
example, the physician might write ''suicide pre- 
cautions” in the order sheet, thus calling on the nurses 
to take certain specifically defined measures to super- 
vise the patient in a special way. If the suicidal risk 
mentioned in the chart was not high, then the patient's 
presence on the locked ward was taken to be a suf- 
ficient precaution to prevent self-harm or suicide. The 
other item under management critical to high-quality 
care is that of a specific treatment plan; all of the 
charts were expected to have this. 

Appendix 1 presents the last 4 major headings in the 
audit—investigative procedures consistent with the 
diagnosis, management consistent with the diagnosis, 
length of stay, and mortality. What the first 2 sections 
mean is that any of the investigative procedures and 
courses of management listed would be consistent 
with the diagnosis of depressive neurosis; any investi- 
gative procedure or course of management other than 
those listed would not be consistent with this diag- 
nosis. Thus the standard for these 2 sections was 0%; 
the expectation was that none of the charts audited 
would list investigative procedures or courses of man- 
agement other than those outlined in appendix 1. Any 
other investigative procedures or courses of manage- 
ment were to be recorded as exceptions and more spe- 
cifically audited by the physician to determine whether 
there was sufficient documentation in the chart to justi- 
fy them. 

The last 2 major areas audited were length of stay 
and mortality. The length of stay of 8-28 days was cho- 
sen from the APA Model Criteria Sets (4). This wasa 
100% standard item in that all of the cases were ex- 
pected to fall within this given length of stay. Mortality 
was a 0% item, since no mortality was expected with a 
diagnosis of depressive neurosis. 


RESULTS ' 


Three of the major areas—indications for admission, 
critical items in the patient's history, and mortality— 
as well as 1 of the items under management critical to 
high-quality care—security measures—met the audit 
criteria in 100% of the cases. — 

Of the 100 charts audited, the clerical auditor found 
that 41 contained a total of 59 variations from the audit 
criteria. The physician auditor confirmed 56 variations 
. and classified 33 as unjustified. 

Six charts were initially singled out as not containing 
records of the patient's history or physical examina- 
tion or both. On closer review, it was found that 2 of 
these did contain this information. It was decided that 
3 of the remaining 4 were justified because the patients 
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left against medical advice in less than 24 hours and 
thus were not on the ward long enough to have a histo- 
ry and physical examination done. This left 1 chart 
without a record of the patient's history and physical 
examination, and this variation was not found to be jus- 
tified. 

Two charts were singled out for not having a clearly 
identified mental status examination. On physician re- 
view, these variations were confirmed and were found 
to be unjustified. 

Ten charts were initially singled out as not having a 
clearly identified treatment plan. The physician audi- 
tor found that 2 of these had a treatment plan that 
could be easily enough identified. Of the remaining 8, 1 
was justified because the patient was not on the ward 
long enough for the physician to formulate a treatment 
plan. In the 7 remaining cases, it was decided that 
there was no justification for this variation. 

The clerical auditor found that 7 charts had investi- ` 
gative procedures that were not consistent with the 
diagnosis of depressive neurosis. Of these, 5 were justi- 
fied since there was clear documentation in the chart 
of problems in addition to the problem of depressive 
neurosis, and the investigative procedures were aimed 
at these additional problems. In the 2 remaining cases, 
diagnostic studies not consistent with the diagnosis of 
depressive neurosis were done and there was no in- 
dication as to why they were done; thus these repre- 
sented documentation errors on the part of the physi- 
cians. 

Two charts were initially singled out because of man- 
agement that was inconsistent with the diagnosis of de- 
pressive neurosis. One was justified in that the depar- 
ture in management was clearly documented in the 
chart and an adequate reason given. There was no 
documentation in the remaining chart, and it was 
deemed an unjustified variation. 

Thirty-two charts were initially singled out as varia- 
tions in terms of the length of stay allowed fer the diag- 
nosis. On physician review, it was decided that 13 of 
these were justified. Nine of the 13 patients left against 
medical advice, and the charts for the 4 remaining 
patients contained specific indications as to why the 
hospitalization was a short one. This left 19 charts with 
variations that were unjustified based on the length of 
stay allowed for the diagnosis. Of these, 17 fell below 
the 8-day length of stay; the other 2 involved stays of 
33 and 40 days. 


DISCUSSION 


Fifty-seven percent of the variations picked up by 
this audit were length-of-stay variations. According to 
the established criteria, one would have to assume that 
the APA Ad Hoc Committee established the lower lim- 
it of days in order to examine the question cf whether 
patients who are admitted and stay in the hospital for 
less than 8 days could have been managed on an out- 
patient basis. For the 17 of the 19 cases where the 


short length of stay was designated unjustified, it was 
simply a case of the patient's having been admitted 
and discharged in less than 8 days and there being no 
indication in the chart as to why the patient had to be 
hospitalized rather than being managed on an out- 
patient basis. This is perhaps paradoxical in that 100% 
of the charts satisfied the criteria for the first major 
area of the audit, which was indications for admission. 
One would have to assume that the Model Criteria 
Sets suggest that if a patient is hospitalized for one of 
the reasons we included under indications for admis- 
sion, then it would take at least 8 days to adequately 
handle the problem. 

This discussion raises the most fundamental ques- 
tion arising from this audit: is the lower limit of 8 days 
sufficiently flexible to allow for the hospitalization of a 
patient who may be acutely suicidal when examined, 
but who, after a 2- to 7-day stay in the hospital, may 
have resolved the acute phase and could be adequately 
managed on an outpatient basis? There are 2 possible 
courses of action. One is that the lower limit for the 
length of stay for this diagnosis be reduced. The other 
is for the physician to carefully document why a hospi- 
tal stay of less than 8 days is indicated and why the 
patient could not be managed on an outpatient basis. 
The length of stay would still be at variance with the 8— 
28 day criterion, but it would be a justifiable variation. 

Another fundamental question that must be raised is 
whether the performance of the retrospective audit is 
of any value beyond merely satisfying the HEW and 
Joint Commission guidelines. I feel that this audit was 
valuable in examining patterns of care of patients with 
a diagnosis of depressive neurosis. Short of following 
each physician around for a few days or a week and 
watching exactly what he or she does in order to make 
a judgment as to the quality of care he or she delivers, 
quality care review must depend on audits of medical 
charts. The assumption is that a chart which thorough- 
ly documents the thinking and actions of the attending 
physician in managing the case will reflect the quality 
of care actually delivered. I believe that this assump- 
tion is valid. 

The question of time and cost of peer review activities 
is a legitimate and critical one. It required 25 hours of 
clerical time to audit the 100 charts and prepare a sum- 
mary and about 5 hours of physician time to help set 
up the criteria for the audit and then review those 
charts with variations. This audit was one of the first 
done at our institution. Subsequent experience has sig- 
nificantly reduced the amount of clerical time required 
to audit 100 charts and prepare a summary. While the 
amount of time required to carry out a retrospective 
audit is not inconsequential, it can be time well spent if 
the audit is properly designed to reveal useful informa- 
tion. 
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APPENDIX 1 
Four of the Major Areas Examined in the Audit 


INVESTIGATIVE PROCEDURES CONSISTENT WITH 
THE DIAGNOSIS 


. Complete blood count 

. Urinalysis 

ECG 

. Chest X ray 

. Skull X ray 

. Spine X ray 

EEG 

. Spinal tap 

. Psychological testing 
10. Brain scan 

11. Pap smear 

12. Blood chemistry profile 
13. Drug profile 

14. Endocrine or hormone studies 
15. Drug-assisted interview 


MANAGEMENT CONSISTENT WITH THE DIAGNOSIS 


. Consultation 

. Behavior modification 

. Activities therapy 
Educational therapy 

. Vocational rehabilitation 

. Milieu therapy 

. Antidepressants 

. Electroconvulsive therapy 

. Psychotherapy 

10. Drug-assisted psychotherapy 
11. Psychotropic drugs 

12. Therapeutic assignments outside the hospital 
13. Antiparkinsonism drugs 


OOo CN tA UO N e 


LENGTH OF STAY 


1. 8-28 days 


MORTALITY 
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Weight Reduction in Schizophrenics by Molindone 


BY GEORGE GARDOS, M.D., AND JONATHAN O. COLE, M.D. 


The weight-reducing property of molindone, a recently 
introduced antipsychotic drug, vas tested in 9 
hospitalized chronic schizophrenic patients. There 
was an average weight loss of 7.6 kg after 3 months on 
molindone; most of the loss occurred during the first 
month. The mechanism producing this weight loss is 
uncertain, but a central anorexigenic effect may be an 
important factor. 


MOLINDONE is a recently introduced antipsychotic 
drug of the dihydroindolone class of compounds. In its 
pharmacological profile, molindone resembles other 
antipsychotic agents with the exception of possible 
antidepressant activity. Its efficacy in the treatment of 
acute and chronic schizophrenia has been found to be 
equivalent to other potent antipsychotics (1). 

An unusual clinical effect of the drug is its apparent 
propensity to mduce weight loss. In a double-blind 
comparison study of molindone and trifluoperazine in 
24 chronic schizophrenics, Gallant and Bishop (2) 
found comparable clinical improvement produced by 
the two drugs compared with the drug-free baseline as- 
sessment. However, there was a significant difference 
in weight gain between the two groups: molindone 
patients gained an average of 0.4 kg, while tri- 
fluoperazine patients gained an average of 1.9 kg. In a 
subsequent study by the same group of investigators, 
two formulations of molindone were evaluated in 30 se- 
verely ill schizophrenic patients (3). A remarkably con- 
sistent weight loss (mean=4.5 kg) was found under 
both tablet and capsule conditions and was accompa- 
nied by marked clinical improvement. The authors sug- 
gested that molindone might be the first antipsychotic 
compound with anorexigenic properties. Clark and as- 
sociates (4) compared molindone with chlorpromazirie 


Revised version of a paper presented at the 129th annual meeting of 
the American Psychiatric Association, Miami Beach, Fla., May 10— 
14, 1976. 


The authors are with the Boston State Hospital Institute of Research 
and Rehabilitation, 591 Morton St., Boston, Mass. 02124, where Dr. 
Gardos is Director and Dr. Cole is Clinical Director. Dr. Gardos is 
also Assistant Professor of Clinical Psychiatry, Boston University, 
and Dr. Cole is Prafessor of Psychiatry, Tufts University. 


This study was supported by Alcohol, Drug Abuse, and Mental 
Health Administration grant MH-16128 from the National Institute 
of Mental Health. : 


The authors would like to thank Ruth Brown, L.P.N., end Ellie Ca- 
dose, L.P.N., for their important contributions to this research. 


302 Am J Psychiatry 134:3, March 1977 


(CPZ) and placebo in 44 chronic schizophrenics. 
Significant weight loss (more than 4.5 kg) was seen in 4 
molindone and 5 placebo patients, while CPZ pro- 
duced significant weight gain in 4 patients. Molindone 
was clinically superior to placebo but less effective 
overall than CPZ. , 

In treating schizophrenic patients, one often ob- 
serves striking changes in weight over relatively short 
periods of time. Weight changes generally tend to par- 
allel mental status: improvement is often accompanied 
by weight gain, deterioration by weight loss (5). From 
the studies we have briefly reviewed, it appears that 
molindone might produce a dissociation between clini- 
cal changes and weight in that the drug induces weight 
loss in schizophrenics without clinical deterioration 
or, conversely, may effect clinical improvement with- 
out an accompanying weight gain. 

At Boston State Hospital we had begun an evalua- 
tion of the clinical effects of molindone in withdrawn, 
apathetic, chronic schizophrenic patients. However, 
we were struck by the marked weight loss in the first 2 
patients and therefore turned our attention to this phe- 
nomenon. We have attempted to investigate under 
what conditions and in what temporal sequence the 
weight loss in patients being treated with molindone 
Occurs. 


METHOD 


The subjects of the study were 9 severely ill hospital- 
ized chronic schizophrenic patients receiving usual an- 
tipsychotic drug therapy, namely, chlorpromazine, 
thioridazine, mesoridazine, fluphenazine, thiothixene, 
or haloperidol in customary therapeutic dosages. 
There were 4 men and 5 women aged 26—62, whose 
weight ranged from 48.4~-113.2 kg (mean-89.3 kg). 
Two patients were underweight and 7 were obese. After 
patients were weighed, the previous antipsychotic drug 
was replaced with molindone for a period of 3 months. 
The dose range was 20-60 mg/day. At the end of 3 
months on molindone, patients were returned to their 
previous antipsychotic medication and body weights 
were again recorded for 3 months. 


RESULTS 


All 9 patients on molindone showed weight loss, 
ranging from .9 kg-16.8 kg, with a mean loss of 7.6 kg. 


In terms of initial weight, the mean loss was 8.596 
(range, 1.4—15.896). The weight loss seemed to occur 
in the 2 underweight patients as well as in the obese 
patients. Six of the 9 patients reported no changes in 
appetite; 2 patients reported a decrease and 1 patient 
an increase. In general the overweight patients seemed 
pleased about the loss of weight. 

Weight changes were variable during the post- 
molindone phase when patients returned to their pre- 
vious medication. One patient, a young man with he- 
bephrenic schizophrenia, continued to lose weight at a 
significant rate. Because of his marked total weight 
Joss of 31.8 kg over the 6-month study period, this 
patient was seen frequently at the medical clinic, but 
no significant organic conditions were uncovered. Dur- 
ing the subsequent 6 months he regained almost all the 
lost weight. Two other patients also continued to lose 
weight after discontinuation of molindone, although at 
a slower rate. The 2 underweight patients tended to re- 
gain the lost weight during the postmolindone phase. 
In 2 patients the protocol could not be completed. One 
patient was transferred to another state institution for 
administrative reasons at the end of the 3-month molin- 
done phase; she was then placed on 10 mg of tri- 
fluoperazine b.i.d., and her weight 3 months later was 
79.1 kg, a gain of 5.7 kg from her last weight on molin- 
done. The second noncompleter was transferred to a 
different institution after 3 months and continued on 
neon ; hence no postmolindone weights are avail- 

e. 

Examination of the rate of weight changes showed 
that in 6 of the 9 patients most of the weight loss oc- 
curred during the first month on molindone. The aver- 
age weight loss continued at a much reduced rate after 
the first month and appeared to extend into the post- 
molindone phase. 


Behavioral Changes 


Adverse behavioral change occurred in 1 female 
patient, who became agitated within a few days of mo- 
lindone administration. The initial dose of 20 mg/day 
was raised to 60 mg/day without appreciable improve- 
ment in her agitation. Molindone was discontinued af- 
ter 1 month and she was returned to thioridazine, 
which resulted in a rapid improvement in mental status 
and a simultaneous reversal of the molindone-induced 
weight loss. Periodic agitation was also noted in 1 oth- 
er patient. Two patients claimed that they felt happier, 
which is reminiscent of the euphoric effect reported by 
Sugarman and Hermann (6). In the remaining 5 
patients, there was no apparent behavioral change. 


DISCUSSION 


In the evaluation of the clinical importance of the 
weight loss we have reported, the problems of small 
sample size and simplistic methodology are offset by 
the large drug effect. Statistical tests of significance are 
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hardly necessary to legitimize the mean loss of 8.5% of 
body weight. 

Although the phenomenon of weight loss induced by 
molindone is undoubtedly real, the mechanism under- 
lying this drug effect is far from clear. It is tempting to 
assume that whatever mechanisms underlie weight 
gain during phenothiazine administration may be ab- 
sent or much reduced with molindone. Unfortunately, 
it is not known with certainty why patients on CPZ or 
other phenothiazines gain weight. Furthermore, since 
weight loss was observed in patients who were under- 
weight even after prolonged antipsychotic therapy, the 
likelihood is that, in these patients at least, there was a 
direct molindone effect and not simply a lack of a 
*weight-gaining mechanism."' 

One possible explanation for the molindone-induced 
weight loss is a central anorexigenic effect, as sug- 
gested by Gallant and associates (3). Although only 2 
patients reported a decrease in appetite, anorexia or 
poor appetite may have been present but unobserved 
in other patients as well. The rate of weight changes 
observed in the present study would tend to support 
this notion. Initial rapid weight loss followed by a slow- 
er rate of weight reduction is typical of the effects of 
diet pills of the CNS stimulant type, which are based 
on a direct but temporary anorexigenic effect (7). An 
alternate explanation was advanced by Hollister (8), 
who suggested that the increased activity of patients 
on molindone may account for the weight loss. The ob- 
served pattern of initial rapid loss followed by a slower 
rate would argue against this hypothesis. It would be 
particularly difficult to explain why some patients lost 
4.5—13.6 kg in the first month without a noticeable in- 
crease in their activity level on the ward. However, 
neither the energy expenditure nor activity level of 
patients was measured, so the possibility of large and 
unobserved changes in these variables caused by mo- 
lindone cannot be definitely excluded. 

The behavioral changes observed were unremark- 
able. The agitation observed in 2 patients is in line with 
the stimulating properties of the drug observed by oth- 
er investigators (9, 10). Higher doses might have pro- 
duced greater therapeutic effectiveness and possibly 
less weight loss. Nonbehavioral side effects were not 
observed, probably because the dosage was low. 

The propensity of an effective antipsychotic drug to 
produce weight loss has obvious clinical implications. 
Gordon and associates (11) reported that 40% of the 
combined population of a Veterans Administration 
hospital and a state hospital were overweight in con- 
trast to 20% of the general population. Since marked 
obesity is a health hazard and increases mortality, ef- 
fective weight reduction should be an important thera- 
peutic goal. Careful attention to diet, attempts to in- 
crease activity level, facilities for regular exercise, and 
other measures might reduce the incidence of obesity 
in hospitalized patients. Selecting an antipsychotic 
that tends to reduce rather than increase weight is also 
an important measure in combating obesity. A great 
deal of work remains to be done with molindone in par- 


Am J Psychiatry 134:3, March 1977 303 


BRIEF COMMUNICATIONS 


ticular to elucidate its mechanism of action and to de- 
termine optimal dosage and length of treatment before 
its therapeutic potential in obese schizophrenic 
patients can be fully realized. 


REFERENCES 


]. Ayd FJ Jr: A critical evaluation of molindone (Moban): a new 
indole derivative neuroleptic. Dis Nerv Syst 35:447-452, 1974 

2. Gallant DM, Bishop MP: Molindone: a controlled evaluation in 
chronic schizophrenic patients. Curr Ther Res 10:441-447, 1968 

3. Gallant DM, Bishop MP, Steele CA, et al.: Molmdone: a cross- 
over evaluation of capsule and tablet formulations in severely ill 
schizophrenic patients. Curr Ther Res 15:915—913, 1973 

4. Clark ML, Huber WK, Sakata K, et al: Molindone in chronic 
schizophrenia. Clin Pharm Ther 11:680-688, 1970 


5. Planansky K, Heilizer F: Weight changes in relation to the char- 
acteristics o7 patients on chlorpromazine. J Clin Exp Psycho- 
path 20:53-57, 1959 

6. Sugarman AA, Hermann J: Molindone: an indole derivative 
with antipsychotic activity. Clin Pharmacol Ther 8:261~265, 
1967 

7. Penick SB: Amphetamines in obesity. Semin Psychiatry 1:144— 
162, 1969 . 

8. Hollister LE: Personal communication, March 12, 1975 

9. Turek IS, Ota KY, DeLa Rocha M, et al: The use of molindone 
in the treatment of acute psychotic states: comparison of two 
dosage schedules. J Clin Pharmacol 10:349-355, 1970 

10. Shelton J, Prismack JJ, Hollister LE: Molindone, a new type of 
antipsychotic drug. J Clin Pharmacol 8:190-195, 1968 

11. Gordon HL, Law A, Hohman KE, et al: The prablem of over- 
weight in hospitalized psychotic patients. Psychiatr Q 34:69-82, 
1960 


Neuroleptic Drug Levels and Therapeutic Response: Preliminary 
Observations with Red Blood Cell Bound Butaperazine 


BY DAVID L. GARVER, M.D., HAROUTUNE DEKIRMENJIAN, PH.D.. JOHN M. DAVIS, M.D., 
REGINA CASPER, M.D., AND STEPHEN ERICKSEN, M.D. 


The authors studied neuroleptic concentration- 
therapeutic response curves for butaperaziae (BPZ), a 
piperazine phenothiazine, in 10 schizophrenic patients 
during the first 12 days of treatment. BPZ bound to red 
blood cells (RBC) was more strongly correlated with 
therapeutic response than was plasma BPZ. RBC BPZ 
concentrations could be used to define a ‘‘taerapeutic 
window,” an optimum concentration for therapeutic 
response, above and below which favorable response 
diminishes. The authors emphasize the preliminary 
nature of the data but suggest that levels of RBC- 
bound neuroleptic may provide an important guide for 
dosage regulation in schizophrenic patients. 


INCREASED ATTENTION to such clinical pharmacolog- 
ic factors as levels of drug in plasma has resulted in 
demonstrated improvement in the quality of care in 
several medical specialties (1, 2). Such investigations 
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in the area of psychoactive drugs might yield a body of 
information of similar clinical importance. Hence, psy- 
chopharmacologists need to examine the possible ther- 
apeutic benefits of using plasma and tissue levels of 
various psychotropic agents to regulate dosage. 
Plasma levels of chlorpromazine (CPZ) have been re- 
lated to therapeutic response. Curry and associates (3) 
suggested a nonlinear relationship between therapeu- 
tic response and plasma levels. They found a wide 
range of intermediate plasma CPZ levels at which re- 
sponse occurred, documented failure of response in 
patients both at low and high plasma levels, and report- 
ed a therapeutic response in a high plasma CPZ level 
nonresponder when drug dosage was reduced. 
Recent studies of plasma levels of antidepressant 
drugs such as nortriptyline and proptriptyline have al- 
so shown poor clinical response both at low and high 
plasma levels, while therapeutic response was ob- 
served primarily in an intermediate range (4—6). 

. These findings suggest that a therapeutic response to 
these psychotropic drugs may be related in part to an 
optimum plasma and presumably tissue concentration 
of the drug; diminished response may occur both at 
too high and too low concentrations of drug. This non- 
linear relationship, an inverted U-shaped curve of drug 
concentration and response, can be said to define the 
"therapeutic window” for the drug, 

In a recent study relating drug levels to central ner- 


vous system effects of a phenothiazine, butaperazine 
(BPZ), we found that acute dystonic reactions 23—56 
hours following a single 40-mg dose of the drug were 
related more clearly to quantities of BPZ bound to the 
red blood cell (RBC) than to plasma levels (7-8). If the 
physicochemical factors that regulate the accumula- 
tion of BPZ in or on the RBC are similar to those fac- 
tors that govern the drug's passage across the blood- 
brain barrier and/or accumulation at functional neo- 
striatal sites, RBC drug levels might also similarly be 
related to functional activity of the drug in limbic dopa- 
mine areas (the areas that presumably affect the ex- 
pression of schizophrenic symptoms). RBC levels of 
drug may also be highly correlated with clinical re- 
sponse data. 


This study has three purposes: 1) to seek informa- - 


tion concerning blood level-therapeutic response 
curves for BPZ by determining whether the nonlinear 
patterns found for nortriptyline, protiptyline, and 
CPZ best account for blood level-response data or 
whether the relationships between blood level and 
therapeutic response are in a linear relationship, as 
recently suggested for imipramine by Glassman and 
associates (9); 2) to determine whether RBC-bound 
BPZ levels rather than plasma BPZ levels best fit such 
concentration-response curves; and 3) to explore the 
implications of such findings for the clinical regulation 
of drug dosage. 


METHOD 


Ten hospitalized patients who met the Research 
Diagnostic Criteria for schizophrenia (10) and con- 
sented to participate in special research studies were 
maintained in a drug-free state for 2 to 3 weeks after 
admission. Seventy-two hours following a single 40- 
mg dose of BPZ, which had been administered for a 
companion study (8), a constant dose of BPZ was ad- 
ministered orally for 12 days. One patient received 5 
mg b.i.d., 2 received 10 mg b.i.d., 1 received 20 mg 
b.i.d., and 6 received 40 mg b.i.d. Several of the 
patients received additional 12-day courses of BPZ ei- 
ther at the same level as before or at 80 mg b.i.d. fol- 
lowing another 72-hour drug-free period. The total 
score from serial New Haven Schizophrenic Indices 
(NHSI) (11), modified so that each of the 21 items on 
the index was scored on a scale of 0—5 depending on 
the presence of the symptom and the degree of severi- 
ty, was used to monitor the patients' clinical re- 
sponses. The index score was based on information 
gathered during a 10—15 minute semistructured inter- 
view conducted daily by a rater blind to blood levels of 
medication. For each patient a linear regression of the 
NHSI scores (by the method of least squares) was 
used to estimate values for day 0 and day 12 of treat- 
ment. Differences between estimated scores on day 0 
and day 12 were used to compute the percentage of 
change in schizophrenic symptoms. 

Blood samples were taken from the patients 12 
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hours after the preceding oral dose on days 5, 7, 9, and 
12 of steady-dose treatment. Plasma and RBCs were 
separated by centrifugation. The RBCs were lysed by 
the addition of equal volumes of water. BPZ was ex- 
tracted from plasma and from the RBC hemolyzate, 
which were assayed separately for BPZ according to 
the methods of Davis and associates (8, 12). Fluoromet- 
ric readings of less than twice the blank value are re- 
ported as '*0." Average plasma recoveries were 96% 
(range=94-99%). Average RBC recoveries were 88% 
(range=82-—95%). Values reported are not corrected 
for recoveries and represent the mean of the four val- 
ues on each patient. Mean plasma and RBC BPZ levels 
were related to the percentage of therapeutic response 
by nonlinear correlations. Such correlations were 
based on the least squares fit of a quadratic polynomi- 
nal relating each patient's mean RBC or plasma BPZ 
concentrations to the percentage of change in NHSI 
scores. The goodness-of-fit of the data to each of the 
equations was expressed as r°, the squared correlation 
coefficient. The two correlations from plasma and 
RBC with respect to therapeutic response were tested 
for significant differences using Fisher's z transforma- 
tion for testing the difference betwéen a correlation 
found in a sample and some hypothesized population 
correlation (13). 


RESULTS 


Among 6 patients treated with 40 mg of BPZ b.i.d., 
we found a wide variation in mean plasma and RBC- 
bound BPZ. Plasma BPZ levels ranged between 40 and 
321 ng/ml, an 8-fold difference that reflects wide varia- 
tions in absorption and metabolism of the drug in vari- 
ous patients. RBC BPZ levels varied between 10.8 and 
124 ng/ml, a difference greater than 11-fold. Moreover, 
ratios of RBC to plasma differed considerably from 
patient to patient (.11 to .66), indicating that RBC BPZ 
binding may reflect factors not measured in plasma lev- 
els (table 1). 

Inspection of the plasma and RBC curves indicated 
that the data did not fit a linear pattern. Relationship of 
plasma BPZ and response was therefore described 
nonlinearly, using a quadratic polynomial derived 
from least squares: y - —6.12--0.94x — 0.003x*. The fit 
of all patients' plasma BPZ-response data to this poly- 
nomial showed r*-—.58 (figure 1). 

Similar data relating RBC BPZ to therapeutic re- 
sponse showed even more clearly that good response 
occurred at moderate RBC BPZ concentrations and 
that poorer response or deterioration occurred both at 
low and high concentrations (figure 2). Fitting a qua- 
dratic polynomial (y=—3.80+3.00x — 0.03x?) derived 
from RBC BPZ-therapeutic response data by least 
squares gives r*—.90. 

The fit of mean RBC BPZ levels ind therapeutic re- 
sponse to a nonlinear quadratic polynomial is signifi- 
cantly superior to a similar fit of mean plasma BPZ and 
therapeutic response (r?=.90 versus r*—.58; z=2.21; 
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TABLE 1 
Plasma and RBC BPZ 


Mean Plasma Mean RBC Ratio of Change on 


BPZ Dose BPZ Level! BPZLevel RBCto — NHSI 
Patient b.i.d. (mg) (ng/ml) (ng/ml) Plasma (%) 
1 5 2.3 0 .00 —7 
2 10 3.3 0 .00 3 
3 10 18.7 2.7 .]4 8 
4 20 265.3 40.0 “15 67 
5 40 40.0 20.4 d 50 
6 40 100.2 10.8 li 20 
7 40 156.6 77.6 SI 68 
8 40 167.8 110.8 .66 29 
9 40 218.0 45.8 21 70 
10 40 321.3 123.8 39 —66 
FIGURE 1 


Therapeutic Response as a Function of Plasma Levels of BPZ* 
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p<.03); i.e., RBC BPZ levels are indeed stronger cor- 
relates of therapeutic response than plasma levels. 
These preliminary data suggest that it may be prefer- 
able to define the therapeutic window for BPZ in 
terms of RBC-bound BPZ rather than in terms of 
plasma concentrations. According to the polynomial, 
maximum benefit from BPZ during the first 12 days of 
treatment would be expected to occur when RBC BPZ 
levels range between 30 and 80 ng of BPZ per milliliter 
of RBC, with progressively less therapeutic response 
at lower and higher levels of RBC BPZ. 

Preliminary evidence indicates that therapeutic re- 
sponse can be attenuated by raising the dose of BPZ so 
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that mean RBC BPZ falls above the therapeutic win- 
dow. Patient 8 and patient 9, both initially treated 
with 40 mg of BPZ b.i.d., subsequently received a 12- 
day trial of BPZ at 80 mg b.i.d. Patient 8, who was al- 
ready on the high end of the therapeutic window with 
only 29% improvement during the initial 12-day phase 
of the treatment (at 110.8 ng of BPZ per milliliter of 
RBC), deteriorated markedly (—4090) when mean 
RBC BPZ rose to 250 ng/ml as a result of doubling the 
oral dose. Similarly, patient 9, who was near the center 
of the therapeutic window on 40 mg of BPZ b.i.d. and 
responded with a 70% improvement during the first 12- 
day period, subsequently deteriorated (—19%) when 
RBC BPZ rose from 45.8 to 135.7 ng/ml as a result of 
doubling his oral dose. At the higher dose both 
patients were pushed above the therapeutic window 
and deterioration appeared. 


DISCUSSION 


This study, in which each patient was maintained on 
a fixed dose of BPZ, supports the nonlinear relation- 
ship between plasma neuroleptic level and therapeutic 
response suggested originally by Curry and asso- 
ciates (3) and more recently by Rivera-Calimlim and 
associates (14). 

Although plasma levels provide information con- 
cerning absorption and metabolism of drugs, they may 


not provide precise information concerning distribu- 
tion of neuroleptics in tissues other than plasma (15). 
Differences in the ratios of RBC to plasma BPZ in our 
patients demonstrate that the ratio of plasma to cellu- 
lar BPZ can vary as much as 6-fold across individuals. 

Since physicochemical distribution factors such as 
affinity, capacity, lipid solubility, and transport govern 
passage of drug across the blood-brain barrier and the 
localization of neuroleptic at critical central nervous 
system sites, it would be of considerable interest if sim- 
ilar distribution factors governing the accumulation of 
neuroleptic in or on the RBC were operative. Although 
such distribution factors have not been studied system- 
atically, there is now clinical evidence indicating that 
RBC and functional central nervous system BPZ lev- 
els may parallel one another. The occurrence of dys- 
tonic reactions is significantly correlated with RBC 
BPZ levels (8); therapeutic response during the first 12 
days of constant dose BPZ is highly significantly re- 
lated to RBC BPZ levels. 

These data relating RBC BPZ and therapeutic re- 
sponse, if verified, have important clinical implica- 
tions. The therapeutic window circumscribed by 
the quadratic polynomial may provide a useful guide to 
the clinician for dosage adjustment. Although clini- 
cians generally appreciate that failure of response oc- 
curs at suboptimum levels of drug (and therefore the 
dosage must be increased for therapeutic response), 
this work presents preliminary evidence that some 
treatment failures may be related to too high levels of 
neuroleptic and that it may be necessary to lower the 
dose of the drug to achieve therapeutic response. It is 
possible that the use of assays for RBC-bound neuro- 
leptic may help the clinician choose the direction and 
extent of a dosage adjustment for individual patients. 
This use of drug RBC levels could speed initial dosage 
adjustment and, therefore, prevent maintenance of 
patients on unnecessarily high levels of neuroleptic. 

Although clinical pharmacology has generally fo- 
cused on plasma levels of drugs, we suggest that RBC 
levels of neuroleptics may provide better correlates of 
therapeutic response. We emphasize, however, that 
the relationship between RBC levels and therapeutic 
response in 10 patients should be interpreted with cau- 
tion because of the small sample size, as should impli- 
cations for the upper and lower limit of the therapeu- 
tic window at any time beyond the first 12 days of 
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treatment. Evaluation of the usefulness of RBC BPZ 
levels in improving the quality of long-term drug treat- 
ment for schizophrenia is currently under way. 
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Phenothiazine-Induced Bulbar Palsy-Like Syndrome and Sudden 


Death 


BY KENNETH SOLOMON, M.D. 


There have been periodic case reports of sudden death 
due to aspiration or asphyxiation in patients receiving 
phenothiazines. The mechanism of death is unknown. 
The author reports a case of a drug-induced bulbar 
palsy-like syndrome in a man receiving fluphenazine 
enanthate and reviews the literature on sudden 
respiratory death and phenothiazines. He postulates 
that phenothiazine-induced bulbar palsy may cause 
laryngeal and/or pharyngeal eee that are 
responsible for aspiration. 


SINCE THE introduction of chlorpromazine in 1954, 
there have been periodic case reports of sudden death 
occurring in young, physically healthy patients treated 
with phenothiazines for various psychiatric condi- 
tions, usually schizophrenia. Most of these deaths 
seemed mysterious, and autopsies often gave no clue 
to the pathogenic mechanisms involved; however, 
some of the deaths seemed related to asphyxiation 
and/or aspiration of food or gastric contents. Further 
data have stimulated controversy about the implica- 
tion of phenothiazines in sudden death (1). 

- I will report a case that furnishes evidence implicat- 
ing phenothiazines in at least some deaths due to as- 
phyxiation and aspiration. The patient is a man who de- 
veloped a syndrome similar to bulbar palsy following 
administration of a phenothiazine. I will also review 
the literature on aspiration and asphyxiation in 
patients receiving phenothiazines and discuss the im- 
plications of bulbar palsy in this syndrome. 


CASE REPORT 


The patient, a 49-year-old man, was being treated for re- 
current delusions that his wife was unfaithful. His condition 
was diagnosed as paranoia vera as this was a systematized 
delusion of long duration (over 20 years) that did not affect 
other aspects of his personality. There were no other symp- 
toms of psychosis. He and his wife were being treated to- 
gether in marital therapy in the hope of easing some of the 
conflict that developed from his insistence on proving his 
delusion. 

Three months after beginning therapy, he began to demon- 
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strate dangerously poor judgment; while trying to prove his 
delusions, he slipped Darvon into his wife's cocktail at a 
wedding so ‘‘she would tell me the real truth.” Because of 
this, he received 25 mg of fluphenazine enanthate I.M. and a 
25-mg injection every 2 weeks thereafter. His wife called 
their therapist 4 days later because her husband had become 
acutely dystonic (with torticollis) and was having difficulty 
chewing and swallowing. He received 2 mg of benztropine 
mesylate b.i.d., with complete amelioration of extrapyrami- 
dal symptoms within 2 days. 

Phenothiazine therapy continued for approximately 5 
weeks, when further behavioral deterioration led to an in- 
crease in the dose of fluphenazine enanthate to 37.5 mg I.M. 
every 2 weeks, which was followed by psychological and 
behavioral improvement. One month later he complained of 
multiple side effects, including generalized stiffness, dry 
mouth, slurred, nasalized speech, drooling, blurred vision, 
and choking on his food. Examination revealed zeneralized 
cogwheel rigidity, slurred speech, a dry mouth and coated 
tongue, an absent gag reflex, deviation of the tongue to the 
right, difficulty in protruding the tongue, and tongue fasci- 
culations. Jaw jerk, emotional lability, signs of cortical re- 
lease, long-tract signs, and sensory deficits were absent. (A 
bilateral paraparesis was present, the residual of a spinal 
cord injury 10 years before.) Benztropine mesylate was in- 
creased to 2 mg q.i.d. 

Persistence of these symptoms for almost 2 months, es- 
pecially the choking on food, led to a decrease in the 
fluphenazine enanthate dose to 32.5 mg I.M. every 2 weeks. 
All symptoms except the dry mouth and chokiag on food 
ameliorated. He had lost approximately 4.5 kg because of 
anorexia resulting from fear of aspirating his food. Within 6 
weeks all signs of side effects were gone except for the dry 
mouth, coated tongue, absent gag reflex, tongue deviation to 
the right, tongue fasciculations, and difficulty protruding the 
tongue; when he was examined 8 months after phenothiazine 
therapy was initiated, these symptoms were present, but 
less severe. Approximately 4 V5 months later these signs 
and symptoms were absent. 


DISCUSSION 


Table 1 presents a compilation of reported sudden 
deaths (in the English-language literature) that might 
be attributed to aspiration due to a phenothiazine. In 
each of these cases, aspiration as the cause of death 
was proven at autopsy. In addition to these cases, 
Plachta (11) reported 7 other autopsy-proven cases of 
asphyxial death in patients on chlorpromazine, proma- 
zine, and reserpine. He did not present details of the 
individual patients. Cases in which aspiration was sus- 
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TABLE 1 
Autopsy-Proven Deaths Due to Aspiration 





Patient — Past Concurrent 
Age Medication at Length of Psychiatric Physical 
Author (years) Sex Diagnosis Time of Death Treatment Treatments Diseases 
Feldman (2) 28 M Schizophrenia Chlorpromazine, 4months  Prefrontallobotomy Seizure disorder 
200 mg/day 
Diphenylhydantoin 
Hollister (3) 34 F = Chlorpromazine — — Seizure disorder 
Anticonvulsants 
Farber (4) 30 F Acute Chlorpromazine, — None None 
schizophrenia 200 mg q.i.d. 
Zlotlow and Paganini (5) 33 F Hebephrenic Chlorpromazine 19 months Prefrontal lobotomy Perforated gastric 
. schizophrenia Diphenylhydantion , Reserpine ulcer 
50 M X Catatonic Chlorpromazine 10months Prefrontal lobotomy None 
schizophrenia Reserpine 
Wendkos and Clay (6) 4] M Hebephrenic Phenothiazine 4 years — None 
Schizophrenia 
Hollister and Kosek (7) 60 M Chronic organic Chlorpromazine, 13 months — None 
brain syndrome 300 mg t.i.d. 
due to head injury  Thioridazine, 
200 mg q.h.s. 
47 M Schizo-affective  Prochlorperazine, 9 months — None 
disorder 15 mg/day i 
40 F Acute Thioridazine, 155 Chlorpromazine, None 
schizophrenia 1600 mg/day months 2400 mg/day 
Trifluoperazine, l 
20 mg/day 
Von Brauchitsch and 72 F Chronic organic Chlorpromazine, — None Tardive dyskinesia 
May (8) brain syndrome 10 mg b.i.d. 
due to cerebral 
arteriosclerosis 
34 M Chronic None 10 days Fluphenazine Upper respiratory 
undifferentiated infection 
schizophrenia, Facial edema 
mental retardation Water intoxication 
e F Hebephrenic Trifluoperazine — — Facial injuries 
schizophrenia Phenobarbital Thyroid adenoma 
Moore and Book (9) 42 F Acute Chlorpromazine, 3 weeks Meprobamate None 
undifferentiated 450-600 mg/day Benactyzine 
schizophrenia Perphenazine, Prochlorperazine 
6 g/day Iproniazid 
19 M Chronic Thioridazine, 5months Chlorpromazine, None 
undifferentiated 1800 mg/day 750-1800 mg/day 
schizophrenia 
52 M Psychosis with Thioridazine, 4 months — None 
mentaldeficiency 1050 mg/day 
53 Mental deficiency Chlorpromazine, 5 years — None 
150—200 mg b.i.d. 
Meprobamate, 11 months 
400 mg b.i.d. 
Bort (10) 19 M Catatonia Chlorpromazine, 12 days — None 
600 mg/day 
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pected or the clinical description of the death was simi- 
Jar to the so-called café coronary (12-15) were ex- 
cluded from table 1 unless there was autopsy evidence 
of aspiration and/or asphyxiation. 

It can be seen that, although 9 of the 17 patients 
(52.9%) showed evidence of possible neurologic dis- 
ease, only 1, the patient with tardive dyskinesia, had a 
neurologic disease that could clearly be associated 
with symptoms of bulbar palsy. In addition, 2 other 
patients had facial pathology that could have been as- 
sociated with laryngeal or pharyngeal dysfunction. 
However, in a large hospital (all the studies cited in 
table 1 were conducted in a public mental or Veterans 
Administration hospital) many milder side effects 'of 
medication may be easily overlooked. : 

Among the side effects that could be missed are the 
early symptoms of a bulbar palsy, especially if these 
symptoms are partially masked by a drug-induced 
parkinsonian syndrome. This was apparent in my 
patient. That this side effect may be related to a true 
bulbar palsy and not a pseudobulbar palsy associated 
with Parkinson's syndrome may be adduced from the 
fact that the bulbar symptoms did not respond to treat- 
ment with antiparkinsonian medication, whereas all 
the extrapyramidal symptoms completely dis- 
appeared. (One may see dry mouth as a side effect of 
any drug with anticholinergic effects, including benz- 
tropine mesylate.) 

Bulbar palsy is a symptom complex seen in many 
neurologic diseases. It is characterized by paresis of 
the lower cranial nerves and the muscles they supply. 
Clinically, the picture is one of difficulty in swallow- 
ing, chewing, coughing, and speaking, with weakness, 
atrophy, and fasciculations of the tongue. Drooling 
may be present. Progressive weakness of the pharyn- 
geal and laryngeal muscles develops and death may oc- 
cur from aspiration (16, 17). The absence of a jaw jerk, 
cortical release phenomena, and emotional lability dis- 
tinguishes this syndrome from that of pseudobulbar 
palsy, which is commonly seen in Parkinson's syn- 
drome. 

Malitz and associates (18) in their early review of 
chlorpromazine therapy reported a syndrome similar 
to that seen in my patient. They described the syn- 
drome as a '*myasthenia gravis-like reaction'' charac- 
terized by a choking sensation, difficulty swallowing 
and chewing, thickness of the tongue, slurred speech, 
and respiratory embarrassment. They felt that the syn- 
drome was self-limiting and that it was possibly due to 
a particular batch of chlorpromazine. The similarity of 
this syndrome (as they described it) to bulbar palsy is 
quite clear. 


Moore and Book (9) cite a scientific exhibit present- . 


ed by Miller and Chinoy at the 123rd annual meeting of 
the American Psychiatric Association in Mav 1967 that 
directly relates to the loss of gag reflex. Miller and 
Chinoy observed that 40.3% of psychiatric inpatients 
receiving phenothiazines had an absent gag reflex com- 
pared with 9.01% of controls. They did not mention 
whether this is secondary to medication or perhaps to 
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a subtle neurologic impairment that has been hypothe- 
sized as part of some psychiatric syndromes, such as 
schizophrenia. 

There have been several theories suggested for the 
development of aspiration in patients treated with both 
reserpine and neuroleptics. These include regurgita- 
tion due to loss of control of esophageal sphincters, de- 
pression of respiratory ciliary activity, and impairment 
of the swallowing mechanism (7, 8). Plachta (11) has 
reviewed the evidence for the first two mechanisms, 
which have been noted in both humans and animals 
given atropine-like drugs. However, phenothiazines 
have not been specifically tested to determine whether 
they cause these physiologic changes. 

Evidence in favor of the last mechanism can be 
found in a radiologic study by Hussar and Bragg (19), 
who found many abnormalities in swallowing in 46% 
of a chronic schizophrenic state hospital population. 
The incidence of these abnormalities was the same 
whether the patient was receiving chlorpromazine or 
no psychopharmaceuticals. There was a highly signifi- 
cant difference between these schizophrenic patients 
and nonmentally ill controls (p<.0005). The abnormal- 
ities noted were cricopharyngeal dysfunction, valle- 
culae and pyriform sinus pooling, poor bolus initiation 
and tongue motility, hesitant swallowing, and poor 
esophageal peristalsis and constrictor action. Hussar 
and Bragg did not correlate specific abnormalities with 
diagnosis or treatment with chlorpromazine. It is cer- 
tainly possible that cricopharyngeal dysfunction, poor 
bolus initiation and tongue motility, and hesitant swal- 
lowing may be secondary to glossopharyngeal, vagus, 
or hypoglossal nerve palsy and may produce aspira- 
tion by a mechanism similar to that seen in patients 
with bulbar palsy. 

In addition, the weakness and dysfunction of the 
laryngeal apparatus seen in bulbar palsy may contrib- 
ute to aspiration because of the patient's inability to 
close the glottis to prevent further downward fall of 
food or gastric contents. This is then followed by in- 
ability to create the pressure necessary for coughing to 
relieve the tracheobronchial tree of the foreign materi- 
al. An absent gag reflex might further contribute to as- 
piration. 


CONCLUSIONS 


It is unclear whether phenothiazines are responsible 
for deaths due to aspiration. Although some au- 
thors (9) have found an increase in the death rate from 
aspiration and asphyxiation since the advent of pheno- 
thiazines, others have not duplicated this find- 
ing (1, 3, 8, 20, 21). Sudden death has also been re- 
ported in patients who had been receiving reser- 
pine (5, 22). Of course, normal people die from 
another cause of sudden death, the café coronary syn- 
drome (12-15). 

Physicians are then left with the question of whether 
sudden death due to aspiration is a result of phenothia- 


zine therapy, some ill-defined neurophysiologic con- 
comitant of schizophrenia, or a chance occurrence. 1 
do not feel that the patient I have described is schizo- 
phrenic, although it is certainly possible that paranoia 
vera could be a form of schizophrenia (23). However, 
the absence of neurologic symptoms prior to fluphena- 
zine injection is evidence that phenothiazines may be 
responsible, via a mechanism similar to bulbar palsy, 
for sudden death due to aspiration in at least some 
patients who take psychotropic medications. 

Whether phenothiazines are responsible for an in- 
crease in sudden deaths is a moot point. The case I 
have described demonstrates that phenothiazines may 
cause a specific neurologic disturbance that 1s clearly 
associated with aspiration and asphyxiation. Although 
this may be an extremely rare phenomenon, it should 
alert physicians to evaluate carefully the neurologic 
side effects of phenothiazines rather than passing them 
off as extrapyramidal effects or as minor annoyances 
to the patient. 
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Angel's Trumpet Psychosis: À Central Nervous System | 


Anticholinergic Syndrome 


BY RICHARD C.W. HALL, M.D., MICHAEL K. POPKIN, M.D., AND LAUDIE E. MCHENRY, M.D. 


The authors warn physicians that intoxication by 
Angel’s Trumpet (Datura sauveolens) is becoming 
more frequent due to its use by adolescents and young 
adults as a legal, readily available hallucinogen. 
Ingestion of Angel' s Trumpet flowers or a tea brewed 
from them results in an alkaloid-induced central 
nervous system anticholinergic syndrome 
characterized by symptoms such as fever, delirium, 
hallucinations, agitation, and persistent memory 
disturbances. Severe intoxication may cause flaccid 
paralysis, convulsions, and death. Treatment with 
intravenous physostigmine reverses the toxic effects of 
Angel’s Trumpet. 


ANGEL'S TRUMPET (Datura sauveolens) is a poisonous 
plant found throughout the southeastern and Gulf 
Coast states. We have recently observed an increased 
number of self-induced Datura poisonings. In all cas- 
es, the plant had been used as a “‘legal’’ hallucinogen 
by the victim. 


Datura is a Woody. coarse, tree-like shrub that 


grows to heights of 15 feet. The flowers are lily 
shaped, grow to 1 foot in length, and range from pur- 
plish to white in color. It is often cultivated as an orna- 
mental plant in the southeastern United States. 
Datura contains several solanaceous alkaloids of the 
tropane configuration, particularly atropine, hyos- 
cyamine, and hyoscine (scopolamine). The total alka- 
loid content of the plant is high, varying between 
0.25% and 0.7% (1). Datura has been used for its psy- 
chotogenic and poisonous properties since antiquity; it 
is referred to by both Virgil and Shakespeare. Datura 
decoctions or teas were formerly used as a remedy for 
asthma. Jacobziner and Raybin (2) reported the delib- 
erate use of this plant for its hallucinogenic effects. Da- 
tura stramonium, or Jimson Weed, has long been rec- 
ognized as a cause of poisoning in children (3, 4). 
The availability and legal use of common plant hallu- 
cinogens by adolescents and young adults is often not 
considered when such patients appear in an emergen- 


Dr. Hallis Assistant Professor, Department of Psychiatry, Universi- 
ty of Texas College of Medicine, Houston, Tex., and Director, Clini- 
cal Research Unit, Texas Research Institute of Mental Sciences, 
1300 Moursund, Texas Medical Center, Houston, Tex. 77030. Dr. 
Popkin is Chief, Consultation-Liaison Service, Department of Psy- 
chiatry, University Hospital, University of Minnesota, Minneapolis, 
Minn. Dr. McHenry is Pathologist, Brevard County, Fla. 


312 Am J Psychiatry 134:3, March 1977 


cy room or clinic suffering from visual hallucinations 
or toxic delirium. We saw 10 cases of Angel's Trumpet 
psychosis over a 3-month period. The following case 
report illustrates the findings in these cases. 


CASE REPORT 


Two 15-year-old boys were brought to a county hospital 
by police after they were found wandering naked and deliri- 
ous through a field. One youngster was holding a flower that 
was later identified as Angel's Trumpet. Within 5 minutes of 
admission one patient developed profound muscular weak- 
ness and subsequently had a convulsion. He was treated 
with intravenous diazepam, which suppressed the seizure. 
Physical examination revealed a blood pressure of 150/42, 
pulse of 130, 26 respirations/minute, temperature of 102.6, 
dry and flushed skin, dry moutb, coated tongue, znd widely 
dilated and fixed pupils. Babinski's signs were present. Deep 
tendon reflexes were 4*, and four-beat clonus and marked 
muscular weakness were noted. Weakness progressed to the 
point that the patient was unable to stand. No fasciculations 
were present. The patient was confused, disoriented as to 
time, place, and person, and experienced terrifying visual 
hallucinations. 

The patient was treated with 2 mg of intravenous physo- . 
stigmine. By 30 minutes after physostigmine treatment clonus 
had abated, deep tendon reflexes were 2 to 3*, and Ba- 
binski's signs were absent. Skin flushing had diminished 
markedly, and the sensorium was beginning to clear. By 60 
minutes after treatment the pulse rate was down to 100/min- 
ute. The patient was alert but continued to complain of inter- 
mittent visual hallucinations. His pupils remained widely di- 
lated but did react minimally to light. Memory loss persisted. 

The patient continued to have transient visual hallucina- 
tions for 4 days after treatment. His recent memory and the 
ability to imprint new short-term memories, as assessed by 
3-item recall testing, were diminished for 1 week. 

Thin-layer chromatography and ultraviolet scan of blood 
and urine revealed a mixture of alkaloids, with scopolamine 
predominating. 

Both subjects later reported having eaten Angel's Trumpet 
flowers before they became delirious. The patient's friend, 
who was less intoxicated, stated that the patient had eaten 5 
or 6 flowers. 


OBSERVATIONS 
Table 1 represents the signs and symptoms we ob- 


served in 10 cases. The majority of patients were ini- 
tially obviously agitated and delirious. Visual halluci- 


TABLE 1 
Symptoms Seen in 10 Cases of Angel's Trumpet Intoxication 


Symptom Number of Cases Present 


— 
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Deep tendon reflexes hyperactivity 
Delirium 

Dilated pupils 

Disorientation 

Dryness of skin and mucous membranes 
Systolic blood pressure elevation 
Flush 

Hyperactivity or combativeness 
Tachycardia 

Visual hallucinations 

Wide pulse pressure 

Babinski's signs 

Fever 


Expressive aphasia 
Flaccid muscular paralysis 
Grand-mal seizures 
Anxiety , 

Paranoid ideation 

Urinary retention 


nations were prominent and seemed to prompt sudden 
behavioral changes. Patients changed rapidly from a 
quiet hallucinatory state to one of sudden violent ex- 
citement. The visual hallucinations were similar to 
those reported by users of L'SD and included vivid col- 
ors, the appearance of geometric forms, and visual mis- 
perceptions, such as ''buildings melting and pulsat- 
ing.” Devils, monsters, or bogeymen were reported by 
4 subjects. It is noteworthy that visual hallucinations 
persisted for up to 4 days after intoxication. 

The widened pulse pressure observed in 7 of the 10 
cases and the marked muscular weakness observed in 
5 cases were unexpected. Three subjects experienced 
sudden flaccid paralysis without involvement of res- 
piratory muscles. They stated retrospectively that 
they had been aware of the paralysis and denied any 
associated loss of consciousness. The death of 1 sub- 
ject may have resulted when he accidentally fell into a 
3-inch deep puddle of water and drowned after paraly- 
sis occurred. 

Convulsions and flaccid paralysis were observed on- 
ly in those subjects reporting the ingestion of more 
than 6 flowers. Information received from the subjects 
indicated that tea or broth prepared from 1 to 3 flowers 
may or may not produce hallucinations; tea prepared 
from 6 flowers almost always produced hallucinations. 
When the tea was prepared from 9 flowers, hallucina- 
tions were of considerably longer duration, 1.e., 24 to 
96 hours, and were often associated with paralysis 
and/or convulsions. 

Laboratory analysis showed each flower to contain 
approximately 0.20 mg of atropine and 0.65 mg of sco- 
polamine. An extract of 3 flowers would thus contain 
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0.6 mg of atropine and 1.95 mg of scopolamine, that of 
6 flowers would contain 1.2 mg of atropine and 3.9 mg 
of scopolamine. The broth of 9 flowers would contain 
1.8 mg of atropine and 5.8 mg of scopolamine. The rec- 
ommended oral or parenteral dose of scopolamine is 
0.5 mg. The average adult dose of atropine sulfate is 
also 0.5 mg. Thus the extract of 9 flowers, for example, 
would contain 3.6 times the therapeutic dose of atro- 
pine and almost 12 times the usual therapeutic dose of 
scopolamine. There have been reports (5) that persons 
ingesting up to 500 mg of scopolamine and 1,000 mg of 
atropine have survived. However, fatalities have oc- 
curred with very low levels (10 mg) as well. This points 
again to the importance of individual idiosyncracy in 
responses to these drugs. 

Symptom development in the patients observed was 
rapid; 5 to 10 minutes after the ingestion of teas, 1 to 3 
hours after the ingestion of plant leaves. The following 
course of symptom development seemed typical: in- 
tense thirst, visual disturbances, flushing, central ner- 
vous system hyperexcitability, sensory flooding, a de- 
lirious incoherent state, hyperthermia, tachycardia, 
systolic hypertension, visual hallucinations, alternat- 
ing levels of consciousness, clonus, and finally con- 
vulsions. 

The alternation between an obvious toxoid delirium 
and what appeared to be a drug-induced psychotic 
state with hallucinations and agitation was most im- 
pressive during the earlier stages of intoxication. As 
time passed, the symptom pattern became more simi- 
lar to that observed in toxic delirium. 


DISCUSSION 


Angel's Trumpet contains several alkaloids of the 
tropane configuration, principal among which are atro- 
pine, hyoscyamine, and hyoscine (scopolamine). Their 
major effects are to inhibit the action of acetylcholine 
on structures innervated by post-ganglionic choliner- 
gic nerves. High doses of these antimuscarinic agents 
can block neurotransmission at autonomic ganglia and 
at the myoneural junction. This curariform action of 
high concentrations of hyoscine may well explain the 
muscular weakness and flaccid paralysis seen in some 
subjects intoxicated by Angel's Trumpet. 

Hyoscine (scopolamine), the major alkaloid found in 
Angel's Trumpet, is the most toxic of these alkaloids. 
Idiosyncratic responses occur more frequently with 
hyoscine than with atropine, and only 196 of an oral 
dose of scopolamine is eliminated in the urine over a 
24-hour period, thus predisposing the patient to cu- 
mulative toxicity. 

In high doses hyoscine may inhibit central response 
to histamine, 5-hydroxytryptamine, and norepineph- 
rine (6). This may represent one pathway of the psy- 
chotomimetic mechanism. The disruption of acetyl- 
choline as a central neurotransmitter by the large 
doses of scopolamine ingested by these patients may 
represent another central psychotomimetic pathway. 
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Depression of the inhibitory portion of the reticular ac- 
tivating system, particularly by scopolamine, may ex- 
plain the flooding of the sensorium and agitated deli- 
rium. Ostfeld and Arguete (7) have shown that atro- 
pine reduces the voltage and frequency of. the alpha 
rhythm and consistently shifts EEG rhythm to slow ac- 
tivity. Scopolamine antagonizes EEG activation by hy- 
. pothalamic or reticular formation stimulation (8). The 
diminished cortical arousal potential coupled with rela- 
tively greater loss of mid-brain reticular inhibition may 
be the mechanism that liberates diffuse visual halluci- 
nations and agitated delirium. 

The wide pulse pressure observed may be explained 
in terms of the work of Cullumbine and associates (9), 
who showed that: even a 2-mg dose of atropine raises 
systolic and lowers diastolic pressures, thus increasing 
the pulse pressure. 

The dilation of cutaneous blood vessels by atropine 
and scopolamine produces the dry atropine flush we 
observed in these patients. Fever results from both a 
central hyperthermic response and inhibition of sweat- 
ing. Large doses of scopolamine also increase basal 
metabolic rate and thus further elevate core temper- 
ature. 

Treatment of the central nervous system anticholi- 
nergic syndrome induced by Angel’s Trumpet in- 
toxication should begin immediately upon its recogni- 
tion, with gastric lavage followed by intravenous in- 
jection of 1 to 4 mz of physostigmine. The physician 
should be aware that repeated doses of physostigmine 
may be necessary for severely intoxicated patients due 


314 Am J Psychiatry 134:3, March 1977 


to the rapid destruction of the drug. Phenothiazines 
should not be given because they potentiate the anti- 
cholinergic effects of the alkaloids and by their alpha 
blocking effects may precipitate cardiovascular col- 
lapse and death (10). 
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Evaluation of the Quality of Psychiatric Care for the Aged 


BY CARL EISDORFER, M.D., PH.D. 


Older persons represent a high proportion of those 
receiving care in institutions because of behavioral | 
problems; relatively few aged people are treated in 
mental health center and other outpatient settings. 
The author believes that the availability and 
accessibility of community services should be among 
the most important variables used in assessing quality 
of care for the aged. He encourages the establishment 
of new norms for the quality of services needed to 
restore and maintain maximum physical, 
psychological, and social integrity. 


THE PRESENCE of a large body of aged individuals in 
our society is a relatively recent phenomenon. This 
century has witnessed a 7-fold increase in the number 


of persons aged 65 and over in the United States in con- . 


trast to the 2!5-fold increment in the population at 
large. World population figures reflect a similar trend. 

The aged are a population at risk for health and men- 
tal health problems. Although the aged comprise 10% 
of the U.S. population (1), they account for approxi- 
mately 30% of health care costs (2). | 

The pattern of health care delivery in the United 
States is of particular interest with regard to older per- 
sons. For every outpatient visit made by persons 16 
through 64, persons aged 65 or over make 1.4 out- 
patient visits. For each general hospital adult inpatient 
admission, older persons have 2.5 admissions. The ra- 
tio of hospital bed days for the aged compared with 
those under 65 is 3:1. Perhaps the most impressive 
fact of all is that the ill aged are 9 times more likely to 
be long-term patients—older persons account for 90% 
of the long-term care in nursing homes and similar facil- 
ities. There are currently 1.2 million long-term care 
beds in the United States (more beds than in general 
hospitals) and older persons occupy 1.056 million of 
these beds (3). 

The aged are also at high risk for psychiatric dis- 
orders. Examination of the data between 1955 and 
1968 makes it clear that risk for psychiatric institution- 
al care increased monotonically with age after ado- 
lescence. In 1955 there were in state and county 
mental hospitals 246 patients per 100,000 population 
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aged 25—34 years and 1,420 patients per 100,000 popu- 
lation aged 75 years and over. By 1968 institutional 
rates had decreased by one-half but the ratio was simi- 
lar. Rates of first admissions showed a similar pattern; 
the aged again showed the highest rate. 


ACCESS TO CARE 


Since the mid-1960s the drop in state hospital rates 
has been dramatic, although the total number of psy- 
chiatric patient care episodes has increased. For 
young and adult individuals this is reflected in a sub- 
stantial increase in outpatient, community mental 
health center, and general hospital contacts. An age 
pattern is clear, however; outpatient clinics pre- 
dominantly provide care to persons under 35 and men- 
tal hospitals and other inpatient facilities provide care 
to those over 65. 

An important tendency emerged in state hospital ad- 
mission practices during the late 1960s. In addition to 
the reduction in state hospital admissions there was a 
specific trend to reduce the number of aged persons ad- 
mitted to state hospitals. The rate of first admissions 
for the aged dropped considerably by 1970 (one-third 
less than for the younger adult), and utilization of nurs- 
ing home beds increased substantially. 

Clearly the pattern of mental health services deliv- 
ery to the aged remains skewed toward institutional 
care. Outpatient services for the aged represent about 
2% of the total outpatient psychiatric clinic effort and 
4% of community mental health clinic effort. At the 
same time, 2595 of the more than 1 million nursing 
home patients are primarily psychiatric patients, and 
up to 80% of all nursing home patients show significant 
psychiatric problems. It has recently been estimated 
that the 1974 expenditure for direct mental health serv- 
ices in nursing homes was $4.2 billion (4). A change in 
pattern has been initiated with the recent legislation re- 
quiring community mental health centers to develop 
programs for the aged, but Kramer and associates (5) 
estimated that, based on the pattern before 1975, 80— 
85% of aged persons who need mental health services 
will not receive them by 1980. 

I have presented these data in some detail because 
one of the most frequently ignored elements in any dis- 
cussion of quality of care is access. The availability 
and location of services in the community should be 
among the most important variables in estimating qual- 
ity of care for the aged. 
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MEASUREMENT OF QUALITY 


Quality has become a popular, variously defined 
term (6), and there is some risk that it will become a 
slogan before it becomes a valid indicator of health 
care. Clearly it is a multidimensional concept in- 
volving overlapping, often unspecified value and mea- 
surement systems that range from outcome of care 
(e.g., hospital readmission rates, days in bed, and re- 
lief of symptoms) to quality of death (reflected in 
phrases like **death with dignity’’). In most instances 
the concepts are confounded by the evaluator's biases. 
Objective standards in the measurement of outcome 
are rarely reviewed from the patient's viewpoint, keep- 
ing his/her social system or principal concerns in mind. 
Unfortunately, the complex interaction between proc- 
ess and outcome makes it easier to define no quality or 
poor quality than to assess good quality. As a result we 
often must resort to such secondary and tertiary in- 
dices as laboratory tests used; continuity of care; orga- 
nizational structure of care; the extent of patient in- 
volvement, compliance, and satisfaction; level of abili- 
ty of the provider (1.e., basic and continuing 
education, number with specialized education, etc.). 

In political terms, quality of care has come to mean 
many different, often self-serving things. For govern- 
ments or other third-party carriers, it has become iden- 
tified with cost-efficient, if not effective, care. For con- 


sumer groups, accessibility and acceptability of the - 


type of service are of paramount concern. Provider 
groups consider that at least the training and certifica- 
tion of the care givers are crucial variables of quality, 
although individual patients may be more sensitive to 
the interpersonal qualities of the care giver and the 
“motel” qualities of institutions. 

I will not detail the array of techniques of measure- 
ment of quality of care. However, several issues are 
particularly important in dealing with the aged. 
Sheps (7) described the following four indices to ap- 
praise hospita] quality. 

1. Standards of care. Minimum or optimum levels 
of facilities, personnel, organization, and technical 
support. 

2. Performance. The use of laboratories, chest X- 
rays, blood tests, autopsies, length of stay, pathology 
reports. 

3. Effects of care. Postoperative mortality, com- 
plications, infection, cure rate; fairly solid definitions 
of optimum outcomes are essential. 

4. Clinical evaluations. Observations, paired com- 
parisons of two or more clinicians, etc. 

I have already mentioned the importance of access 
and the type of delivery pattern m assessing quality of 
care. 

Finally, the problems of the aged tend to be chronic. 
Since the outcome of psychiatric care tends to be more 
difficult to evaluate, a further qualification should be 
‘ considered. The assessment of behavior by direct sys- 
tematic observations over time (8) may emerge as one 
of the more effective and valuable techniques for judg- 
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ing the overall effectiveness of a delivery setting or an 
institution's physical and programmatic con- 
sequences. This technique involves assessment of all 
activities within a given time frame. An evaluation 
paradigm could focus on behavior's independent/de- 
pendent, spontaneous/planned, obligatory/dis- 
cretionary, and structured/unstructured character- 
istics (8). Evaluation of a patient's state is difficult in a 
situation where maintenance of the status quo or di- 
minished rate of decline is a more probable positive 
outcome than is recovery, and the absence of good nor- 
mative data on long-term care complicates work in this 
area. Such approaches are necessary, however. I con- 
tend that fundamental to any analysis of quality of in- 
stitutional care is the assessment of natural history of 
diseases in and out of the institutional setting. 


SITUATIONAL FACTORS 


The relevance of a variety of situational factors in 
providing quality of care is hard to ignore. Manpower 
is one such factor, and the paucity of professional psy- 
chiatric and psychological involvement in the care of 
the aged is currently a subject for concern (or at least 
rhetoric) at the highest levels of the federal govern- 
ment (9). Miller (10), in a recent review of the diag- 
noses of older persons entering long-term care, in- 
dicated that there was a majority of missed diagnoses, 
primarily psychiatric diagnoses. In another report, 
Raskind and Alvarez (11) indicated that many in- 
stances of behavioral disturbance, including apparent 
cognitive loss, were attributable to unresolved medical 
or treatable psychiatric disorders rather than to the pe- 
jorative diagnosis of “‘senility’’ with which many aged 
persons were labeled. Careful professional evaluation 
of the aged patient and regular reevaluation of the 
patient's condition are still obvious problems. Quality 
indices are readily available for such concerns, but of- 
ten ignored. 

The frequent involvement of multiple systems in the 
problems of the aged and the overlap between medical 
and psychiatric dysfunction necessitate a broader ap- 
proach to patient management. Indices of quality 
should include social situational variables. Perhaps the 
most crucial variables, however, are professional and 
social attitudes toward the aged patient and the care 
providers' belief system regarding outcome of care. 
Unfortunately, it is difficult to encourage the proper at- 
titudes. 


ESTABLISHMENT OF NORMS 


Providing services to the aged in order to achieve 
mean, median, or modal local or national standards of 
quality is not enough. New criteria for quality of serv- 
ices needed to restore and maintain function must be 
developed that would be concerned with the establish- 
ment of optimum standards for maintenance of maxi- 


mum physical, psychological, and social integrity. The 
concept of establishing norms for both physical and 
psychological dimensions is relatively familiar (e.g., 
use of height and weight charts; measurement, how- 
ever inadequate, of school achievement and in- 
telligence). I am calling for the establishment of a pro- 
gram of optimum standards of capacity, ranging from 
exercise to ongoing cognitive capacity and freedom 
from psychopathology. Establishing such standards 
would focus attention not only on the frail and incapac- 
itated but also on the older person's capacity to func- 
tion independently with a minimum of supportive care. 
This set of norms could precipitate evaluation of the 
effectiveness and quality of delivered care, the only le- 
gitimate goal for a humane and enlightened society. 
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Baclofen Treatment in Chronic Schizophrenia: A Clinical Trial 


BY LLEWELLYN B. BIGELOW, M.D., HENRY NASRALLAH, M.D., JOHN CARMAN, M.D., 
J. CHRISTIAN GILLIN, M.D., AND RICHARD JED WYATT, M.D. 


Baclofen [8-(4-chlorphenyl) y-aminobutyric acid] 
has been widely used in Europe for many years in the 
treatment of multiple sclerosis and other syndromes 
that produce spasticity (1). It is reported to be superior 
to diazepam in spinal cord injuries. Baclofen has been 
presumed to exert its effects as a y-aminobutyric acid 
(Gaba) analog and agonist. Gaba itself is regarded as 
an inhibitory neurotransmitter in the central nervous 
system (2). Reasoning that schizophrenia might result 
from a ‘“‘lack of an inhibiting factor," Frederiksen (3) 
added baclofen to the neuroleptic regimen of 13 chron- 
ic schizophrenic patients in an open study. He report- 
ed that most patients improved and 1 severely ill 
patient made what appeared to be a dramatic recov- 
ery. We were stimulated by Frederiksen's report to at- 
tempt to replicate his findings. 


Method 


Nine young chronic schizophrenic patients volun- 
tarily residing on two psychiatric research wards gave 
their consent to participate in a double-blind crossover 
study of the effects of baclofen.! There were 7 men and 
2. women; the mean age was 25 years (range, 19-30) 
and the mean duration of illness was 8 years (range, 3- 
15). This relatively young chronically ill group had all 
failed to respond sufficiently to conventional therapeu- 
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tic measures to permit them to live outside a hospital 
environment. 

Each patient was stabilized for a least 1 month on 
what was regarded as a clinically optimum dose of an 
appropriate neuroleptic drug (see table 1). The amount 
of medication was kept constant throughout the re- 
mainder of the study. Placebo baclofen was then start- 
ed, and the number of pills was gradually raised to an 
equivalent of 60 or 80 mg a day given in 4 doses. The 
higher amount was used during the latter part of the 
study after it appeared that there was no response to 
the lower dose. After a 2-4-week placebo interval, ac- 
tive medication was substituted over a 7-14-day peri- 
od. The patients received full dosage of baclofen for 4 
weeks, followed by a gradual placebo substitution over 
several days. Placebo was then continued for 1 month 
except in the cases of 1 patient who eloped from the 
unit and another who signed out against medical ad- 
vice. Clinical status was monitored twice daily by the 
nursing staff, who were blind to the type of medication 
given, using a 27-item rating scale covering a broad 
range of psychopathology (4). Each question was 
scored on a range from 0 (not present) to 7 ‘most se- 
vere). The mean daily score for each questicn for the 
final 2 weeks of active and posttreatment placebo medi- 
cation was computed for each patient. In the 2 cases 
where there was no second placebo period, the final 2 
weeks of the initial placebo were used for comparison. 
Effects of treatment were tested by a paired t test (two- 
tailed). In addition, an overall estimate of three broad 
categories of psychopathology—psychosis, arousal, 
and depression—was calculated by arbitrarily group- 
ing questions appropriate to that category and finding 
the sum of the averaged responses for each question. 
The items used for psychosis were loss of emotions, 


TABLE 1 
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Comparison of Nurses' Ratings on Three Symptom Clusters for Patients Treated with Baclofen and Placebo* 


Medication 
Psychosis 
Dose 

Patient Type (mg/day) Placebo Baclofen 

1 Fluphenazine 50 12 13 

2 Chlorpromazine 800 10 12 

3 Chiorpromazine 300 23 24 

4 Chlorpromazine 800 15 14 

5 Fluphenazine 100 Il 12 

6 Chlorpromazine 800 8 8 

7 Chlorpromazine 1000 26 23 

8 Thioridazine 600 20 17 

9 Loxapine 100 3 4 
Group means 14.3 14.0 


* Ratings are the means for the final 2 weeks of each treatment period. 


statements of delusions, stated hallucinations, hallu- 
cinatory behavior, bizarre behavior, and disorganized 
speech. For depression, the items were depressive be- 
havior, depressive statements, dependency, decreased 
activity, and social isolation. Arousal items consisted 
of irritability, angry behavior, angry statements, hyper- 
activity, uncooperativeness, and euphoria. 


Results 


None of the patients in this series showed major clin- 
ical improvement. In addition, the clinicians in charge 
of the patients' care did not at any time feel that any 
dosage reduction of neuroleptic was indicated. This 
does not agree with Frederiksen's observations (3). 

Table 1 lists the psychosis, depression, and arousal 
scores for each patient for the last 2 weeks of both the 
placebo and active treatment periods. It can be seen 
that the extent of the changes was minor for all of the 
patients. Analysis of the data failed to demonstrate sig- 
nificance of any change for the patient group as a 
whole with regard to both the summary scores present- 
ed in table 1 and the individual questions on the rating 
scale. There was a clinical impression that 2 of the 
patients became more agitated and hostile after the ac- 
tive medication was stopped, but this was not support- 
ed by the nurses’ ratings. No adverse side effects or 
changes in blood chemistry or hematological values 
were noted. 


Discussion 


This negative study is to our knowledge the first to 
have reproduced the original conditions stated by 
Frederiksen, whose patients were also given neurolep- 
tics as well as baclofen. Frederiksen has given more de- 
tailed histories of 7 of his subjects in another publica- 
tion (5). The mean age of his patients was 31 years and 
the mean duration of illness was 10 years, which sug- 
gests that his population was somewhat more chroni- 
cally ill than the patients we have studied. 


Symptom Cluster 
Arousal Depression 
Placebo Baclofen Placebo Baclofen 
5 6 7 8 
9 13 9 10 
10 17 | 4 
14 10 9 9 
14 14 8 8 
4 3 9 9 
20 17 5 5 
17 14 10 9 
8 Il 3 3 
1132 HH. 6.8 7.2 


Two brief negative reports have appeared in the liter- 
ature. Simpson and associates (6) reported on the ef- 
fects of baclofen in doses up to 120 mg/day in 12 chron- 
ic schizophrenics who were not taking neuroleptics. 
Nine patients became worse, 7 markedly so. The au- 
thors suggested that the ''freer, although more disturb- 
ed, verbal expression" they observed might be equiva- 
lent to the reduced autism reported by Frederiksen. 
Davis and associates (7) treated ''4 newly admitted 
schizophrenics” with baclofen in doses up to 100 mg/ 
day; 3 of these patients reportedly became markedly 
agitated. It is unclear whether neuroleptics were used 
in the study. Clinical reports to date do not support the 
contention that baclofen exerts a beneficial effect on 
schizophrenic illnesses. In fact, the weight of the evi- 
dence is to the contrary. 

Interestingly, the original rationale for the use of 
baclofen as a Gaba agonist appears to be no longer valid. 
Saito and associates (8) have shown that baclofen is 
more properly characterized as an antagonist of sub- 
stance P, a widely occurring undecapeptide found in 
nervous tissue and thought to be a modulator of neural 
transmission. The exact function of substance P re- 
mains unknown, but Magnusson and associates (9) 
have recently reported that it stimulates monoaminergic 
neurons in the brain stem and is excitatory in nerve ter- 
minals impinging on dopaminergic cell bodies. One 
might therefore predict that baclofen as a substance P 
antagonist would possess antipsychotic activity. In ad- 
dition, Ahlenius and associates (10) found that baclo- 
fen antagonized d-amphetamine-induced disruption of 
discriminative behavior in rats. Both of these experi- 
mental findings, when viewed in the light of the '*dopa- 
mine hypothesis" of schizophrenia, support Frederik- 
sen's original contention. Unfortunately, the clinical 
results to date have not provided such support. The 
suggestion that baclofen given alone may exacerbate 
schizophrenia (6, 7), if confirmed, will have to be reck- 
oned with in future biochemical speculations about 
schizophrenia. 
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Self-Excoriation by Young Women 


BY JOSEPH HERZBERG, M.D. 


In a previous paper (1), I reported a study of five 
cases of fever of unknown origin in which adolescent 
patients and/or their parents repeatedly created fraudu- 
lent elevated temperatures. I have recently seen four 
slightly older patients on the same unit at the National 
Institute of Allergy and Infectious Diseases (NIAID) 
who were suspected of more bizarre self-destructive 
behavior—excoriating and/or inoculating themselves 
and then preventing the lesions from healing. The 
patients were all young women, aged 20-31, who had 
mystifying recurrent wound infections, cellulitis, and, 
in one case, repeated unsuccessful skin grafts over sev- 
eral years. Interestingly, the problematic lesions were 


on the left extremities in all patients (two of the four - 


patients were right-handed), and in two cases similar 
injuries to the right side healed promptly. In each case, 
the initial lesion seemed to have had a bona fide origin 
during the patients’ participation in athletic events in 
middle to late adolescence. 

Each patient had had at least two previous hospital- 
izations for thorough medical diagnostic evaluation. 
Referral to NIAID was for some specific diagnostic 
study, e.g., of the immune system. Further extensive 
negative evaluations (often including painful invasive 
studies) plus the suspicious nature of these wounds led 
to psychiatric consultation. In three cases, E. coli was 
cultured and there was suspicion of fecal con- 
tamination. Also suspicious was the puncture-like na- 
ture of the wounds in two cases and the clearly margi- 
nated nature of the wounds in the other two cases. 

There was much similarity in the mental status of 
the four patients. Each seemed unusually guarded and 
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prone to deny angry feelings. During brief silences, I 
noted indications of profound affect in the patients' 
facies, including tearing, as if each was on the brink of 
rage and open grief. All of the patients firmly denied 
this. All complained bitterly to their attending physi- 
cians after the initial interview that they resented the 
consultation, especially the questions about feelings 
and family. Each wanted a ''definite answer’’ to her 
problem. The medical staff seemed to feel somewhat 
protective toward these patients, expressing . polite 
skepticism toward the consultant's impressions. One 
attending physician stated candidly after the initial in- 
terview that “‘Ir only she would admit doing it, I would 
believe you.” During the early phase of consultation 
with all of the patients, polarities appeared to be devel- 
oping among the staff that reflected the patients’ 
*good ward doctor-bad consultant” splitting. 

I have found that sharing my efforts at reconstruct- 
ing the patient's developmental history with the staff is 
helpful; it seems to persuade them that pursuing a psy- 
chiatric line of inquiry is valuable in these difficult situ- 
ations. The developmental starting point in all of the 
cases was the onset of the present illness in middle to 
late adolescence. Each patient acknowledged having 
experienced considerable stress at that time in the 
form of a major conflict over, for example, sexuality, 
career choice, or (particularly) leaving home. Further- 
more, three of the four women cited devastating disap- 
pointments at puberty resulting from having been beat- 
en by their fathers. These seemed like screen memo- 
ries, in that I heard implications by each patient of 
earlier struggle with both parents. Subsequent inter- 
views invariably confirmed that none of the patients 
had ever felt trusting or even relatively less ambiva- 
lent about either parent. 

The patients' self-esteem during childhood and ado- 
lescence appeared to have been espécially linked with 


nonverbal, active, athletic activities. Each patient de- 
scribed herself as having been tomboyish well into ado- 
lescence until the time of a stressful decision-making 
situation or the loss of a girl friend. One patient was a 
state high school diving champion, another was a 
stock car driver, a third was a mountain climber (who 
married an amputee), and the fourth was an accom- 
plished high school basketball player. There was an im- 
plied element of secondary gain in the patients' recent 
years of infirmity, during which they had been swathed 
in bandages and immobilized with contractures, in the 
sense of relief from lifelong patterns of constant activi- 
ty. Furthermore, all of the patients had a special re- 
sponsible role in relationship to a dependent or handi- 
capped mother or spouse that they resented and no 
longer had to fulfull as a result of their infirmity. 

Interviews with parents or spouses indicated that 
their mental status was consistently complementary to 
the patients'. They were as guarded and prone to de- 
nial as the patients, with one important difference: 
they were openly hurt and outraged when the staff and 
consultant summarized the evidence that the patients’ 
wounds were self-inflicted. This open expression of af- 
fect was in marked contrast to the careful, almost 1m- 
mobilizing, control the patients exercised over them- 
selves. It was as if the psychiatric consultation threat- 
ened the family system itself with loss of control and a 
potential eruption of rage from any one of its mem- 
bers. I had an impression of the family group as a kind 
of “syncytial”? ego mass, intolerant of divergent opin- 
ions regarding the patients' illness. These observations 
led to further speculation on my part and the part of 
the staff about the patients' earlier development. AII 
adolescents struggle for independence, but few rage 
against their own bodies as these patients apparently 
had. i 

The self-destructiveness and verbal denials of the 
patients made more sense when one viewed them as 
crude attempts to express forbidden anger and achieve 
some parity and autonomy through negativism in their 
experience of deadly struggles with adults for their 
selves. I suggested to the staff that they recall experi- 
ences with 2- or 3-year-old children in which they were 
forced to make determined efforts to get the child to 
cooperate at a point when his/her self-esteem involved 
experimenting with ‘‘separation’’ through negativistic 
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behavior. Such conferences often aided the staff in ex- 
amining the frustration, anger, and protective feelings 
these four patients induced in them. 

Three of the four patients finally admitted excoriat- 
ing or inoculating themselves, but not before they had 
engaged in more ‘“‘playful splitting," i.e., telling differ- 
ent staff members different things or enticing other 
staff into searching for hidden needles or syringes. 

I would repeat suggestions made in a previous ar- 
ticle (1) about the importance of prompt presentation 
to the patient and family of the medical staff's collect- 
ed evidence and recommendations for further psychiat- 
ric evaluation and treatment in the appropriate setting, 
done in a matter-of-fact medical manner. This is essen- 
tial for three reasons: 1) to forestall perpetuation of the 
sadomasochistic lifestyle that seems to intensify with 
age in these patients and in which medical personnel 
become the principal targets, replacing parents and 
spouses; 2) to avoid escalation of the seriousness of 
the self-mutilation, which occurs when the patients 
feel a lack of empathic responsiveness as they are sent 
from one medical center to another; and 3) to “‘legiti- 
mize’’ the patient's and family's need to leave the hos- 
pital with a ‘‘real’’ diagnosis and to neutralize poten- 
tial sadomasochistic feelings between staff and 
patients and families that they are ‘‘bad.” The staff 
can serve as a model for the family in helping them to 
neutralize their (often unconscious) rage at the 
patients for the years of worry. In fact, the greatest 
concern of two patients upon ‘‘confession’’ of their 
self-excoriation was that the staff would consider them 
“bad.” Here, the liaison psychiatrist is often chal- 
lenged to strike a position of clinical precision and tact 
without insisting on excessive scientific certainty in 
helping his colleagues to aid their patients and families 
in pursuing the necessary further therapy. 

It will be important to collect outcome data on the 
progress of these patients (and their families) when 
they do receive further psychiatric attention, espe- 
cially regarding any resolution process of their ''sepa- 
ration and individuation” tasks. 
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A Bufotenin-Like Substance in the Urine of Schizophrenics 


BY ANTHONY C. COTTRELL, PH.D., MARGARET F. MCLEOD, PH.D., AND WILLIAM R. MCLEOD, M.D. 


Interest in the possibility that the methylated deriva- 
tives of tryptemine are involved in the etiology or the 
pathogenesis of the schizophrenias has waxed and 
waned. Earlier studies that reported increased levels 
of methylated indolamines in urine and blood (1) have 
not been replicated (2), and interest in these com- 
pounds has declined. However, measurement of N,N- 
dimethyltryptamine (DMT) with a new and sensitive 
assay system has produced results that leave the 
‘psychedelic model’’ of schizophrenia open to valida- 
tion or rebuttal (3). 

5-Hydroxy-N,N-dimethyltryptamine (bufotenin) was 
considered an unlikely candidate for a “‘schizotox- 
in" because it was not thought to cross the blood- 
brain barrier (4). However, one early clinical study us- 
ing intravenous bufotenin (5) gave evidence of its hal- 
lucinogenic properties and other CNS effects. 

Difficulties in replicating or confirming earlier bu- 
fotenin studies may have been due to methodological 
problems. The extreme instability of 5-hydrox- 
ytryptamine derivatives may give false negatives un- 
less special precautions are taken to prevent decompo- 
sition (6); furthermore, ethyl acetate, the traditional 
extractant, produces numerous artifacts (7). 

We would like to present a preliminary report which 
suggests, that a bufotenin-like substance is present in 
the urine of many patients with a schizophrenic illness. 
We have used a simple and sensitive assay system that 
eliminates some of the defects of previous studies. 


Method 


Twenty-four hour urine specimens were collected 
over a two-month period from successive admissions 
to a general hospital psychiatric ward. Samples from 
patients known to be receiving phenothiazines were 
not assayed. | 

The samples were coded by a laboratory staff mem- 
ber not associated with the ward or with the project. It 
was possible, therefore, to carry out the analysis with- 
out any knowledge of the source of the urine. Diag- 
noses (using the ICD-8 system) were retrieved after 
blind urine analysis results were collected by examina- 
tion of the case records. |] 

The analysis was performed as follows. Urine was 
collected in polythene bottles to ensure that harmful ul- 
traviolet light was filtered out. Each bottle contained 
10 ml of concentrated HCI, and the specimens were 
frozen until required. The urine was thawed and fil- 
tered. The pH was adjusted to 1.5, and the urine was 
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extracted twice by shaking for 5 minutes with 50 ml 
of 5% tertiary butanol in chloroform per 500 ml urine. 
The organic layer was discarded. 

The pH was adjusted to 11.0 and the extracted urine 
was centrifuged at room temperature (160 g for 10 
minutes). The supernatant was extracted with 1/10 
volume of a mixture containing 5% tertiary butanol, 
5% carbon disulphide, and 90% chloroform and then 
centrifuged as previously described. The lower organ- 
ic phase was removed and dried over sodium sulphate 
and concentrated to dryness on a vacuum rotary evap- 
orator. The evaporation flask was flushed with oxy- 
gen-free nitrogen before removal from the evaporator, 
and the residue was dissolved in 1-2 ml cf absolute 
methanol and transferred to a 2-ml sample vial to 
which internal standard (20 nmol l-amino naphtha- 
lene) in methanol was added. The methanol was blown 
off under oxygen-free nitrogen, 40 ul of heptafluoro- 
butyrylimidazole was added, and the mixture was vor- 
texed for 1 minute and heated at 85°C for 1 hour. The 
mixture was vortexed two more times after addition of 
500 ul of dry toluene and then of 250 ul of distilled wa- 
ter (8). 

The reaction vials were frozen at —20°C and toluene 
solution was removed from the frozen aqueous layer 
and used for the gas-liquid chromatography (GLC) 
analysis. Two microliters of the solution were injected 
into a Hewlett-Packard 5700A model GLC with a lin- 
ear Ni electron capture detector. A 3-m glass column 
packed with 10% SE —30 on Chromosorb W HP (100— 
120) and a carrier gas mixture of 5% methane in argon 
flowing at a rate of 30 ml/minute were used. The detec- 
tor was operated at 320°C, and the column oven was 
programmed from 170°C at 2°C/minute. 

Dimethyltryptamine, bufotenin, and S-methoxy- 
dimethyltryptamine were added to half the urine and 
also derivatized and chromatographed separately. 
These procedures allowed positive identification and 
estimation of recoveries. 


Results 


Assay results for 22 patients and controls are summa- 
rized in table 1, which shows that the urine of many 
patients with a schizophrenic illness and possibly also 
manic-depressive psychosis contains a bufotenin-like 
substance. The low number of controls resulted from 
blind selection of samples from the freezer. No sam- 
ples contained significant amounts of either DMT or 5- 
methoxy-DMT. 


Discussion 


This small series of patients and controls indicates a 
high correlation between the appearance of a bufote- 


TABLE 1 
Presence of Bufotenin in Urine of Psychiatric Patients 


Urinary Bufotenin- 
Patient like Substance 
Number Diagnosis (nmol/24 hours) 
Group 1 (>10 nmol) 
4 Schizophrenia (paranoid) 120 
7 Schizophrenia (paranoid) 31 
9 Schizophrenia (acute) 52 
10 Schizophrenia (paranoid) 75 
13 Schizophrenia 38 
14 Schizophrenia (chronic) 14 
16 Schizophrenia (paranoid) 85 
17 Schizophrenia (paranoid) 43 
19 Schizophrenia (paranoid)* 8l: 


Group 2 (1-10 nmol) 


1 Manic-depressive (hypomanic phase) 4 

2 Schizophrenia (simple) 7 
6 Schizophrenia (catatonic) 10 
8 Manic-depressive (depressive phase)** 4 
11 Schizophrenia (recurrent-paranoid) 1 
12 Schizophrenia (paranoid) 6 

Group 3 (« 1 nmol) 

3 Normal (laboratory staff) 0 
5 Normal (laboratory staff) 0 
15 Schizophrenia (acute)*** 0 
18 Manic-depressive (hypomanic phase) 0 
20 Personality disorder 0 
21 Schizophrenia (paranoid) 0 
22 Manic-depressive (hypomanic phase) 0 


*Initial diagnosis of paranoid personality; developed persecutory delusions 
while a day patient. 
**Previous admission—initial diagnosis, acute schizophrenia (paranoid). 
***Family history of recurrent depressive illness. 
iThought to be unmedicated but later shown to be on thiothixene, chlor- 
promazine, amitriptyline, and imipramine at time of admission. 
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nin-like substance and the diagnosis of schizophrenia 
in unmedicated acutely ill patients. 

Definitive identification of this compound with other 
derivatives and a gas chromatography-mass spectrom- 
etry method is in progress. Further urine samples have 
been collected and will be examined with both gas-liq- 
uid and thin-layer chromatography. Diagnosis at the 
time of admission and a more comprehensive review 
of individual and family history in addition to the cur- 
rent medication and diet at the time of admission will 
be considered more carefully with these further sam- 
ples. 
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Clinical Picture of Atypical Anorexia Nervosa Associated with Hypothalamic Tumor 


BY JAMES H. WHITE, M.D., PATRICK KELLY, M.D., AND KENNETH DORMAN, M.D. 


Anorexia nervosa is psychogenic self-starvation that 
may result in death in the most severe cases. The syn- 
drome is considered a functional disorder because 
there is no definitive evidence substantiating any physi- 
ological and/or anatomical: disturbance. 

According to Bruch (1), anorexia nervosa patients 
may be divided into primary and secondary (atypical) 
groups. The primary group is characterized by a relent- 
less pursuit of thinness, hyperactivity, bizarre food 
preferences, insensitivity to temperature changes, and 
a delusional quality regarding their perception of their 
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appearance. They believe that their emaciated appear- 
ance and bizarre eating habits are perfectly normal. 
The onset is at puberty or prepuberty, often just before 
or at menarche. 

In the secondary or atypical type of anorexia, the on- 
set is later in puberty, and the patient realizes that his/ 
her emaciated state and bizarre eating habits are abnor- 
mal. Hyperactivity is absent, and the eating behavior 
is used more to manipulate the environment than to 
pursue thinness per se. There is often an associated de- 
pressive and/or hysterical component. The primary 
type occurs almost exclusively in females, but the sec- 
ondary type may be found in both sexes. The diagnos- 
tic criterion of an 11.3-kg weight loss is used for both 
groups. 

The possibility of a hypothalamic tumor producing 
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-this syndrome in infants is one example of an appetite 
disturbance produced by a mass lesion (2). There are 
also reports of such tumors in adults producing a clini- 
cal picture essentially indistinguishable from anorexia 
nervosa (3, 4). The following case illustrates the diag- 
nostic problem that can occur in these patients. 


Case Report 


The patient was a 15-year-old male admitted to the 
adolescent residential treatment unit for the treatment 
of anorexia nervosa. He was originally referred from a 
local hospital in his home town where he had been 
treated for 6 weeks before his hospitalizaticn. He had 
been given a complete evaluation for brain tumor by 
his local psychiatrist, including an EEG, train scan, 
skull X-rays, and visual field and neurologic examina- 
tion. All of these studies were negative, and ihe patient 
was given a diagnosis of anorexia nervosa. On admis- 
sion to this hospital he weighed 27.2 kg. 

The patient's illness began at approximately the 
time he entered junior high school, when he reportedly 
began experimenting with illicit drugs and alcohol. He 
had been using marijuana daily for several months 
before he was brought to medical attention. During 
this time he began to show evidence of a gradual 
weight loss with a decrease in appetite. Also at this 
time the patient and his father became involved in a 
physical altercation during which the father suffered a 
severe myocardial infarction that eventually required 
cardiac surgerv. The father almost died during the 
acute stage of the infarction. Shortly thereafter, a 
woman neighbor who had been the patient's con- 
fidante for some time died suddenly from a malig- 
nancy. The patient immediately reduced his food in- 
take dramatically and began to lose weight quickly. 

The patient's birth and early development were con- 
sidered normal. The parents reported that his emotion- 
al problems started when he was approximately 5 
years old and described him as a difficult and hyper- 
active child. Both the parents and the patient recalled 
that he was always in trouble and had constant diffi- 
culties getting along with the parents. He was de- 
scribed as the troublemaker in the family. 

All of the routine laboratory studies done when the 
patient was admitted to the university hospital were 
within normal limits. The previous evaluation for brain 
tumor was examined and considered adequate. The 
patient was started in a program of individual and 
group psychotherapy, milieu therapy, recreational and 
occupational therapy, and a school program. 

The patient persistently denied that there was any- 
thing wrong with his appearance or his eating behavior 
and did not recognize the severity of his nutritional 
status. One of his overriding concerns throughout his 
psychotherapy was the rather oppressive control that 
was exerted in the family and his feeling that he had no 
control over himself or what happened to him. He also 
alluded to a fear of growing up and assuming adult re- 
sponsibilities. After 4 months of therapy it was felt that 
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the patient was ready to have an extended home pass. 
During this pass, his parents decided to remove him 
from the hospital against medical advice. Twelve days 
later his physical condition had deteriorated. He was 
again admitted to the local hospital and then returned 
to the university hospital; he was dehydrated and 
weighed 26.3 kg. His physical condition subsequently 
improved until a month later, when he developed a 
temperature of 103?F and appeared to be disoriented 
and markedly dehydrated. He was transferred to the 
pediatric service, where he was diagnosed as having 
viral gastroenteritis; he was treated with intravenous 
fluids, responded rapidly, and was transferred back to 
the psychiatric service to continue his treatment. 

Three weeks later the disorientation and dehy- 
dration reappeared. He was again transferred to the pe- 
diatric service and underwent vigorous parenteral in- 
travenous fluid therapy for correction of his metabolic 
abnormalities. At this time his rectal temperature was 
below 96?F. He had diabetes insipidus which resulted 
in severe dehydration—serum sodium was elevated to 
180 mEg/liter and serum osmolality to 350 mosmol/li- 
ter. Laboratory investigation revealed mild pan- 
hypopituitarism. Visual field examination by tangent 
screen demonstrated a bitemporal quadrantopsia sug- 
gesting superior chiasmatic involvement. Radio- 
nucleotide brain scan revealed a midline suprasellar 
uptake. After,correction of his metabolic abnormal- 
ities, the patient underwent a cerebral arteriogram, 
which was essentially normal. Approximately 1 week 
later, he was metabolically stable enough to undergo a 
pneumoencephalogram, which demonstrated a large 
tumor in the midline displacing the anterior aspect and 
the floor of the third ventricle superiorly and posterior- 
ly. 

The patient was metabolically stabilized again and 
underwent a right frontal craniotomy 4 days later. A 
large cystic tumor that was thought to be a glioma was 
encountered between the anterior cerebral arteries and 
above the optic chiasm. The cyst wall was biopsied, 
and a xanthochromic low-viscosity fluid was aspirated 
from the cyst. Neuropathological examination of the 
specimen revealed cellular neuroglial tissue, presum- 
ably a low-grade glioma. 

The patient did very well postoperatively.. He was 
alert, oriented, and demonstrated no discernible neu- 
rologic deficit. He continued to have a serious problem 
with diabetes insipidus and was placed on 5 units/day 
of aqueous vasopressin, which controlled the problem. 
He received radiation therapy to the hypothalamic 
area in the amount of 4,500 rads over a 4-week period 
and was discharged. 

After the initial postoperative recovery —1 the 
patient continued to show signs of depressed affect, 
but all signs of anorexia disappeared. He showed no 
resistance or aversion to eating. The family was of- 
fered continued psychiatric treatment for their unre- 
solved conflicts, but they declined. They returned to 
their home town 250 miles away and were lost to fol- 
low-up. 


Discussion 


The clinical psychiatric history of this patient is in 
all respects compatible with atypical anorexia ner- 
vosa. There was a history of maladjustment in the 
patient and his family, as well as a precipitating event. 
The patient's eating behavior, self-induced emesis, ex- 
cessive weight loss, emaciation, and depressed mood 
were all characteristic. His passive-aggressive features 
and manipulative behavior also supported this diag- 
nosis. His original tumor evaluation was completely 
normal. The course of his psychotherapy was compat- 
ible with a psychogenic phenomenon, as were his fam- 
ily interactions, but 6 months later a hypothalamic 
glioma was discovered. Its removal, while not ''cur- 
ing” the patient's psychopathology, alleviated the ano- 
rexia. 

There has been a recent interest in the possibility of 
a basic disorder of hypothalamic functioning in ano- 
rexia nervosa (5). In one study almost no individuals 
in families of anorectics fell within normal weight lim- 
its—they were either overweight or underweight. This 
led the investigator to consider the possibility of a fa- 
milial hypothalamic disorder (6). 

New endocrine studies have suggested the possi- 
bility of a primary disorder of luteinizing hormone not 
secondary to malnutrition (7). Many anorectics have 
been noted to have persistent endocrine abnormalities 
even after the malnutrition has been corrected. These 
abnormalities involve the absence of cyclic variation 
in follicle-stimulating hormone and luteinizing hor- 
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mone prior to menses (8). The implications of these 
findings are unclear at present. 

This case and the others reported in the literature 
stress the need for a thorough evaluation for possible 
tumors at the initial examination as well as at 4- to 6- 
month intervals thereafter. An initial negative evalua- 
tion and a finding of psychopathology typical of ano- 
rexia nervosa do not rule out the possibility of a hy- 
pothalamic tumor that is not yet large enough for detec- 
tion. Periodic reevaluation for tumor should be part of 
the management as long as the anorectic behavior con- 
tinues. 
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Erotomanic Delusions in a Mentally Retarded Patient 


BY BRUCE GREYSON, M.D., AND SALMAN AKHTAR, M.D. 


The syndrome of erotomania consists of a patient’s 
delusion that a public figure or brief acquaintance, usu- 
ally older and of higher social standing, is in love with 
him/her. Such delusions, which had been described in 
patients diagnosed as paranoid (1) or schizophren- 
ic (2), were isolated as a syndrome in 1942 by De 
Clérambault (3), who differentiated les psychoses pas- 
sionelles from erotic delusions in coexisting psychoses 
by their sudden onset, single object, and chronic 
course without hallucinations. 

Raskin and Sullivan (4), noting that most erotoman- 
ic patients reported in the literature had adequate pre- 
morbid ego functioning and appeared to develop their 
symptoms as a defense against loss, invited future re- 
ports of erotomania in patients with different levels of 
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ego functioning, specifically in regard to the role of 
erotomania in masking depression. In this paper, we 
will report on an erotomanic delusion repeatedly pre- 
cipitated by threatened object loss in a mentally re- 
tarded patient. 


Case Report 


This 46-year-old man, who has been severely re- 
tarded since birth, had never left his parents’ home 
alone until he was 43 years old, when, after both of his 
parents became ill, he claimed that a teenage girl he 
had seen in church wanted to marry him. He ex- 
pressed some urgency that they be married before his 
parents died so that he would have someone to cook 
his meals and care for him. He routinely left his win- 
dow open each night to allow his ‘‘fiancée’’ to join 
him. He attempted to leave home one night to find her, 
and his parents brought him to the hospital because 
they were afraid he might get lost. After a brief hospi- 
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talization, he was discharged on thioridazine to his par- 
ents' care. He gradually stopped talking about his im- 
pending marriage as his parents' health improved. 

Three years later, after the patient's father had died, 
his mother was hospitalized repeatedly. He again ver- 
balized fears that he would be unable to care for him- 
self if she should die. He claimed that a teenage girl in 
the neighborhood wanted to marry him and insisted 
that his marriage take place soon to preclude his aban- 
donment. He started leaving his window open each 
night again and claimed that his ‘‘fiancée’’ came in and 
had sex with him in his sleep. His mother requested 
psychiatric intervention at this point. The patient re- 
fused medication, and family intervention that focused 
on concerns about his mother's health and plans for 
his future care was attempted. However, he attempted 
to leave home again to find his ‘‘fiancée’’ after his 
mother announced her impending rest-vacation away 
from home, and he was therefore rehospitalized. 

On admission, the patient appeared neatly groomed, 
with dull facies, stiff movements, and moderate speech 
impediments. His affect was childish and labile, and 
his thought processes were concrete. He had no hallu- 
cinations or delusions other than that the teenage girl 
was sleeping with him and wanted to marry him. He 
was oriented, but his memory and concentration were 
impaired. Although he had no insight into his delusion, 
he readily acknowledged his underlying dependency 
and fear of abandonment. 


Discussion 


This patient's delusional system contains features of 
erotomania but also differs from that syndrome in cer- 
tain regards. The content of his primary delusion, that 
a brief acquaintance wanted to marry him, is the defini- 
tive characteristic of erotomania. As in pure eroto- 
mania, his delusion twice had a discrete temporal ori- 
gin, and his alleged lovers were his social and in- 
tellectual superiors. The fixation on separate 
delusional lovers at different times is more typical, 
however, of erotomania with a coexistent psycho- 
sis (5), although this patient never demonstrated any 
other psychotic symptoms. 

The origin of the patient's erotomanic delusion in his 
fear of abandonment is consistent with the psycho- 
dynamics most often implicated in the development of 
erotomania. Balduzzi (6), the first author to report a 
confirmatory case of De Clérambault’s syndrome, 
drew attention to his patient's threatened object loss 
and subsequent obsessional desire for affection. Feni- 
chel (7) had earlier described the critical factor in 
erotomanic psvchoses as imminent object loss that the 
individual defended against by frantically clinging to a 
love object. Raskin and Sullivan (4) saw erotomania as 
the individual’s adaptation to loss by obtaining an ex- 
ternal source of nurturance and protection. Hollender 
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and Callahan (8) considered erotomanic delusions as 
an attempt to overcome depression, loneliness, and 
narcissistic blows secondary to object loss by turning 
to grandiose fantasies. Our patient’s fear that he would 
be abandoned after his mother’s anticipated death and 
his emphasis on his alleged lovers’ nurturant rather 
than sexual virtues support such an intrapsychic mech- 
anism in his erotomanic delusions, as does the repeat- 
ed onset of his delusions coincident with his mother's 
illnesses. 

Some of the discrepancies between the patient’s psy- 
chosis and pure erotomania may reflect his severe men- 
tal retardation and his primitive, concrete inter- 
pretation of the threatened object loss. In ''pure" 
erotomania the delusional lover is older than the 
patient; this patient's choice of younger lovers may 
represent an attempt to cope with threatened abandon- 
ment caused by aging and death of the significant oth- 
ers in his life. Love is rarely consummated in pure 
erotomania; our patient's delusion that his lovers slept 
with him each night may reflect difficulty conceptual- 
izing relations in abstract terms. The patient's delusion 
that the *'lover" performed sexual acts on him while 
he was sleeping allowed him to avoid confrontation 
with his sexual impulses; this distancing tactic 1s simi- 
lar to relegating unacceptable impulses to a dream 
within a dream. 

Finally, patients with pure erotomania generally fo- 
cus on their alleged admirers’ imputed feelings rather 
than their own; our patient attributed nothing to his 
**fiancées'' other than a desire to marry and care for 
him. He focused instead on concerns of being left 
alone and on his need for nurturance and protection. 
This comparatively unsophisticated variation of eroto- 
mania may reflect the patient’s limited repertoire of 
ego defenses and his inability to project his own needs 
onto others as abstract emotions. 
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A Note on the Addictive Personality: Addiction to Placebos 


BY IRA MINTZ, M.D. 


The prevalence and effects of addicting drugs have 
become so widespread as to almost obscure the true 
nature of the addictive process. Rado (1), Savitt (2, 3), 
and others have focused on personality structure and 
specific ego characteristics that constitute the essence 
of the process of addiction. The following clinical vi- 
gnette illustrates the case of a patient whose person- 
ality structure, rather than the drug itself, was the pre- 
dominant feature in the addiction. 


Case Report 


The patient was a 38-year-old married schizophrenic 
woman with three children who was being treated 
three times a week in psychotherapy for a severe de- 
pression and multiple suicide attempts. She had been 
in treatment for many years, beginning in college. A 
previous physician had prescribed methylphenidate 
for her depressions; when I saw her, she was addicted 
to the medication and usually took between 25 and 35 
10-mg pills a day-—when she was upset she took 4 or 5 
atatime. After taking the medication, she became tox- 
ic and confused, and her husband would then decrease 
the medication by withholding her pills. Previous hos- 
pitalizations had not changed her clinical picture, and 
it was felt that the only alternative to her marginal ad- 
justment with her family was a long-term hospital- 
ization. 

During the years that I treated her, I never pre- 
scribed methylphenidate. She was incredibly adept at 
persuading pharmacists to refill old prescriptions writ- 
ten by local physicians and maintained her addiction in 
this fashion. 

The patient's husband noted that on more than one 
occasion she seemed to develop a euphoria from the 
drug as soon as she swallowed it, almost before it 
passed into the stomach. Because of her severe and in- 
tractable difficulties, including bizarre suicide at- 
tempts, he proposed that he substitute increasing num- 
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bers of placebos for the methylphenidate. In a gradu- 
ated fashion, and with the help of the drug company, 
the patient was ultimately changed to a daily dose of 
two 10-mg tablets of methylphenidate and 25-30 pla- 
cebos. The husband doled out her medication daily, 
and she took it in divided doses. This procedure contin- 
ued for more than a year. The patient felt satisfied with 
the ‘‘medication’’ and never reported the need for any 
increase in the **dosage." The pharmaceutical compa- 
ny was extremely cooperative and made up special 
shipments that were sent to her pharmacy. During that 
year she took approximately 10,000 placebos. 


Discussion 


The magical effect of the placebo serves to clearly 
illustrate the symbolic gratification of the incorporated 
breast-milk-mother. Although it is certainly true that 
some patients seem to require a particular chemical ef- 
fect of a specific drug, it 1s also true that others are ad- 
dicted to the need to fill an empty feeling within—the 
void, the early infantile yearning for security, for the 
mother who represents the world. Food addicts (bu- 
lemics) who eat insatiably (including foods that they 
do not care for) to fill the endlessly empty cavity illus- 
trate this point. The process of addiction is multi- 
determined, and in the patient I have described, the 
gratification of diffuse oral needs preempted the choice 
of a specific drug. Effective treatment requires the 
widest possible understanding of the manifold levels of 
pathology in addiction. 
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Neurology of the ‘*Nonalcoholic’’ 


Sır: Most physicians have patients who drink alcohol. 
Anyone can spot the alcoholic drinker who has a serious 
problem with intoxication, disturbed social and family rela- 
tionships, economic crises, professional difficulties, legal 
problems, and physical and mental changes. The social prob- 
lems of the alcoholic are well publicized and the medical 
problems are well known. 

I am writing about the ''nonalcoholic" alcoholic—the 
patient who states he/she does not drink very much but may 
admit to having two martinis before dinner every night. In 
some cases, This is an underestimate; intake at other times of 
the day (lurch or bedtime) may not be mentioned. The 
“two” before dinner may also be “‘a little stronger than most 
like to drink." but even if they were ''regular"" drinks, this 
would represent about 4—6 ounces of alcohol daily, without 
including intake at parties, happy hours, etc. This is 1,460 
ounces a year (at 4 ounces/day) and 29,200 ounces in 20 
years. It does not take long to expose organs, vessels, and 
nerves to a large amount of alcohol and, especially when this 
exposure is combined with chronic nutritional deficiency, 
disease of the nerves is likely to result (1). In addition, there 
is a significant number of people v/ho no longer drink much 
or at all but have a history of heavy intake years earlier. 

Many suck people, who have functioned well vocational- 
ly, socially, and in family situations, begin to have pains in 
their feet as they age. This may come much before any ''ag- 
ing” in their blood vessels that could cause these problems. 
They develop burning and tingling on the soles of the feet 
and numbness that may keep them awake at night or cause 
them to feel unable to keep their legs still. Such individuals 
usually lose their ankle jerks and have decreased sensation 
in their feet. Infrequently, there is weakness of the distal 
muscles that limits gait. 

Not everyone who drinks daily for years will develop 
these problems, but no one can tell which or how many non- 
alcoholic drinkers will develop mild to moderate peripheral 
neuropathy. It is well known that neuropathy is more likely 
to develop in people with poor diets (2, 3). Patients with al- 
coholic peripheral neuropathy are more likely to have secon- 
dary traumatc mononeuropathies from pressure (4). 

Another more serious problem can occur in people with 
chronic alcohol intake. When the liver is repeatedly exposed 
to alcohol, fatty infiltration and cirrhosis develop (5). Both 
diseases alter liver function, and there is no way to predict 
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which individuals who chronically ingest alcohol in the 
amounts mentioned will be affected. The liver may function 
at a borderline level until it is interfered with by secondary 
effects. An example would be routine gallbladder removal in 
a 50-year-old man who ‘‘does not drink much,”’ but who af- 
ter general anesthesia and uncomplicated surgery is con- 
fused for several days. Morbidity is due to an already border- 
line liver function that has been compromised by anesthesia. 
This is not a rare occurrence, and “‘prehepatic coma'' is a 
life-threatening disease. 

The two neurological situations I have described are anec- 
dotal. Nevertheless, they are both extremely common and 
are seen in nonalcoholic patients whose intake is ''two mar- 
tinis a day.” Since physicians are unable to detect at an early 
stage which people who drink alcohol to excess will develop 
these neurological problems, the only safe course is to 
counsel against this kind of chronic alcohol ‘‘abuse.”’ 
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More on Less Sexism 


SIR: I would like to respond to the letter “‘On Sexism in 
the Language" by Kenneth Solomon, M.D. (December 1976 
issue). I agree that ‘‘he/she’’ and ‘‘him/her’’ are awkward 
constructions. They become even more awkward when, in 
an effort to be even-handed and fair, they are put in alphabet- 
ical order, i.e., **her/him," and ‘‘he/she.’’ The awkwardness 
is ludicrous and does a disservice to all that is good in the 
women's liberation movement. There are other ludicrous 


phrases that do a similar disservice, such as the term ''preg- 
nant person." 

Farrell's suggestion (1), as reported by Dr. Solomon, to 
use “‘human pronouns” like ‘‘te’’ for he or she, ‘‘tes’’ for his 
or her, and ''tir" for him or her, was made in 1975. How- 
ever, the problem has a longer history. I invite your readers’ 
attention to something I tracked down from a clue in a recent 
issue of the Boston Globe. My research led me to the Cen- 
tury Dictionary and Cyclopedia (2), an encyclopedic lexicon 
of the English language first published in 1889 and enlarged 
in 1906. There is an entry for the word ‘‘thon’’ (th[at] and 
one), a word coined in 1858 by C.C. Converse as a third-per- 
son pronoun of common gender designed to be substituted 
for “him or her,” *'his or hers," etc. The dictionary noted 
that the term had been ''but little used.” 

I would like to see such a simplified term in the English 
language, but I doubt that a new (or old) term will become 
acceptable and enter into common usage. 
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MARTIN À. BEREZIN, M.D. 
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A Positive Response to Rapid Treatment 


Sır: William H. Anderson, M.D., and associates in ‘‘Rap- 
id Treatment of Acute Psychosis’’ (September 1976 issue) de- 
scribed the successful treatment of acutely phychotic 
patients (onset less than 8 weeks earlier) for both schizophre- 
nia and mania. We have successfully treated a patient with a 
diagnosis of chronic undifferentiated schizophrenia who 
meets the research criteria of Feighner and associates (1) 
with the same protocol. " 

Our patient is a 38-year-old male with a chronic and long- 
standing history of schizophrenia. The patient has had 
multiple admissions to our hospital, including six in the last 
year, with an average stay of 9 days. In his most recent ad- 
mission the patient presented with florid psychotic symp- 
toms of conceptual disorganization, hallucinations, delu- 
sions, and disorientation to time and place. After treatment 
with the protocol described by Dr. Anderson and associates 
(haloperidol intramuscularly every half hour; initial dose of 5 
mg followed by successive 10-mg doses), the patient demon- 
strated marked improvement on the mental status exam as 
judged by two examiners plus the nursing staff. He was ori- 
ented as to time, place, and person, denied hallucinations 
and delusions, and was conceptually reorganized in his think- 
ing. We recommend that this protocol be used more fre- 
quently in the treatment of chronic schizophrenia as well as 
acute cases. 
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An Indexing Question 


Sin: I read your review of the American Handbook of Psy- 
chiatry (October 1976 issue) and J agree that it would be im- 
possible to review these volumes comfortably in one short 
review. There is, however, a major drawback to the set—the 
lack of a cumulative index for the six volumes. 

There are indexes in each volume, and as one works with 
the set and becomes familiar with the location of particular 
papers, this becomes less of a problem. However, for the ma- 
jority of individuals who use the Handbook, this lack of an 
overall index is a tremendous handicap. 


PHYLLIS RUBINTON 
New York, N.Y. 


Dr. Arieti Replies 


Sir: Ms. Rubinton is correct in pointing out that it would 
be desirable to have a cumulative index at the end of the six 
volumes of the American Handbook of Psychiatry . This mat- 
ter actually received careful consideration from the editors 
and the publishers. The decision was that each volume 
should have its own index for the following reasons. 

]. The first three volumes were published a year and a half 
before the last three. Unless we provided an index in each 
volume, readers of the first three volumes would have been 
without an index until the sixth volume was ready. 

2. A considerable number of readers (although not the ma- 
jority) buy a few volumes rather than the whole set. 

3. To include an additional cumulative index at the end of 
the sixth volume would have increased the cost of produc- 
tion considerably and therefore necessitated an increase in 
the price of the set. 


SILVANO ARIETI, M.D. 
New York, N.Y. 


Hyperactivity or Affective IlIness? 
Sır: I would like to report a case of ‘‘hyperactivity’’ in a 


nine-year-old boy who has responded to lithium carbonate 
therapy. There is a strong family history of manic-depressive 


- illness, mixed type, in the mother, grandfather, and a great 


uncle. All of these patients have responded very well to lith- 
ium therapy, and it was on this basis that I believed the hy- 
peractivity of the patient might be a form of manic-depres- 
sive illness, manic type. 

With the administration of lithium carbonate, the patient's 
overactivity, concentration, aggressive behavior, difficulty 
reading, temper tantrums, and bedwetting have been greatly 
improved. 


NEWTON D. BowDAN, M.D. 
Holyoke, Mass. 


Side Effects of Metronidazole 


SIR: I would like to bring to your attention a case of dis- 
orientation and depression during a course of metronidazole 
(Flagyl) therapy. The patient was a 19-year-old single college 
sophomore who weighed 44.1 kg. She was treated for urogen- 
ital trichomoniasis with 250 mg of oral metronidazole t.i.d. 
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After the seventh day of therapy, the patient was brought 
in by her mother. She complained of depressive feelings and 
reported loss of appetite (a .9-kg weight loss in 1 week), diffi- 
culty falling asleep, difficulty concentrating, decreased libi- 
do, and estrangement from her boyfriend and family. Al- 
though she had an excellent academic record, she voiced 
strong fears of failing her courses and being forced to leave 
college when her "inadequacies" were discovered. She 
talked slowly during the mental status exam and had de- 
pressed facies. She was unable to perform ''serial sevens"' 
and had difficulty remembering the date or the name of her 
family doctor. The metronidazole therapy was discontinued 
and when the patient was seen 4 days later she was asympto- 
matic. Throughout this period she received no other medica- 
tions, and she denied alcobol or drug use. 

Anorexia and mild depression have been separately de- 
scribed with metronidazole therapy. Also, disorientation 
was noted with a single dose of 4.2 g (1). However, this is the 
first case that has come to my attention that involved con- 
comitant disorientation and moderate depression. The con- 
gruence of symptomatology with the metronidazole therapy 
suggests a relationship. The patient’s reluctance to meet for 
a psychiatric interview, however, made it impossible to rule 
out diagnoses associated with the patient’s emotional reac- 
tion to being treated for a sexually transmitted disease. 
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Atypical Facial Pain and Hypomania 


Sir: The timely appearance of the article by John F. De- 
laney, M.D., on ‘‘Atypical Facial Pain as a Defense Against 
Psychosis” (October 1976 issue) prompts me to describe a 
similar problem in a hypomanic patient. 

A 65-year-old businessman with a history of bipolar affec- 
tive disorder sought consultation regarding lithium therapy 
for an emerging hypomanic episode. Although he was clearly 
euphoric, he was functioning well both socially and profes- 
sionally and in view of his history of cardiac disease, lithium 
was not started. Over the next several weeks the episode be- 
came more severe and he complained of a ‘‘toothache.”’ 
Evaluation, including X-rays by both a dentist and an oral 
surgeon, revealed no cause for his pain. The mandibular pain 
and the hypomania persisted, the former requiring codeine 
for relief and the latter eventually escalating to such a degree 
that lithium therapy was begun. The patient was evaluated ex- 
tensively by a neurologist and a plastic surgeon because of 
his facial pain, but again no etiology was found. The hypo- 
mania resolved after treatment with lithium carbonate and 
shortly thereafter the facial pain disappeared spontaneously. 
The patient has remained normothymic since that time, with 
no further facial pain. 

This atypical episode of facial pain began after the onset of 
a hypomanic episode and ended after resolution of the hypo- 
mania. In keeping with Dr. Delaney's observations, one 
could speculate that the pain was a defense against a more 
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florid and incapacitating manic episode and allowed the 
patient to maintain a productive and enjoyable state. 


JAMES W. JEFFERSON, M.D. 
Mad:son, Wis. 


A Criterion for Differential Diagnosis 


Sir: It is true, as Richard Abrams, M.D., and Michael 
Alan Taylor, M.D., pointed out in their article "Mania and 
Schizo-Affectiv2 Disorder, Manic Type: A Comparison" 
(December 1976 issue), that there are no generally accepted 
specific criteria for differentiating schizo-affective disorder, 
manic type, from the mania of manic-depressive disorder. I 
believe that the same is true for criteria differentiating the de- 
pressive forms of these disorders. 

Since 1957 I have been using a criterion offered by Paul 
Hoch, M.D., and have found it extremely useful. At that time 
I was completing my residency at Mount Sinai Hospital and 
Dr. Hoch, then Commissioner of Mental Hygiene of New 
York State, was Visiting Professor. Asked how to differ- 
entiate these two disorders, he said, ''the schizo-affective 
cannot sustain tae mood." Hoch went on to explain that the 
mania of manic-depressive disease lasts for weeks and the 
depression for weeks or months, while the schizo-affective is 
much more labile. 

As aclinical example I recall a woman in her early 20s who 
was an inpatient following a mild overdose. In discussing her 
feelings of depression, she wept as she remembered a partic- 
ular day when she was experiencing feelings of loss and emp- 
tiness, did not feal like getting out of bed, and did not want to 
wash or dress herself. That afternoon she received a phone 
call from some friends who were not connected with her 
sense of loss; she got up, joined them at the local ice cream 
parlor, and danced to the jukebox music. Her eyes dried as 
she told of this event and her voice became lively. ‘‘Did you 
have a good time?’’ I asked. ''Yes," she replied, ''I enjoyed 
myself.’’ In this instance the other diagnostic features were 
consistent with schizophrenia. Using Hoch's criterion, the 
diagnosis became schizophrenia, schizo-affective type. I, 
and residents whom I have taught, have often found this dis- 
tinction useful. It is an objective criterion and so is open to 
inclusion in studies such as that by Drs. Abrams and Taylor. 


Howanpn D. ZUCKER, M.D. 
New York, N.Y. 


In Response to a Review 


Sir: I was pleased to note that Psychological Care of the 
Medically Ill: A Primer in Liaison Psychiatry; which I wrote 
in collaboration with Dr. Stanley Grossman, was selected for 
a review that was written by Harold R. Martin, M.D. (Octo- 
ber 1976 issue). However, I was concerned about the con- 
tent of that review. Dr. Martin has made three major errors 
in describing the contents of the book, and in so doing has 
misrepresented its purpose and scope. I believe that these er- 
rors should not be allowed to stand. 

First, I take exception to Dr. Martin's statement that “‘this 
is really a book on Montefiore Hospital.” The fact is that 170 
of the 209 pages in the text are devoted to the discussion of 
conceptual and clinical issues which are,central to the prac- 
tice of holistic medicine in general and psychological care of 


the medically ill in particular. The relevance of such topics 
as "Psychological Reactions to Medical Illness and Hospital- 
ization,” ‘‘Organic Precipitants of Psychological Dysfunc- 
tion," ''Evaluating Depression in the Medical Patient,” 
*"Hypochondriasis,"" ‘‘Psychopharmacological Treatment of 
the Medically H1,” *"The Physician's Response to the Dying 
Patient," etc., extends beyond Montefiore Hospital. These 
issues are of universal significance. 

The second error in Dr. Martin's review is his allegation 
that "Much of the book is devoted to problems that were en- 
countered in the establishment of meaningful psychiatric liai- 
son [at Montefiore]." Admittédly, our schema for the estab- 
lishment of a liaison psychiatry program, presented in the 
last two chapters, is based on our knowledge of the flaws in 
systems of patient care (and staff attitudes) at Montefiore 
and the structural aspects of the hospital that have given rise 
to these flaws. However, we emphasize the fact that Monte- 
fiore is not unique in this respect—such deficits are typical of 
many, if not most, teaching hospitals. In short, there is no 
question in our minds that the observations and recommen- 
dations set forth in these chapters can be applied in other set- 
tings. 

My final, and strongest, objection pertains, ironically, to 
Dr. Martin's statement that our book provides ‘‘an excellent 
account of the effort to develop a really meaningful and use- 
ful psychiatric consultation service at Montefiore . . . to in- 
stitute in practice what we so often give lip service to, name- 
ly, the holistic concept of medicine. . . ." I am truly per- 
plexed by Dr. Martin's failure to distinguish between 
consultation and liaison psychiatry. Although consultation in 
the hospital setting provides the cornerstone for the liaison 
effort, there are major differences between these models— 
differences that are outlined in the first chapter of our book. 
Briefly, in contrast to the psychiatric consultant, whose pri- 
mary function is to alleviate acute psychiatric symptom- 
atology in the individual patient, the liaison psychiatrist 
seeks to enhance the psychological status of all medical 
patients by using Caplan's model of prevention, i.e., antici- 
pating and preventing the development of psychological 
symptoms (primary prevention), and by rehabilitating 
patients who have manifested such symptoms in order to pre- 
vent their recurrence (tertiary prevention). In addition, the 
liaison psychiatrist differs from the psychiatric consultant in 
that he/she participates in case detection rather than await- 
ing referral, clarifies the status of the caretaker as well as the 


LETTERS TO THE EDITOR 


patient, and provides an educational program that promotes 
more autonomous functioning by medical, surgical, and nurs- 
ing personnel with regard to handling their patients' psycho- 
logical needs. 

The functions of the psychiatric consultant—the assump- 
tion of major responsibility for the psychiatric care of the 
patient, only a limited effort to disseminate psychological 
knowledge to the medical staff, and no attempt to influence 
patterns of patient care—certainly do not support Dr. Mar- 
tin's contention that psychiatric consultation services pro- 
mote the practice of holistic medicine. In contrast to consul- 
tation psychiatry, liaison psychiatry is a pedagogic effort that 
seeks to enhance psychological awareness in all medical 
caretakers so that they may function more autonomously in 
providing holistic medical care. In the final analysis, consul- 
tation psychiatry dooms the physician and his patient to frag- 
mented services and ineffective patient care. Unless the ca- 
pacity to care for the patient's psychological needs as well as 
his physical needs resides with the internist—Trather than the 
psychiatrist—the patient as well as the physician will be 
poorly served. To paraphrase James Eaton, M.D., ''liaison 
training .. . will provide less fragmented medical care for 
the patient and an educational vehicle for the effective teach- 
ing of behavioral science to medical students. . . ."' 

I believe that Dr. Martin's failure to distinguish between 
liaison and consultation psychiatry must be taken as evi- 
dence that he has misread our thesis. The purpose of our 
book (which I fear eluded Dr. Martin) was to underscore the 
need in contemporary psychiatry to move beyond consulta- 
tion to the liaison model in order to foster holistic patient 
care and to explore the means by which this '*move"' might 
best be accomplished. 


JAMES STRAIN, M.D. 
Bronx, N.Y. 


Correction 


An acknowledgement footnote was inadvertently omitted 
from ‘‘Behavior Therapy in Liaison Psychiatry: A Case 
Report," by George Middlekauff, M.D. (Clinical and Re- 
search Reports, February 1977 issue). The footnote reads as 
follows: ‘‘The author wishes to thank Robert Levine, M.D., 
for his supervision of the case reported.” The staff regrets 
this error. 
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A Harry Stack Sullivan Case Seminar: Treatment of a Young 
Male Schizophrenic, with Comment, Twenty-Five Years Lat- 
er, by John C. Dillingham, Stanley Jacobson, Ed.D., Robert 
G. Kvarnes, M.D., and Irving M. Ryckoff, M.D., edited by 
Robert G. Kvarnes, M.D., and Gloria H. Parloff. New York, 
N.Y., W.W. Nortor. & Co., 1976, 238 pp., $12.95. 


The format of this book is a clever idea; it consists of an 
essentially verbatim report of a five-session seminar con- 
ducted in the mid-1940s by Harry Stack Sullivar and a group 
of residents at the Sheppard and Enoch Pratt Hospital in 
Towson, Md. Following each seminar in the book is a sec- 
tion in which the residents who attended that seminar in the 
1940s reconvene and discuss each session in the light of their 
more than 20 years of experience. The book uses the flash- 
back in reverse, 

Although I think that the format of the book adds to the 
reader's interest, the real substance of the book is to be 
found in the verbatim reports of Sullivan's comments and 
monologues, which reflect a palpable experience of his teach- 
ing style with the residents in the seminar. One gets a good 
teel for the direct manner in which he handled clinical data. 
The real highlight of the book for me was the way Sullivan 
nandled the participants in the seminar, often with humor 
and always unpredictably. His humor was at times biting, at 
times sardonic, but seemingly always with a purpose and 
never cruel. He really seemed to enjoy his role as a teacher 
and his relationship with the residents. Also evident in the 
book is Sullivan's particular sensitivity to the problems of 
the young male schizophrenic patient who was the subject of 
the seminar. 

I would not recommend the book for readers whose pur- 
pose is to learn Sullivan’s theoretical contributions. Concep- 
tions of Modern Psychiatry (1) and The Psychiatric Inter- 
view (2) serve that purpose far better. On the other hand, I 
would recommend the book as a piece of psychiatric history 
reflective of Sullivan's style; however, some of the verbatim 
reports that lend to the work's authenticity at the same time 
add a slight tedium to the reader's experience. 


REFERENCES 


]. Sullivan HS: Conceptions of Modern Psychiatry. New York, 
WW Norton & Co. 1953 

2. Sullivan HS: The Psychiatric Interview. Edited by Perry HS, 
Gawel ML. New York, WW Norton & Co, 1954 


EUGENE B. FRIGELSON, M.D. 
New York, N.Y. 


The Watcher and the Watched, by Bruno M. Cormier, M.D. 
Plattsburgh, N.Y., Tundra Books (New York, N.Y., Charles 
Scribner's Sons, distributor), 1976, 330 pp., $10.00. 


Throughout the United States and in much of western Eu- 
rope there is a growing disillusionment with the use of psy- 
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chiatric and.other rehabilitative programs for the reform of 
criminal offenders. There is a strong backlash against all 
medical-model therapies as well as against all behavioral 
modification therapies, which have been highly touted for 
their value in correctional institutions. 

This remarkable book by Professor Cormier and his asso- 
ciates should be a powerful antidote to such cynical skepti- 
cism. The New York State Department of Correctional Serv- 
ices contracted with the McGill Clinic of Forensic Psychia- 
try of Montreal, Que., Canada, to set up anc operate a 
therapeutic community treatment program for persistent 
criminal offenders at Clinton Prison and Dannemora State 
Hospital, N.Y. Since the publication of Maxwell Jones’s 
book on the therapeutic community in 1953 (1), innumerable 
alleged therapeutic communities have been established in 
hospitals, prisons, halfway houses, schools, and neighbor- 
hoods. Few have been successful, despite extravagant 
claims, because few have been genuine therapeutic commu- 
nities in the sense of the original conception of Maxwell 
Jones. 

Cormier and his group came to Dannemora and set up an 
authentic therapeutic community, despite all sorts of diffi- 
culties with inmates, custodial staff, and administrators. 
Starting with 50 persistent offenders the first year and in- 
creasing to 100 the second, they operated their therapeutic 
center through their unique contract system with New York 
State from 1966 to 1972. They treated about 300 cffenders in 
all. This book is a detailed analysis of their treatment process 
and how it was put into action, with a careful follow-up of 
the first 50 inmates compared with a partially matched con- 
trol group. 

The results were definitely favorable, although not spec- 
tacular. Recidivism rates were modestly better for the 
treated group, but the author states that “‘the effects of 
milieu therapy on these men and those who followed ... 
have been profound." Marked personality and symptom 
changes are well documented in the careful follow-up stud- 
ies. The Watcher and the Watched convincingly demon- 
strates why recidivism rates must not be the only criterion of 
success of a correctional treatment program. 

In June 1972 the McGill team turned the program over to 
the New York Department of Corrections with the expecta- 
tion that it would be continued indefinitely according to the 
model they had initiated. Dr. Cormier and some of his staff 
returned for a visit 18 months later. In the meanwkile the riot 
at Attica had occurred. Perhaps as a result of that or possibly 
for other reasons (e.g., bureaucratic red tape, lack of motiva- 
tion, or lack of skill) the program had changed markedly. 
The form of the program was intact, but the substance was 
gone. It become painfully evident that a therapeutic commu- 
nity cannot survive on its own initiative. Rather, it requires 
the constant nutrition of skilled, dedicated therapists or it 
withers and dies. The Watcher and the Watched is an in- 
spiring story of a successful therapeutic community for per- 
sistent criminal offenders, but the story ends on a sad note as 
we learn how quickly such a compassionate program became 
an empty shell of administrative rigidity. 


This highly readable volume is a must for all professionals 
who are involved or interested in corrections, crime, or so- 
cial deviance. I hope that the public will also read it and learn 
what can be accomplished in our dismal prisons when dedi- 
cated, skilled therapists are given the opportunity to show 
what they can do. 
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Hormones, Behavior, and Psychopathology, edited by Ed- 
ward J. Sachar, M.D. New York, N.Y., Raven Press, 1976, 
300 pp., $24.00. 


This volume is a collage of two dozen papers presented at 
the 65th annual meeting of the American Psychopathological 
Association in 1975. As in any collage, there are some 
brilliant pieces, some ''pasting" work, and a variety of solid 
bits of endeavor that present islands of understanding of hor- 
mones, behavior, and psychopathology, which are large, 
complex areas of exploration. 

There are a number of other books with titles similar to 
this book's that might be better recommended because their 
quality throughout is more consistent, but their areas of fo- 
cus are narrower. For members of the American Psycho- 
pathological Association who missed the meeting, however, 
or for the reprint gatherers, this book does an excellent job. 
The pair of papers with photographic reproductions of the 
hypothalamus and pituitary make their points with such clari- 
ty and brevity that any clinician, even those over a decade or 
two removed from microscopic work, can recognize and en- 
joy them. 

The subdivision of the book into sections on Hormonal In- 
fluence on Brain and Behavior (9 papers) and Brain and Be- 
havior Influences on Endocrine Function (15 papers) is some- 
what necessarily arbitrary. There are several good clinical 
papers on pharmacological treatment with a broad spectrum 
of standard drugs, hormones, antihormones, and experimen- 
tal hormones; there are also 2 papers on milieu effects. As a 
reviewer I feel it is best to emphasize that the papers leading 
off the sections are stellar contributions from two distin- 
guished researchers, R. J. Wurtman and D. deWied; these 
deserve comment. 

The brilliant work of D. deWied presages what may be an 
area of fascinating human research for years to come. He 
presents his data and those of his colleagues, Cohus, Gizpen, 
Urban, and Greidamus, from the rat laboratories in The 
Netherlands. This is an excellent synthesis and review of the 
new frontiers in work with brain oligopeptides derived from 
ACTH and vasopressin. deWied, a new frontiersman in rat 
behavioral modification for over a decade, has used the be- 
havioral engineers’ molecular biological tools with artistry. 
His work defines the structural and behavioral effects of a 
variety of molecular fragments on pole-climbing, feeding, 
thirst, and sexual pursuit. Further, he can distinguish short- 
term and long-term ‘‘learning’’ in the rat behavioral reper- 
toire. In essence, he updates and modifies Garrod's fantasy 
of *'for every crooked thought, there may be a crooked mole- 
cule." According to deWied and associates there is a molecu- 
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lar fragment that turns on the brain of rats to the experiment- 
er's music. deWied's fragments appear to be uniquely ca- 
pable of inducing behavior alteration even when they do not 
perform the usual hormone function. This aspect of de- 
Wied's work is especially exciting from an evolutionary view 
even if the practical clinical significance for man is limited 
now or in the immediate future. 

Richard Wurtman adds an important and appropriate judi- 
cious note to all the encomiums at the meeting in his con- 
clusion, that observations about the powerful psychotropic 
drug effects on the hormonal milieu ‘‘may point to a need for 
limiting their use." The effects of the phenothiazines and 
their many derivatives have already been shown to have sub- 
stantial consequences in the production of tardive dyski- 
nesias. The delayed or prolonged effect of hormonal altera- 
tion on important, sensitive enzyme systems and end organs 
as well as delicate feedback and feed-forward mechanisms 
remains unknown. As with any novel biological situation, 
benefits and hazards will have to be continually reassessed in 
view of the profound alterations demonstrated in both the 
mentally healthy (but physically ill) and mentally iH who take 
these medicines. 

Wurtman's concise and clear presentation reviews the 
present state of knowledge of neuroendocrine transducers 
and also points the way toward the unknowns. 1 would dis- 
agree with his aside that neuroendocrine effects attracted 
little clinical interest. As far back as the late 1950s the endo- 
crine side effects of reserpine were well known. In fact, in 
one study in England, galactorrhea was reported to be as 
high as 80% in a group of patients receiving reserpine. 

Edward Sachar's paper takes several irhaginative leaps. 
The prolactin response as an aspect of bioamine theory 
needs more careful clinical observation. The prolactin effect 
is seen in both the normal and the mentally ill and occurs 
within minutes. Although the phenothiazines are effective 
quickly, they often take weeks to work. Hence, although it is 
possible that some cascade effect takes place, dozens of oth- 
er sequences of neural or endocrine transmission must be in- 
volved in its antipsychotic action. Also, imaginative chem- 
ists have already juggled the phenothiazine molecule to en- 
hance milk production and have sorted out that part of the 
molecule's activity. Therefore, a one-to-one correlation be- 
tween antipsychotic activity and prolactin effect would seem 
unlikely. 

Sachar's work on the amphetamine action on cortisone is 
of great interest. One wonders, however, when in the diurnal 
sequence he gave the amphetamine. Although he mentions 
his own fascinating work on the observation and timing of 
pulses of endocrine secretion in depressives, one is given no 
information in this regard about the monkeys. Perhaps dose 
timing is important in assaying the amphetamine action. 

Morris Lipton's work on psychoactive thyroid substances 
is of interest, as are Turin Itil’s computer EEG studies on 
MST, CYP, TRH, and MIF for the cognoscenti. 

Arthur Prange's work on imipramine and T, as well as 
imipramine and the sex hormones may have some activate 
value for the refinement of further clinical observations. The 
sex differences in psychological or metabolic states that lead 
to depression must be there, but they certainly remain ob- 
scure. 

June Reinisch's review of the effects of prenatal hormone 
exposure help clarify the vulnerability of the human orga- 
nism to determinants of behavior beyond the simple nature- 
nurture dichotomy. 

John Money's pilot project on 23 male sex offenders 
treated with the anti-androgen MPA is a solid clinical effort 
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that demonstrates unequivocally the validity of behavior en- 
docrinology now. Money's second paper, on hypsomatotrop- 
ic dwarfism, and George Curtis' presentation of his clinical 
work with phobias are of great interest to the general psychi- 
atrist who tries to keep up with the implications of psycho- 
biological research. 

Charles Shagass, in his closing address, sees the current 
work as helping to strengthen the medical model in psychia- 
try, and the text is a rich testament to that goal. 

There dre 15 other papers of varying quality and interest to 
me. I commend the volume in general; the papers mentioned 
here are the best of the group in my opinion. 


RALPH N. WHARTON, M.D. 
New York, N.Y. 


Ego Development, by Jane Loevinger, with the assistance of 
Augusto Blasi. San Francisco, Calif., Jossey-Bass, 1976, 
482 pp., $17.50. 


'This book is addressed to what may well be the most im- 
portant area of future research in human behavior, namely, 
ego development. Dr. Loevinger is not unaware of the vast 
clamor for and glamour to be found in wandering through the 
forest of psychopathology. She remains steadfast, however, 
in pursuit of the essential nature of the human ego. In nearly 
500 pages she single-mindedly examines ego development 
and, of course, ego definition with a skill that will both please 
and amaze the experienced reader. 

Dr. Loevinger's approach is to use her entire book to de- 
fine just what the ego is, how it develops, and how it may be 
observed in the process. She masterfully conveys her funda- 
mental belief that there is scientific injustice in classification 
for its own sake; rather, she prefers a sequential concept of 
the ego as that part of human beings which does so much 
against so many (e.g., internal impulses, distorted restric- 
tions, shifting environmental demands). 

The text of the book is divided into three parts. The first 
conveys clearly what Dr. Loevinger believes to be the essen- 
tial nature of ego, including the application of her ideas about 
ego to development, personality, and optimal growth (men- 
tal health). More importantly, she explores each of her points 
from the perspective of the other prominent writers in the 
field. Although she emphasizes Piaget and Freud, there are 
really no major omissions. 

The second part of the book concerns the methodology of 
studying such evasive concepts as ego and ego development; 
here again Dr. Loevinger skillfully weaves her presentations 
so they stand clear against the fabric of existing systems. In 
the third part of the book she traces with skill and clarity one 
of the more difficult issues in psychology, i.e., theories of 
ego development. Centering essentially on the shifts made 
by Freud as his paradigms moved from a biological orienta- 
tion into a sort of ego paradigm, she manages to find her way 
through the jungle that Freud has left us on paper. From 
there she moves into what is taught in some analytic insti- 
tutes about the progression of Freud's thoughts and thence 
into her own ideas about the ego as ‘‘process.”’ 

Nowhere does Dr. Loevinger reify ego; nor does she scorn 
those who do; rather, she draws attention to the different 
comprehensions thereby represented (an ego process itself). 
Woven throughout the book are some reports of research us- 
ing process conceptions of ego development. Far more im- 
portant to the thrust of the entire book is the fact that Dr. 
Loevinger moves so freely from all perspectives that the 
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book could be used as a stimulus for research design, for resi- 
dent seminars, for clarification of therapeutic thinking, and, 
last but not least, as a pleasurable excursion into ideation 
about a subject vital to us all—as human beings, as parents, 
and as therapists. 

This book will interest those with intellectual curiosity 
who have previously read some of the literature in psycholo- 
gy and psychiatry. Therapists oriented toward drug treat- 
ment will likely not be interested; yet I fail to see how even 
organically oriented psychiatrists know when and where to 
start and stop their ministrations without some clearer defini- 
tion of ego states than '"'I hurt" and “I now feel better.” 


RAYMOND HEADLEE, M.D. 
Elm Grove, Wis. 


Recertification: A Look at the Issues. Report 96, by the Group 
for the Advancement of Psychiatry Task Force or. Recertifi- 
cation. New York, N.Y., GAP, 1976, 55 pp., $2.50 (paper). 


This report ts the first systematic attempt to address the 
many issues of recertification, an area that few psychiatrists 
understand and fewer welcome. The reader in search of 
these tssues will shelve this report feeling satisfied that the 
issues were well examined. However, as in most areas of 
controversy, the psychiatrist in search of palatable solutions 
may find the recommendation that recertification begin with- 
in two years hard to digest. It seems the.authors derived 
their recommendation and implementation date from the be- 
lief that medical relicensure will be mandated throughout the 
United States. They cite the increasing numbers of states re- 
quiring relicensure and the National Board of Medical Exam- 
iners’ support of limited licensure (practice under the super- 
vision of a fully licensed physician) on graduation from medi- 
cal school and full licensure (practice without supervision) 
on completion of specialty training as reasons for the nation- 
al relicensure effort. The report concludes that American 
Board of Psychiatry and Neurology (ABPN) certification 
serves as a means for full licensure in the various states. 

Such a conclusion, given the letters printed in the Ameri- 
can Journal of Psychiatry and Psychiatric News regarding 
Board examination methods, the passage of the referendum 
requiring greater APA representation on ABPN, and the fre- 
quently cited low number of certifications in comparison 
with other specialties (47% of the psychiatrists taking the 
Board are certified), is hardly calculated to have a band- 
wagon effect among psychiatrists. The monograph fails to ad- 
dress the following issues: 1) whether it is necessary for 
most, if not all, psychiatrists to continue to be more thor- 
oughly examined in neurology than in some other areas of 
medicine, 2) whether the ABPN claim of positive correla- 
tions between basic science and clinical examination scores 
is credible if supporting data are not published and available 
for peer review, 3) whether certification in psychiatry truly 
tests for clinical knowledge and skills, and 4) whether a re- 
certification process should include the practice emphasis of 
the psychiatrist and/or extend to newer developments in psy- 
chiatry not related to that practice emphasis. Because these 
concerns are voiced not only by those psychiatrists who fail 
Boards but those who examine as well, they may account for 
the reluctance of some colleagues to readily accept GAP's 
recommendation. 

Nevertheless, this report does a succinct job of bringing 
the reader from a historical perspective of certification 
through evaluation strategies and legislative restraints to re- 


certification alternatives and the previously cited conclusion 
regarding recertification. It deserves reading by any psychia- 
trist concerned with certification, recertification, clinical 
competence, and public accountability of the specialty. As 
the report suggests, that concern will soon be shared by all of 
us, if it is not now. 


DoNALD H. NAFTULIN, M.D. 
Los Angeles, Calif. 


Studies in Child Psychoanalysis: Pure and Applied. Mono- 
graph Series of the Psychoanalytic Study of the Child 5. New 
Haven, Conn., Yale University Press, 1975, 167 pp., $12.50. 


This volume records the proceedings of the 20th anniver- 
sary celebrations of the Hampstead Child Therapy Course 
and Clinic in July 1972. The clinic is the successor to the 
Hampstead Nurseries, which were operated by Anna Freud 
and Dorothy Burlingham during World War II. The clinic 
has become a training institute for child analysts and a center 
for psychoanalytic research on personality development. To 
a large extent psychoanalytic research is criticism and evalu- 
ation of psychoanalytic theory, most of which was con- 
ceived and developed by Anna Freud's father. The psycho- 
analytic way of theory building has been to attempt to extend 
and refine the body of metapsychology on the basis of obser- 
vations from the analyses of patients of all ages as well as 
direct observation of infants and children in nurseries and 
nursery schools. The annual Psychoanalytic Study of the 
Child , published since 1945, is devoted to publishing the re- 
sults of these efforts as they involve children and the genetic 
point of view in psychoanalytic metapsychology. 

Studies in Child Psychoanalysis has the modest ambition 
of supplying material by which to evaluate our theory. Be- 
cause it 1s of the anniversary celebration genre, some of the 
papers are primarily in praise of the clinic. The substantive 
pieces are in the case report and discussion format; some of 
these are of considerable interest to virtually any psychia- 
trist. 

One article deals with depression in children, purportedly 
from the point of view of the technique of treatment, and 
raises the issue of the relationship between narcissism and 
narcissistic disturbances and depression in childhood and in 
later life. The case material is from the analysis of a single 
patient. The author advocates a careful, thorough analysis in 
the child patient of issues concerning the development of self 
and self-feelings. She cautions against seeing the material on- 
ly from its object-instinctual and structural aspects, that ts, 
in terms of loss and guilt. Specifically with respect to tech- 
nique, this paper provides a counterpart in child analysis to 
the technical prescription of Kohut for the psychoanalytic 
treatment of narcissistic personality disorders in the 
adult (1). 

The child ought to have the opportunity to have an unful- 
filled need satisfied, at least to the extent of its acceptance by 
the analyst before interpretation of it is begun. In the patient 
described in this paper that wish was for a period of unity 
with the mother and with the mother's omnipotence. In his 
prodigious work on the psychoanalysis of narcissistic person- 
ality disorders (1) Kohut wrote that in analyzing a patient 
whose mother had deprived her in childhood of necessary 
narcissistic nutriment ‘‘the analyst might in such instances 
transitorily have to provide what one might call a reluctant 
compliance with thg childhood wish”’ (p. 291). He carefully 
distinguished between the foregoing and an ordinary transfer- 
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ence gratification, in view of the narcissistic nature of the 
transference (1, pp. 290-292). 

The foregoing excerpt illustrates the value of reading these 
articles as well as the limit to the value. The material cited 
from child psychoanalysis does not confirm or negate Ko- 
hut's point of view derived from adult analysis but merely 
echoes it. The reader will be inclined to test the hypothesis 
while analyzing a child whose narcissistic wound is not so 
severe as to be unchangeable. In that sense the paper is very 
much worth reading, even though it does not provide data as 
to what happens when the prescribed analytic work is done. 

In other words, the material tends to illustrate psycho- 
analytic theory rather than critically and impartially test it. 
The book is easy reading and is worth the few hours it takes 
if one accepts it for what it is: a partial effort to examine con- 
cepts that are immediate and germane to our diagnostic, 
prognostic, and therapeutic concerns in dynamic psychiatry. 
For example, there is a paper on the treatment of the ‘‘bor- 
derline’’ child based on a single case. It concerns a child who 
was severely traumatized in his parental relationships, appar- 
ently after a point in development when self-object differ- 
entiation had occurred. It appeared that, because of that tim- 
ing, although the patient had episodes of psychotic thought 
disorganization, ‘‘basic reality testing" was intact and the 
predominant defense was identification with the aggressor 
rather than merging with the object. 
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People and Predicaments, by Milton Mazer. Cambridge, 
Mass., Harvard University Press, 1976, 275 pp., $12.50. 


Following in the tradition of Alexander Leighton, Milton 
Mazer has provided in this book on the people of Martha’s 
Vineyard, Mass., an important addition to our body of 
knowledge about how different American sociocultural pat- 
terns influence health and iliness. Although the people of 
Martha’s Vineyard are a relatively ‘‘pure’’ group, eminently 
suited for a study of this type, the significance of the book 
reaches beyond its Cape Cod setting because of the insights 
that it offers about life in a rural setting and the inter- 
relationships among the people, their predicaments, and the 
human services that assist them. 

The first section, The People, is the most interesting part 
of the book. I am indebted to Dr. Mazer for his empathic yet 
scientific description of the community. His clear statement 
about the islanders’ characteristics, heritage, values, 
stresses, and needs not only sets the stage for the rest of the 
book but also stands by itself as a perceptive commentary 
about the origins of a unique part of our country. 

Having been intrigued and excited by this first section, I 
was somewhat disappointed with the narrow and uninspiring 
descriptions in the second section, titled Their Predica- 
ments. This material, apparently drawn primarily from stud- 
ies conducted and published earlier, offers very few insights 
about the dynamics of the islanders’ problems and therefore 
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fails to maintain a cohesive connection with the descriptive 
analysis of the first section. 

This disappointment is short-lived, however, because the 
final section, The Services, is practical and of value to all 
mental health professionals. It details how a network of men- 
tal health and human services was introduced into this rural 
community over a period of 15 years in a manner clearly ad- 
dressed to the needs of the community. This is a fine ex- 
ample of community mental health in action. Furthermore, 
in view of the mental health manpower shortages in our rural 
communities, this part of the book should be very reassuring 
to those who have gone to the “‘country’’ and perhaps en- 
courage others in this direction. There are obviously many 
rewards for the Gedicated professional in a rural setting. 

In his introduction Dr. Mazer states, ''What drew us was a 
sense of community. .. . We wanted to be a part of it." I 
wish that Dr. Mazer had pursued his initial reaction in more 
depth and shared more of his own motivations, feelings, and 
attitude changes over the past 15 years. Perhaps this is mate- 
rial for another book. 

Finally, as a community psychiatrist I wanted to know 
more about the people's responses to the developing net- 
work of services. One can infer that it was positive in view of 
their growth and variety. Nonetheless, I suspect the road has 
been rocky at times. A more detailed analysis of the debates 
and conflicts that have occurred between professionals and 
the people could add further insights to our knowledge about 
planning and developing human services in rural areas. 

Despite these few shortcomings, I recommend this book 
to the readers of the Journal, especially community psychia- 
trists, social psychiatrists, and, last but not least, my col- 
leagues who have spent many pleasant summers on Martha's 
Vineyard. 


ALLAN BEIGEL, M.D. 
Tucson, Ariz. 


The Role of Bodily Feelings in Anxiety. Maudsley Monograph 
23, by Peter Tyrer. New York, N.Y., Oxford University 
Press, 1976, 119 pp., $18.00. 


This monograph from the Institute of Psychiatry in Lon- 
don is in keeping with the traditionally high standards of the 
Maudsley monographs. In an era of neurotransmitters, biolo- 
gies of schizophrenia and/or affective disorders, and a gener- 
ally very active time for new discoveries in biological psychi- 
atry, a treatise that reexamines the somatic and psychic fea- 
tures of anxiety is most welcome. Peter Tyrer not only 
reviews the subject but also presents a series of controlled 
studies that are instructive and should have wide clinical im- 
plications. 

Following his interesting historical-theoretical com- 
mentary and a review of beta-adrenergic pharmacology, Ty- 
rer states the aims of the studies in terms of two basic ques- 
tions: 1) Are beta-adrenoceptor blocking drugs suitable 
agents for investigating the relationship between experience 
and peripheral bodily changes in anxiety? and 2) Are bodily 
feelings important in the genesis and maintenance of anx- 
iety? 

At this point the author may have evoked the reader’s at- 
tention to personal experiences with the management of 
patients suffering from pathological anxiety. Frustration and 
ambivalence are common sensations as one ponders the role 
of psychopharmacology in the treatment of chronic anx- 
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ieties. Most psychiatrists can remember patients with anx- 
iety who obtained relief from the use of minor tranquilizers 
but most of us can also remember many who did not. How- 
ever, it is easy to recall patients whose referring physician 
had resorted to the unsuccessful administration of tricyclic 
antidepressants or potentially harmful antipsychotic agents 
for the treatment of anxiety reactions and neuroses. 

Whether minor tranquilizers and beta-blocking agents 
should be used in the treatment of anxieties is a serious ques- 
tion. Will relief from the somatic manifestations of anxiety 
(i.e., palpitations, trembling) have significant effect on a 
patient's emotional handicap? After pondering suca provoca- 
tions, the reader will be privileged to several well thought 
out and controlled studies. The author also provides some 
helpful methods for predicting treatment outcomes. The re- 
sults of the studies are multiple, suggesting that the differ- 
ence between normal and pathological anxiety is not merely 
one of degree. The division of anxiety into categories of psy- 
chic and somatic is a useful way to predict pharmacologic 
treatment response. If the right patient is chosen, beta- 
blockage would be a preferred pharmacologic approach. The 
studies also show that effective beta-blockage may be per- 
ceived by some anxious patients as unpleasant. Lastly, the 
author presents a somatic-psychic continuum for morbid 
anxiety that reflects his hypothesis regarding the role of bod- 
ily feelings in anxiety and the place of several different types 
of treatment. 

The book contains appendices that describe individual 
characteristics of patients in two of the study groups. These 
descriptions are modest and, unfortunately, remind the read- 
er of the small sample groups that were used. Overall, the 
volume should have a broad general appeal to all clinicians 
because its content Is relevant, instructive, and presented ef- 


fectively. 
Theoreticians (and philosophers) may be less gratified 
than clinicians, however. Lange’s idea that ‘‘no man... is 


capable of differentiating between psychical and somatic feel- 
ings. Whoever attributes a sensation to the mind, does so on- 
ly on basis of theory, not on basis of immediate per- 
ception” (1) remains unchallenged. We are still unsure as to 
whether we meet a bear, are frightened, and then run or we 
meet a bear and are frightened because we run (William 
James). Tyrer's work would suggest that either sequence is 
correct. 
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Acupuncture Therapy: Current Chinese Practice, 2nd ed., by 
Leong T. Tan, Margaret Y.-C. Tan, and Ilza Veith. Phila- 
delphia, Pa., Temple University Press, 1976, 250 pp., 
$17.50. 


This is a revised and enlarged edition of an already well- 
known authentic book on acupuncture. In the current edition 
the authors have not only abstracted the essence of four 
standard Chinese books as they did in the first edition but 
have also incorporated a number of other books as well as 
the latest journal articles. Therefore, they have succeeded in 


bringing the knowledge of Chinese acupuncture up to date 
and consequently are justified in continuing to use the sub- 
title Current Chinese Practice. 

The book is written in a precise, thorough, and yet concise 
manner, using modern scientific language. When Chinese 
words are used the transliteration is accurate. The effective 
organization of the text remains intact for easy learning and 
quick reference. 

The book is divided into five main sections: 1) The Essen- 
tials of Acupuncture, 2) Most Commonly Used Acupuncture 
Points, 3) Less Commonly Used Acupuncture Points, 4) Dis- 
eases and Symptoms Amenable to Acupuncture Therapy, 
and 5) Acupuncture-Anesthesia. The new third section com- 
pletes the listing (with meridian names) of all currently ac- 
cepted acupuncture points and their usage. The fifth section 
has been substantially enlarged to reflect the most recent re- 
finements in acupuncture-anesthesia. Furthermore, it con- 
tains a list of points (including ear and nose points) for virtu- 
ally all surgical operations. 

The precise locations of all acupuncture points are de- 
scribed in scientific terms with ample anatomical illustra- 
tions. Each of the 62 diseases and symptoms listed is fol- 
lowed by the main and supplemental acupuncture points and 
whether maxibustion is indicated. The techniques of in- 
serting the needle are accurately described. The legal devel- 
opments concerning the teaching and practice of this treat- 
ment modality are succinctly summarized. 

Finally, there are two indexes—one listing the most com- 
monly used acupuncture points and another listing diseases 
and symptoms. These provide an excellent cross-reference 
to the main text. As in the third section, the addition of the 
meridian numbers to the index of most commonly used acu- 
puncture points constitutes a substantial improvement be- 
cause those who are not familiar with the Chinese termi- 
nology may refer to these numbers to find details of the acu- 
puncture points in the third, fourth, and fifth sections. 

This book brings to English-speaking physicians and scien- 
tists in the health professions an authentic, accurate, clear, 
and succinct summary of acupuncture therapy as practiced 
in the People’s Republic of China today. It is useful for keep- 
ing up with the essential and latest knowledge in acupunc- 
ture as well as for research and clinical practice. I believe it 
should be in the library of all medically related institutions, 
larger public libraries, and the personal libraries of those 
who are interested in this ''subspecialty'' of medicine. 


CALVIN H. CHEN, M.D., M.Sc.(MED.) 
Northville, Mich. 


A Marital Therapy Manual, by Peter A. Martin, M.D. New 
York, N.Y., Brunner/Mazel, 1976, 197 pp., $12.50. 


A Marital Therapy Manual is a valuable book for the psy- 
chotherapist and is worth reading for the introduction alone. 
Here the author places marital therapy in a well-earned pivot- 
al position. In discussing the artificial boundaries between in- 
dividual, family, and marital therapy Martin's viewpoint is 
consonant with the general systems approach, with which 
we will undoubtedly be increasingly occupied. 

Readers who have been put off by the extreme positions 
taken by some authors in the field of marital therapy will ap- 
preciate Martin's brief, readable clarification of the field as it 
relates to individual therapy, including some aspects of 
group therapy, which probably could have been expanded as 
auxiliary systems. A fairly extensive overview is presented 


BOOK REVIEWS 


with references for more intensive research in selected 
areas. 

Although the book includes a broad spectrum of different 
approaches, I missed the unifying transgenerational aspects 
of the family, marital choice, the work of marriage, and the 
often constructive aspects of threatened divorce in this conti- 
nuity. Some of these aspects are related in other contexts, 
however. 

A refreshing aspect of this work is the discussion of recur- 
rent forces on the therapist as well as focus on the patient. 
Martin delineates problems as well as growth opportunities 
for the therapist; these, along with the innovations de- 
scribed, offer challenge and stimulation for the therapist feel- 
ing the need to enlarge his or her horizons. 


DAVID MENDELL, M.D. 
Houston, Tex. 


The Pain of Obesity, by Albert J. Stunkard, M.D. Palo Alto, 
Calif., Bull Publishing Co., 1976, 234 pp., $10.00. 


This readable book chronicles the recent history of devel- 
opments in the field of obesity treatment as seen through the 
eyes of one of the eminent authorities. It is refreshingly clini- 
cal; we are moved through developing theoretical concepts 
by detailed descriptions of patients whom Dr. Stunkard has 
treated over the last 20 years. In his first chapters Stunkard 
describes the early days, which were strongly influenced by 
Harold Wolff, to whose memory the book is dedicated. Stun- 
kard then discusses research on Mayer’s glucostatic theory 
of the regulation of food intake. We are introduced to the 
complexities and methodologic pitfalls inherent in research 
on so complex a function as eating behavior in man. How- 
ever, Stunkard repeatedly makes the point that, compared 
with other areas in behavioral research, results are at least 
concrete and indisputable—-pounds gained or lost. 

The next three chapters deal with specific syndromes seen 
in an obese population. The reader is introduced to this mate- 
rial with detailed descriptions of patients that bring the de- 
scribed behavior to life. Stunkard discusses the night-eating 
syndrome, dieting and depression, and binge eating. 

Three more chapters deal with such specific issues as the 
role of physical activity or lack of it in the genesis of obesity, 
social class forces that influence the occurrence of obesity, 
and the disturbance of body image often encountered in 
Obese patients. Again, clinical descriptions hold the reader's 
Interest. 

One particularly moving chapter describes the psychother- 
apy over 5 years of a miserable obese young man who was a 
slave both to violent eating binges and to an intense neurotic 
relationship with his mother. At the end of 5 years this 
patient weighed 145 pounds, had courted and married, and 
had obtained a doctorate. The course of treatment was 
stormy and difficult, and the time and effort expended were 
enormous, but psychotherapy had been effective. 

The final chapter describes the impact of behavior therapy 
on the treatment of obesity. Dr. Stunkard reports that initial 
results with this technique are far better than those reported 
with other techniques. He points out that behavior tech- 
niques may be applicable to much larger segments of the pop- 
ulation than is individual psychotherapy, especially through 
their introduction into self-help groups. 

This book should be of interest to clinicians and investiga- 
tors alike and especially to practicing psychiatrists, inter- 
nists, and family physicians. Anyone afflicted: with the pain 
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of obesity in a culture that virtually demands thinness will 
also gain new insights from this book. 


SYDNOR B. Penick, M.D. 
Princeton, N.J. 


Sleep, Nutrition and Mood, by A.H. Crisp and E. Stonehill. 
New York, N.Y., John Wiley & Sons, 1976, 166 pp., $15.95. 


This trim monograph is both intriguing and exasperating. 
Some of the exasperation comes from an odd, sometimes in- 
consistent and misleading use of language. What is termed 
"nutrition" primarily refers to the level of weight (obesity 
versus thinness) rather than to specifics in nutrients; how- 
ever, at times the authors use ''nutrition"' to refer to weight 
change or even immediate effects of eating. By '*mood"' they 
usually mean depression, but at times their focus becomes 
other mood and nonmood states (e.g., activity level). 

The initial third of the book reviews what is known of the 
relationship among sleep, nutrition, and mood in a variety of 
normal and abnormal states. These range from commonly ob- 
served phenomena (e.g., postprandial lassitude) to clinical 
data and the findings of systematic research, some of which 
was done by the authors. They suggest a wealth of fascinat- 
ing relationships, but one must be wary because they tend to 
overgeneralize beyond the data, to suggest unsubstantial 
relationships through elisions among different meanings of a 
term, to omit some contrary data, or to suggest causal con- 
nections when there are merely correlations. Also, the clari- 
ty of their presentation is marred by poorly designed figures. 

These defects are less prominent in the remainder of the 
book, which reports in detail two new research projects ex- 
amining the tridimensional relationships of sleep, nutrition, 
and mood. The first includes several discrete studies of ano- 
rexia nervosa and obesity. Patients with anorexia displayed 
decreased sleep time, which increased after they had gained 
weight; obese patients exhibited the converse. The decrease 
in sleep time of the patients with anorexia occurred primarily 
later in the night, and their REM sleep was more affected. 

The second study reported was larger, using 375 psychiat- 
ric outpatients with mixed diagnoses. It revealed a number 
of links between dysphoric moods and weight and sleep 
changes (weight loss was related to decreased sleep and 
weight gain to increased sleep), More interesting were find- 
ings that cast doubt on the specificity of early awakening for 
endogenous depression: neurotic depressive patients exhib- 
ited as much or more of this symptom as patients with endog- 
enous depression. The endogenous depressive patients went 
to sleep earlier, suggesting a time shift in their diurnal 
rhythms as much as sleep disturbance. However, these find- 
ings may arise from the inclusion of only outpatients in the 
study. 

In contrast to their linguistic looseness, the authors’ con- 
sideration of methodological issues is unusually complete 
and clear. These include basic issues of design and definition 
of variables that have considerable utility for clearer thinking 
and better future research. An example is the distinction be- 
tween sleep and time in bed, at both ends of the night, which 
led to uncovering important findings. 

Taken overall, this is a book for a selected audience. It 
cannot be recommended to psychiatrists as a whole and is 
especially inappropriate for those without a solid clinical 
foundation. However, for the critical, sophisticated reader 
with a special interest in these areas, especially readers con- 
cerned with research, it will prove exciting reading. It is full 


338 Am J Psychiatry 134:3, March 1977 


of stimulating ideas and new questions deserving of thought 
and further resezrch. 


DONALD OKEN, M.D. 
Syracuse, N.Y. 


Thinking Goes to School: Piaget’s Theory in Practice, by Hans 
G. Furth and Harry Wachs. New York, N.Y., Oxford Univer- 
sity Press, 1975, 289 pp., $3.95 (paper). 


There has been an upsurge of psychiatric interest in tech- 
niques to help petients achieve mastery over their environ- 
ment. This focus has been particularly evident in work with 
children with learning disabilities. It is therefore significant 
for psychiatry that in this book two outstanding Piagetian ' 
scholars describe practical experiences at a school designed 
to teach thinking. 

Thinking Goes to School was written primarily for teach- 
ers and parents. The first 5 chapters describe the history of 
the school, theoretical principles underlying its structure, 
practical classroom schedules, and general attitudes. The 
bulk of the book describes a graded sequence of ingenious 
"thinking games.” These games are organized into 8 chap- 
ters: games for general movement thinking, for ciscrimina- 
tive movement thinking, visual thinking, auditory thinking, 
hand thinking, graphic thinking, logical thinking, and social 
thinking. The games are fun. Many are applicable to psycho- 
therapy with children. Explicit directions and descriptions 
are supplemented by a helpful profusion of photographs and 
diagrams. 

The theoretical bias underlying the work described in this 
book derives frorn Piaget’s theory. The authors believe that 
general intelligenze precedes learning and that adaptive in- 
telligence can be taught. According to Piaget's theory and 
the findings of his school, intelligence begins with thought- 
less reflexes. Primary reflex adaptations progress by means 
of continually restructured interplays between the organism 
and appropriate environmental stimulation. Reflexes devel- 
op into habits. Habits become coordinated and then goal ori- 
ented. Goal-oriented behaviors are applied experimentally in 
new situations and finally symbolized. Symbols are then 
mentally collected and organized. Groups of organized men- 
tal symbols can tken be applied to abstract thinking and final- 
ly to formal operations. This sequence for cognitive devel- 
opment is invariant for all human beings, but its content is 
unique for each. 

Furth and Wachs apply Piaget's theory in a curriculum de- 
signed to provide appropriate experiences in stage and con- 
tent for each child. Professed goals for the students at such a 
school are creative independent thinking, a positive self-im- 
age, social cooperation, moral responsibility, positive accu- 
mulation of knowledge, and basic competence in the tradi- 
tional curriculum. 

The last chapter of the book is a plea for application of its 
principles and techniques on a broader scale. The Tyler 
School for Thinking involved fewer than 50 children for only 2 
school years (from 1971 to 1972) in a rural suburb of Charles- 
ton, W. Va. The authors report impressions of extraordi- 
nary progress among the school's first- and second-graders, 
many of whom were considered at high risk for learning dis- 
abilities or already disabled. They also report adequate so- 
cial acceptance af the school and its innovative ways by 
teachers and parents. The school was apparently a casualty 
of funding cuts common to many similar programs of its type 
at the time. Controlled statistical studies of results were also 


apparently casualties of the times. The authors are con- 
vincing, however, in their statement that the school was a 
valid pilot project toward the practical application of Piaget's 
theory. 

This book is recommended for professionals working with 
patients who have learning disabilities. One hopes that its in- 
genious and well-organized thinking games will find a home 
in the day programs of this decade's community mental 
health centers and at schools where psychiatrists consulit. 


PAUL M. FiNE, M.D. 
Omaha, Neb. 


Methodologies of Hypnosis: A Critical Appraisal of Contempo- 
rary Paradigms of Hypnosis, by Peter W. Sheehan and Camp- 
bell W. Perry. Hillsdale, N.J., Lawrence Erlbaum Asso- 
ciates (New York, N.Y., Halsted Press, John Wiley & Sons, 
distributor), 1976, 316 pp., $18.00. 


The authors have written an authoritative, lucid, and un- 
biased account of the modern methodologies of hypnosis. 
The comprehensive chapter on historical antecedents and 
perspectives delineates the development of hypnosis from a 
"tradition of external influence in the form of fluid and/or the 
hypnotist's power to an approach which emphasizes the psy- 
chological processes of the hypnotized subject."' 

Six modern experimental methodologies are described. 
The theoretical position, strategies of research, relevant evi- 
dence, and implications for future research are objectively 
evaluated for each paradigm. 

The concepts evaluated include E.R. Hilgard's idea of hyp- 
nosis as an altered state of awareness, which involves both a 
trait and a state. Hilgard's delimitation of the domain of hyp- 
nosis includes the existence of stable individual differences 
in hypnotizability, a high correlation between subjective re- 
ports and objective scores, and the conclusion that hypnosis 
is not simply a response to suggestion. It enhances sugges- 
tibility and is a partial, neodissociation process in which a 
“hidden” observer can report a pain experience by automat- 
ic writing (or automatic speaking) while the hypnotized sub- 
ject asserts that he or she can feel no pain. 

T.X. Barber's operational paradigm focuses on the situa- 
tional and social antecedents of hypnotic phenomena. He 
denies the existence of a specific state of hypnosis and uses 
coercive task motivation procedures, which include such an- 
tecedent subject variables as motivation, expectation, and at- 
titudes (of both subject and experimenter) and their inter- 
action. Barber also indicates the significance of such proce- 
dural variables as the specific wording of suggestions and 
questions used to elicit subjective testimony. 

T.R. Sarbin's model also conceives of hypnosis as a be- 
lieved-in imagining, an ‘tas if’ behavior, and a kind of role 
enactment, which includes not only role skills but role loca- 
tion, self-role congruence, role expectations, role demands, 
and the reinforcement properties of the audience. Sarbin's 
emphasis is on belief, expectation, and role-appropriate be- 
havior. 

M.T. Orne's paradigm indicates how preconceived ideas 
about trance, implicit cues in the experimental design, and 
demand characteristics influence the results of hypnotic 
processes. Orne uses a ''real-simulating'" model to seek the 
essence of hypnosis, which he characterizes as a discontinui- 
ty from waking experience, a lack of volition in responding 
to the hypnotist, an ability to experience distortions of per- 
ception, feelings, and memory as being subjectively real, and 
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an ability to tolerate logical incongruities (trance logic). 

J.P. Sutcliffe's credulous versus skeptical point of view is 
concerned with the dilemma about how we know whether 
the hypnotic experience is real or not. He concludes that au- 
thentic hypnosis exists only when the subject experiences 
'*some kind of delusion’’ and is genuinely subjectively con- 
vinced that the state of affairs truly is as the hypnotist sug- 
gests. Hypnosis occurs when the subject is '*deluded,"' ina 
descriptive sense, about his or her relationships with the real 
world; in this view, hypnosis depends on qualities possessed 
by the subject and is brought about by the subject-hypnotist 
relationship. 

The London-Fuhrer model emphasizes the need to obtain 
base rate measurements and perceives of hypnosis as having 
potentially variable effects, which interact '*per susceptibili- 
ty per measuring instrument.'' The nature of the experimen- 
tal instructions therefore plays a crucial role. This con- 
clusion is based on such findings as the fact that untranced 
(low susceptible) subjects performed better than tranced 
(high susceptible) subjects on both hand dynamometer and 
weight endurance tests. However, a diametrically opposite 
result was obtained in a test of rote learning of nonsense syl- 
lables. 

The authors follow their presentation of the various para- 
digms with an excellent summary and conclusions con- 
cerning current issues and guidelines. 

Sheehan and Perry document the immense growth in the 
sophistication of our knowledge about hypnotic phenomena. 
They have succeeded admirably in their attempt to represent 
the state of the contemporary methodological art. They clari- 
fy the major paradigms of hypnosis that are experimental 
and critically evaluate the varied experimental procedures of 
six eminent investigators. Their book is recommended as the 
best book of the year in the field of scientific hypnosis. 


JACOB H. Conn, M.D. 
Baltimore, Md. 


States of Consciousness, by Charles T. Tart. New York, N.Y., 
E.P. Dutton & Co., 1975, 295 pp., $12.50; $4.95 (paper). 


This is a thought-provoking book. Dr. Tart, whose numer- 
ous works explore the ramifications of consciousness, par- 
ticularly in relation to alterations of states of consciousness 
in drug states and meditation, attempts an initial theory of 
consciousness and its various manifestations. His argument 
is lucid, clearly presented, and reasonably well thought out. 
It will provide stimulating and provocative reading for any- 
one who is interested in a promising but as yet largely unex- 
plored area of psychological and psychiatric inquiry. 

In reading through this interesting book I have been stimu- 
lated by Dr. Tart’s formulations to a number of reflections. 
One of the aspects that struck me almost immediately was 
the extent to which his ideas are congruent with better- 
known psychoanalytic theory. He specifically tries to formu- 
late his concepts in terms of a systems theory language; the 
attempt is reasonably successful. However, his formulations 
fall into line largely with the structural language and the 
structural concepts developed by David Rapaport nearly a 
generation ago. Rapaport attempted to develop and articu- 
late a structuralized theory of psychoanalysis that had to do 
primarily with the organization and operation of the ego and 
its correlative functions and mechanisms. Many of Tart’s 
system formulations come very close to those generated by 
Rapaport in his discussion of psychic structures. 
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It should be noted that Rapaport's attempt was in the di- 
rection of specifying the microstructures out of which the 
psychic apparatus is formed and which provide the structur- 
al basis for the categorizing of functions in terms of macro- 
structural entities, i.e., ego and superego. This becomes par- 
ticularly noteworthy in relation to Tart's discussion of the 
maintenance and alteration of structure because the argu- 
ment calls to mind Rapaport's discussion of relative auton- 
omy and the function of ‘‘stimulus nutriment” in the stabili- 
zation and maintenance of structure. Rapaport felt that the 
lack of such nutriment or the alteration in patterns of stimu- 
lus input could account for the destructuralizing effects of al- 
terations of the quality and quantity of stimulus input of vari- 
ous kinds. 

I found myself quite sympathetic to the general argument 
of Tart’s book in that it attempts to provide a language and a 
set of defined and interrelated concepts to facilitate the de- 
scription and the investigation of multiple aspects of the orga- 
nization of consciousness. However, I found a basic diffi- 
culty that seems to pervade Dr. Tart’s work: what do we 
mean by ‘‘science’’ or ''scientific method’’? Clearly, the 
methodology of scientific psychology and psychiatry cannot 
be defined by the idealized paradigms of physical science. 
Once we have set aside that rigorous, operationally embed- 
ded, positivistic frame of reference, however, the question 
of what methodology we shall put in its place and regard as 
proper to the psychological sciences arises. I think it is here 
that Dr. Tart oversteps the bounds of scientific logic and be- 
gins to muddy the waters. 

The problem of generalizing from individual data is gener- 
al to the scientific effort. It is particularly a problem in the 
psychological sciences, in which the tension between individ- 
ual differences and general theoretical formulations can be 
particularly problematic. The scientific effort directs itself to 
the finding and validating of a generalized frame of reference 
and a generalized set of concepts and language by which 
communicable knowledge can be exchanged in the scientific 
community. Without that, the scientific effort is meaning- 
less. 

Dr. Tart argues that because Western science is based on a 
particular shared state of consciousness and because that 
state of consciousness employs and accepts a rational mode 
of discourse, its perspective is limited in the study of other 
differentiated or altered states of consciousness. He argues 
that there is not only a state-specific set of memories but also 
particular kinds of knowledge, forms of evidence, idiosyn- 
cratic logics, and, indeed, potentially whole areas of scientif- 
ic endeavor that can be defined within discrete states of con- 
sciousness other than that which most people in the ordinary 
experience of their lives enjoy. It is not exactly clear how far 
Dr. Tart would go with this differentiation and fragmentation 
of knowledges. Clearly, each human being has a con- 
sciousness that is discrete and different from that of any oth- 
er human being. If we insist on the differences, we cannot 
have a science. It is only to the extent that men are able to 
share and communicate on the basis of their conscious expe- 
rience that science becomes meaningful or even possible. 

It seems to me that Dr. Tart's argument gets caught up ina 
basic ambiguity. He seems to confuse states of con- 
sciousness with theoretical systems for understanding the 
data of consciousness. I think there can be little argument 
with his insistence that the altered states of consciousness, 
which we have only begun to become.seriously aware of in 
recent years, demand systematic exploration and scientific 
understanding. However, ] disagree with his subsequent 
claim that with each altered state of consciousness must go a 
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differentiated mode of thinking, set of logical postulates, and 
even a state of specific science. It is only in the extent to 
which such experiences and altered consciousness data are 
relatable to a generally accepted and communicated frame of 
scientific reference that they become at all intelligible and 
subject to the verifying constraints of systematic scientific in- 
vestigation. 

Regardless of where Dr. Tart's argument leads him (and I 
have suggested it leads him places where I would not person- 
ally care to follow), he does not stray from his own basic 
paradigm, which roots his considerations in systems theory. 
It is his adherence to this theory as a basic frame of reference 
that allows his insights to gain communicability and gener- 
alizability. Consequently, his effort in a substantial sense re- 
mains scientific, even though some of his conclusions do not. 
Whether one agrees with his conclusions or not, whether one 
finds them creative or seminal or not, we can be grateful to 
Dr. Tart for focusing our attention in such an important and 
impelling way on an area of psychological investigation and 
reflection that will undoubtedly command increasing atten- 
tion. 


W.W. MEISSNER, S.J., M.D. 
Cambridge, Mass. 


Group-Analytic Psychotherapy: Method and Principles, by 
S.H. Foulkes. New York, N.Y., Gordon and Breach/Inter- 
face, 1975, 173 pp., $13.50. 


Dr. Foulkes claims 30 years' experience as a group-analyt- 
ic therapist, 50 years as a psychoanalyst, and fatherhood of 
group-analytic psychotherapy; I therefore expected more 
self-glorification m this book. Instead, I was entertained by 
an experienced clinician who presents case histories, re- 
search projects, and life experience in an unpredictable but 
interesting way. 

The book is an honest statement of what S.H. Foulkes be- 
lieves. The student will be inclined to take issue with these 
beliefs or, worse, treat them as dogma. The experienced 
group therapist will nod in agreement with mucn and dis- 
agree mildly with some. 

Foulkes firmly believes that the group offers a special and 
added dimension to therapy and that it can save years of rela- 
tively futile efforts in psychoanalysis. Diagnosis can take 
place in group interviews, and individual therapy's main task 
is to deal with resistance to the group. Group psychotherapy 
is indicated whenever psychotherapy is indicated, but its 
range is broader. Foulkes also prefers groups that meet twice 
a week to combined individual and group therapy. He has 
some unusual ways of handling such issues as fees and holi- 
days and thinks the therapist should make a specific contract 
with patients in advance of the therapy. The group therapy 
leader must demand regularity, punctuality, discretion, absti- 
nence, no outside contact, and no major life decision during 
treatment without discussion. Foulkes does not prescribe 
medications for his group patients; he has another physician 
prescribe. He implies that it is permissible to tape-record 
patients without their permission or awareness (p. 105). 

The goal of group-analytic therapy is the same as that of 
analysis, to free the patient's inner psychic life. To do this 
the therapist must be aware of transference, resistance, de- 
fenses, the structural model, the unconscious, and symbolic 
expression. 

Foulkes points out that the work of, therapy should be 
done by patients, not therapists. If the therapist maintains a 


low profile it will be easier to analyze projections and delu- 
sionary impressions and make the group a more confident 
and active agent. Group leaders should rarely interpret; the 
group should make its own interpretations. Interpretation en- 
ters when analysis fails. The therapist should speak the 
patient's language at the level the patient is speaking. The 
main object of communication and analysis is the relation- 
ship among group members, including the leader. Above all, 
the leader should be nonmanipulative. Foulkes makes no in- 
terpretive distinction between reported outside events and 
events within the group or between interpretations to individ- 
uals and to the group. 

Foulkes gives a list of sensible maxims for group thera- 
pists that include the admonition to follow the group and not 
be maneuvered into being responsible for curing patients (p. 
153). He talks about the pros and cons of analytic training 
and its relationship to group therapy; he sees training as over- 
coming resistance to learning and observes that the major 
` tool of learning is practice. 

It is not hard to fault this book. Some will say it is far too 
analytic; others will claim it is not analytic enough. Some 
will say Foulkes has produced a chaotic, disorganized, un- 
scientific book; indeed, he has. He has also produced an hon- 
est report that shows what he as a group-analytic psycho- 
therapist believes and does. The reader may like or dislike 
what he or she finds in this book but will not doubt that it is 
real. 


FRANK KLINE, M.D. 
Los Angeles, Calif. 


Case Studies in Behaviour Therapy, edited by H.J. Eysenck. 
Boston, Mass., Routledge & Kegan Paul, 1976, 349 pp., 
$19.00. 


In his introduction Dr. Eysenck talks about Freud’s theo- 
ries being ‘‘obtained from single case studies like the Wolf 
man.'' He makes the following distinction between behavior 
therapy and psychotherapy: ‘‘psychotherapists typically as- 
sume that the method and approaches used by them are re- 
sponsible for the changes observed in their patients, while 
behavior therapists are concerned to prove that this is so.” 
Eysenck states that behavior therapists are responsible for 
proving that their assumptions about changes in patients are 
true. 

Dr. Eysenck and the authors he has chosen for this collec- 
tion give a fairly wide-range representative sample of the dif- 
ferent types of problems that are treated in behavior therapy. 
These include compulsive behavior, auditory hallucinations, 
phobias, obsessions, alcoholism, and sexual dysfunction. In 
the description of these various case histories all the usual 
behavioral techniques are illustrated, including aversion, ex- 
tinction, reinforcement, and desensitization. As in all collec- 
tions, some of the case studies are stronger and better pre- 
sented than others. The level of selection, editing, and writ- 
ing, however, is extremely high. 

The most valuable thing I found in reading the book was 
the detailed analyses that these high-level investigators make 
before embarking on a therapeutic regimen. This is in con- 
trast to some other studies I have read. The implication that 
the behavioral therapist needs excellent training to perform 
such detailed analyses is obvious. 

Dr. Eysenck set the task of selecting case studies in behav- 
ioral therapy, and I think he performs this task very success- 
fully. The book is’ readable, and the cases are brief without 
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being superficial. The case studies are interesting and at 
times exciting. The few hours that it takes to read this book 
are well worth the investment of energy for the serious stu- 
dent. The book is a worthwhile addition to my library. 


JAY B. COHN, M.D., PH.D. 
Orange, Calif. 


The Homosexual Matrix, by C.A. Tripp. New York, N.Y., 
McGraw-Hill Book Co., 1975, 304 pp., $10.00. 


This book attempts to completely remove any trace of a 
concept of psychodynamics or psychopathology from homo- 
sexuality, frankly equating even obligatory homosexuality 
with heterosexuality, except in several instances, in which 
homosexuality is considered better. The word '*matrix'' con- 
notes a ‘‘natural material in which any matter or fossil is im- 
bedded.” In this fashion homosexuality is declared as natu- 
ral and normal as air, water, and the other basic elements of 
life. 

The book's 12 chapters have such titles as ''Biological 
Considerations," "Inversion and Homosexuality,” ''The 
Origins of Heterosexuality,’’ '"The Origins of Homosexual- 
ity," “Sex Techniques of Homosexuals,” *'The Psychology 
of Effeminacy," ‘‘The Politics of Homosexuality,” and 
“The Question of Psychotherapy.” The chapter headings 
seem to promise that the author will divulge the origins of 
not only homosexuality but heterosexuality as well. In some 
instances the origins of heterosexuality are correctly stated 
but those of homosexuality are not; the latter are simply con- 
sidered identical to the former, thereby ‘‘proving’’ their com- 
mon, nonpathological origin. In so doing Tripp gives no cre- 
dence to psychodynamic issues or unconscious factors, nor 
does he seriously attempt to discuss them. 

Tripp explains homosexual promiscuity and the homosex- 
ual's need for a sexual outlet as follows: 


Many homosexual men have hundreds or even thou- 
sands of partners before middle age—a variety of con- 
tacts seldom matched by the most active heterosexual. 
But of course, the homosexual male has his way cleared 
for him by dealing with partners who agree with him in 
their male attitudes toward sex and their readiness to re- 
spond as quickly and on the same level as he does. (p. 
152) 


By mentioning the inner and insistent need for homosexu- 
al contact in the behavior of obligatory homosexuals as if it 
were a strength and a virtue Tripp tries to normalize patholo- 
gy. Why are homosexuals ‘‘instantly ready’? Tripp never 
concedes nor does he even discuss the possibility that this 
readiness might have unconscious meaning rooted in the ne- 
cessity to stabilize the sense of self and to further masculine 
identification in an individual with flawed sexual identity. 

In an attempt to glorify the homosexual’s sexuality Tripp 
incorrectly asserts that the homosexual is ‘‘physically 
[brought] to puberty early” and has "generally a larger than 
average penis size”! Biological and anatomical studies have 
revealed no such differences in the homosexual as compared 
with the heterosexual. As early as 1948 George Henry dis- 
pelled any such notions in an exhaustive study (1). 

Although it has been shown that psychodynamically ori- 
ented psychotherapy and psychoanalytic treatment can re- 
verse homosexuality (e.g., Bieber [2], Socarides [3], and 
Hatterer [4]), this book is replete with slurs directed against 
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psychiatrists who» have been engaged in the scientific investi- 
gation of this disorder. For example, Tripp characterizes 
Hatterer's important work (4) as a ''deliberate attempt to in- 
crease a patient's guilt . . . without precedent in the field.” 
He suggests thal this ‘‘overt misrepresentation’’ should be 
"ruled on by the ethics committee of the American Psychiat- 
ric Association and American Psychological Association.” 

This book fails to give the educated public and psychiatry 
the fresh perspective on homosexuality that it promises. 
Rather, it presents old canards in new dress. Furthermore, it 
demonstrates that the politicizing of a clinical condition is a 
disservice to psychiatry, the public, and above all the individ- 
ual homosexual. It cannot help but dissuade many needy in- 
drviduals unfam:liar with the field from seeking psychothera- 
py. 
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CHARLES W. SOCARIDES, M.D. 
New York, N.Y. 


Psychodrama: Resolving Emotional Problems Through Role- 
Playing, by Lewis Yablonsky. New York, N.Y., Basic Books, 
1976, 285 pp., $10.95. 


Despite not teing center stage in psychiatry (only .7% of 
the Comprehensive Textbook of Psychiatry [1] and an even 
smaller percentage of the American Handbook of Psychia- 
try [2] was given over to this subject), psychodrama has had 
lasting respect znd acclaim. For those interested in a popular 
introduction to 5sychodrama, this book offers a lively, enthu- 
siastic, and clear review without cautions. 

The author reviews the history of psychodrama; gives 
ground rules for participating in sessions; describes the basic 
roles of protagonist, director, and alter ego; and presents 
techniques. The classical techniques of role reversal, 
double, future projection, and soliloquy are quite adequately 
pictured with & wealth of examples. Such psychodramatic 
concepts as sociometry, tele, and cultural conserve are pre- 
sented but not stressed. The book ends with a brief, touching 
chapter on the creator of psychodrama, Jacob L. Moreno 
(1889-1974), 

Moreno said that the first time he met Freud (in 1912), he 
told Freud that ‘‘I teach people how to play God.” Yablon- 
sky follows Moreno’s expansiveness. He regards psycho- 
drama as useful in a wide variety of emotional problems, as 
having the ability to improve a student's intellectual ability, 
and as a rehearsal for life. 

In addition to using psychodrama in clinical settings, Ya- 
blonsky sees considerable value in impromptu groups and 
mass theater, and he recommends that we all become our 
own psychodramatist by exploring our own social atom, be- 
ginning with a sociogram. Besides comparing psychodrama 
favorably with other forms of therapy, Yablonsky says that 
there are three basic forms of human acting: everyday life, 
theater, and psychodrama. He comes close to rating psycho- 
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drama as superior to the other two, stating, '"Psychodrama 
as theater, for a mass audience, may eventually be the medi- 
um that will most successfully convey its potentially power- 
ful humanistic effect on people.’’ He also says that psycho- 
drama ‘‘utilizes the best attributes of theater and daily life to 
reveal the essences of human experience to the participants 
in psychodrama groups.” Early in the book he suggests that 
although coitus is not yet permitted in psychodrama, it is “a 
therapeutic possibility that may be experimentally tried in 
the future." Good grief, everyday life needs a few advan- 
tages. 

Yablonsky believes the reader can benefit from reading his 
book's psychodrama sessions if the reader will participate in 
the session ''through personally identifying with the central 
protagonist.” To achieve this benefit, he suggests that one 
read over the scenarios carefully, a self-psychodrama if you 
will. I read each scenario diligently and identified with each 
protagonist, but my family, friends, and coworkers report no 
improvement. It is not fair to Yablonsky, however, to judge 
self-psychodrama by this one case of severe chronic grouchi- 
ness. 
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Group Relations Reader, edited by Arthur D. Colman and W. 
Harold Bexton. Sausalito, Calif., GREX (Minneapolis, 
Minn., A.K. Rice Institute, distributor), 1975, 370 pp., 
$10.50; $7.50 (paper). 


This text consists of both original papers and reprints and 
is described as an ''interdisciplinary survey of writings in 
group relations theory and practice.’’ The book is divided in- 
to three parts, Theory, Method, and Application. The sec- 
tion on applications is subdivided into four parts: clinical ap- 
plications, education and professional training, organiza- 
tional consultation, and a rather interesting section on 
architecture. 

The section on theory covers developmental, group, and 
organizational theory and is drawn predominantly from 
those working out of and influenced by the Tavistock Insti- 
tute of Human Relations in London. Rioch describes the ra- 
tionale and technique of group relations training as devel- 
oped by the Tavistock Institute and carried out in the United 
States by the Washington School of Psychiatry in the Dis- 
trict of Columbia. She states that the primary task of the 
study group is to examine the concepts of leadership and 
authority and related problems for the group as manifested 
by emerging patterns. 

There is an original article by Bion on his theories of group 
behavior. This article is somewhat difficult to clearly under- 
stand but is followed by a chapter by Rioch that very clearly 
explicates Bion's theories. I would highly recommend her 
chapter for those who wish to gain a clearer understanding of 
Bion. Colman attempts to relate Mahler's theory of separa- 
tion-individuation to group consciousness as a devel- 
opmental phase. Colman states that certain group experi- 


ences are "'recapitulations of the initial experiences of indi- 
viduation out of the group.matrix.”’ 

On the whole, the section on theory, although it contains 
some interesting parts, 1s limited primarily to Bion's theories 
and their elaboration. Bion has a rather narrow view of 
groups, and therefore I found this section too limited. How- 
ever, for those unfamiliar with Bion this would be a good 
source. 

For those interested in the Tavistock Institute organiza- 
tion and methods, Rice's chapter gives a very detailed ac- 
count. He also discusses the functions of staff members and 
the Tavistock study group, which provides one of the main 
learning experiences about interpersonal relationships. The 
first half of this chapter about the Tavistock organization is 
rather dry, but the section on the study group is stimulating 
and includes several examples to clarify some of the basic 
principles of the study group. This also helps one to better 
understand Bion's theory of groups. This chapter is overly 
lengthy and at times becomes tedious. 

The third part of the book is on applications. The first part 
of this section discusses the clinical applications of group re- 
lations methods to the psychiatric clinic, to organizational 
design, to the day hospital, and to mental health services in a 
school system. This section would be of interest primarily to 
administrators. 

The second part concerns education and professional train- 
ing. The use of the small study group in the training of mental 
health professionals, historians, and architects is discussed 
in separate articles. The gist of this section is that the study 
group can be applied to help give professionals of diverse 
fields a broader perspective of the human elements in their 
field. 

The last part of this section is a unique study of the vari- 
ous irrational and covert forces that influence the architect 
and his or her work. 

For those interested in Bion's theories and the various ap- 
plications of the Tavistock study group methods, this is an 
excellent and detailed source book. However, the text is at 
times very tedious and somewhat repetitious. 


MyYRON M. PisETSKY, M.D. 
Hartford, Conn. 


Social Deviance, by $. Giora Shoham. New York, N.Y., 
Gardner Press (Halsted Press, John Wiley & Sons, distrib- 
utor), 1976, 160 pp., $13.95. 


Trends in psychiatry come and go. We may be seeing the 
decline of so-called community psychiatry and the emerging 
dominance of biologically oriented psychiatry. Regardless of 
the varying orientations of psychiatrists, each member of 
this specialty eventually finds it impossible to function in a 
vacuum. The world around us provides limitless psycho- 
pathology—as we define it, and there's the rub—and some of 
it seems to organize itself into activities that are referred to 
rather offhandedly as deviant. S. Giora Shoham, Professor 
of Law and Criminology at the University of Tel Aviv, at- 
tempts in this book to define this sometimes overused term. 
His book may provide Guinness with a new record for 
lengthy definitions, but I doubt that it could be done in fewer 
pages. 

There has been no shortage of books recently on the topic 
of deviant behavior. Some reflect the stylish observations of 
ethologists who determine the meanings of animal behavior 
in species other thàn our own, or so they say. A good ex- 
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ample of this genre is Anthony Storr's Human Destruc- 
tiveness (1), a monograph centered mainly about that type of 
deviant behavior which is particularly deadly and which may 
affect man pandemically, as in whole countries and cultures. 
Erich Fromm, on the other hand, discussed the same topic 
from the point of departure of his own psychoanalytic back- 
ground in The Anatomy of Human Destructiveness (2). À 
much more restrained approach was taken by Winslow in 
The Emergence of Deviant Minorities (3). He simply de- 
scribed particular subgroups and cited official and quasi-offi- 
cial studies of ''deviants." At the opposite pole are the po- 
lemics, perhaps best exemplified by Kittrie's The Right To 
Be Different (4), which often viewed psychiatrists rather 
than their patients as deviant. 

The topic is obviously rich and, perhaps unfortunately, in- 
exhaustible. When we look at world history, we see repeti- 
tion compulsions at work. There are always new groups man- 
ifesting new ideas that society calls deviant. Deviance is, of 
course, a label, and a pejorative one, it must be admitted. 
Professor Shoham's effort takes the pejorative sting out of 
the wiggly term by attempting to hold it under a viewing 
glass so that all of its varying facets can be seen. His doing so 
particularly appeals to my own bias that terms must be de- 
fined and that those terms which are vague and defined in 
many different ways by many people must be defined with 
that vagueness in mind. 

For example, a few years ago in a paper on the bane of 
every forensic psychiatrist's existence, dangerousness, I de- 
fined that term lengthily as follows: 


The quality of an individual or a situation leading to 
the potential or actualization of harm to an individual, 
community or social order. It is inherent in this defini- 
tion that dangerousness is not necessarily destructive 
(as "destructive" is commonly defined) although fre- 
quently seen as such by specific individuals or social or- 
ders threatened by such a quality (5). 


It is my conceit that Professor Shoham would agree with 
me and say that the way the world sees dangerousness is not 
homogeneous but heterogeneous. Some people see those 
who define dangerousness as dangerous, so who is to define 
dangerousness, or deviance for that matter? 

Professor Shoham defines deviance, and he does it quite 
well. He uses no single point of departure but instead places 
a number of aspects of significant factors about deviance on 
a spectrum. These factors include such items as social 
norms, manifestations of deviance, stigma, behavior, and 
self-concepts, and the spectrum on which he places these 
ranges from Durkheim to Genet. The spectrum emphasizes 
such writers as Dostoevski at the expense of the ethologists, 
but we do not need to be reminded of the latter so much 
these days. 

In the foreword to Social Deviance Edward Sagarin, a pro- 
fessor of sociology, tells us that Shoham “‘leads us to a point 
not entirely original, which is that deviance is a form of, an 
expression of, not merely a result of, social conflict." My 
own view is that this conclusion is really not so valuable as 
the route Shoham takes to reach it. Along that road he teach- 
es us enormous amounts about what different people have 
thought about behavior that was certainly different and that 
had been labeled by many as deviant. 

Professor Shoham has succeeded in making us think about 
the whole process of finger-pointing and labeling. His arena 
is one of large populations as well as individuals. Closer to 
home for most of us, the first two editions and the proposed 
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third edition of APA's Diagnostic and Statistical Manual of 
Mental Disorders may or may not be the definitional con- 
densates of the same type of process applied by Profes- 
sor Shoham; I hope. however, that they would be. The read- 
ers as well as the writers of diagnostic manuals ought to 
study this book. 
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Long-Term Care Data: Report of the Conference on Long- 
Term Health Care Data, edited by Jane H. Murnaghan. 
Philadelphia, Pa., J.B. Lippincott Co., 1976, 233 pp., no 
price listed (paper). 


This volume is actually a book-length report of the first ma- 
jor comprehensive zonference addressing the problem of de- 
fining methodology and content for a proposed '' Long-Term 
Care Data Set.” This data set is to complement and extend 
the current Ambulatory Care and Hospital Discharge Data 
Sets ofthe U.S. National Committee on Vital and Health Sta- 
tistics of the Department of Health, Education, and Welfare. 
This working conference, which included about 50 of the top 
national and international experts from the fields of psychia- 
try, psychology, sociology, social work, epidemiology, 
biostatistics, nursing, administration, accounting, econom- 
ics, health care research, health information systems, and 
health care planning, was held at Tucson, Ariz., May 12-16, 
1975. Sponsored by Johns Hopkins University and the Na- 
tional Center for H2alth Statistics, it was run under a contract 
from DHEW by the Department of Health Care Organization 
of the Hopkins School of Hygiene and Public Health. 

The summary recommendations, which relate to the pro- 
posed content and development of the Long-Term Care Data 
Set and to steps for implementation by the Secretary of 
DHEW for use within an estimated two years' time, are ad- 
dressed to a very long list of health care organizations, 
agencies, and officials involved in management of such prob- 
lems. 

The 30 conference papers, which average about 7 printed 
pages each, together with a review of the proceedings and 
recommendations, constitute a kind of blueprint for the pro- 
posed collection and handling of a vast amount of medical, 
social, economic, and welfare data, using a ‘‘sociomedical’’ 
model. It could have an enormous impact on the shape and 
operation of the federal social welfare programs of the next 
decade and more. A comprehensive national long-term care 
program would obviously be a very costly one. Seen in con- 
junction with its near neighbors, the current and proposed 
programs for health insurance and income maintenance, the 
programs proposed for long-term care assume a far greater 
significance than this somewhat dry, technical report would 
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indicate to the citizen, taxpayer, patient, caregiver, legisla- 
tor, social planner, and executive. 

The report assumes a national need ‘‘to find the most effec- 
tive, economical, and humane sources of care for all in need, 
in the face of limited resources,” and sets about developing a 
proposed data base from which this need can b2 defined, 
measured, abstracted, and responded to by government. The 
various authors attempt to orient the conceptual framework 
to the patient; that is, to people and populations rather than 
to institutions and programs expected to profit from the con- 
ference proposals. They recognize no clear distinction be- 
tween short- and long-term care. Their goals for long-term 
care are ''improving and maintaining an individual's ability 
to function independently and to cope with impairments.” 
Physical, mental, and social functioning rather than medical 
diagnoses are the elements to bé defined and measured. 

The authors pay special attention to geriatrics, rehabilita- 
tion, home versus nursing home settings, Professional Stan- 
dards Review Organization review, cost accounting, and tax- 
onomic aspects of this data set requirement. Thev also con- 
sider experiences already gained in systems now in use in 
Colorado, Illinois, and Rhode Island. The Rockland, N.Y., 
Research Institute's Information Sciences Multi-State Infor- 
mation System for Psychiatric Patients (MSIS), a computer- 
based clinical and administrative management information 
system for mental health programs, is described by E.M. 
Laska; this description would be of special interest to state 
mental health directors and their staffs. 

Overall, this book is a detailed, technical document report- 
ing one kind of progress on the road to 1984. 


JAY T. SHURLEY, M.D. 
Oklahoma City, Okla. 


The Buffalo Creek Disaster: The Story of the Survivors’ Un- 
precedented Lawsuit, by Gerald M. Stern. New York, N.Y., 
Random House, 1976, 274 pp., $8.95. 


On February 26, 1972, a coal waste dam at the top of the 
Buffalo Creek Valley in Logan County, W. Va., gave way, 
unleashing a tidal wave of black water and mud that.devas- 
tated the valley, killed 125 people, and left 4,000 homeless. 
Some of the survivors of this tragedy contacted Harry Huge 
of a Washington, D.C., law firm with the idea of suing the 
Pittston Company to recover for property damage and to pre- 
vent further construction of potentially destructive coal 
waste dams. The dam that gave way at Buffalo Creek was 
illegal and was constructed like the ones you and I made of 
mud and sticks when we were young. 

Huge and Stern (another lawyer and the author of this 
book) persuaded their firm to take on the mammoth case, 
which involved 631 individual suits for property losses and 
wrongful deaths. The lawyers sharply increased the suits' po- 
tential when they observed ‘‘psychic impairment” while in- 
terviewing plaintiffs in the little gas station that became the 
field headquarters for all the lawyers and psychiatrists who 
worked in the valley. Stern noted disorganized tainking, de- 
pressed mood, and deeply troubled feelings in Lis clients. 

To sue for mental and emotional suffering aris:ng from the 
disaster represented a legal breakthrough. Perhaps the law- 
yers involved also made possible some discoveries in psychi- 
atry by opening the way to clinical understanding of victims 
of disaster, with far-reaching effects on the diagnosis and 
treatment of the thousands of individual cases of trauma that 


pass through emergency rooms and surgical services daily. 
The psychiatric disabilities found in Buffalo Creek disaster 
victims, which are easily treatable in their early forms, also 
affect people who survive automobile, industrial, and domes- 
tic accidents. The acute phase of these disabilities lasts sev- 
eral months and often leads to permanent psychological 
change; the disabilities are not based on longings for money, 
as the medical tradition likes to believe. 

Before he became involved with the Buffalo Creek suit, 
Stern had been disappointed in the first half of his year as pro 
bono publico lawyer for his firm. Discouraged and de- 
pressed, he had had an hour with a psychiatrist. However, 
he did not go back because he did not believe in psychiatry 
then. There is not a great deal of psychiatry in his book, but 
he learned much and gives evidence of sensitivity to his 
clients' feelings and problems. He made good use of psychi- 
atric thinking in planning a strategy for the trial. 

The book is valuable to psychiatrists for its insights into 
the psychology of lawyers and the law, and it is a thrilling 
account of how to pierce the corporate veil (1.e., make the 
huge conglomerate liable for the dam break). Stern describes 
the legal intricacies and close calls in getting the jury to con- 
sider "psychic impairment” as a factor. The book is an excit- 
ing way to learn about the theory and practices of law and 
about the style of lawyers' thinking and reasoning. 

The psychiatrist retained by the lawyers for the defendant 
found disorders in most of the plaintiffs but stated that they 
could not have been a consequence of the disaster because 
symptoms of trauma clear in a few months and these symp- 
toms persisted for a year or more. This was the ''Catch-22" 
with which the defense planned to defeat the claim of mental 
and emotional injury. 

As a psychiatrist for the plaintiff, I had argued that there 
was too much consistency in the clinical findings and in psy- 
chodynamic connections between symptoms and traumatic 
events for all of the problems experienced by the plaintiffs to 
be based on preexisting neuroses. If these were symptoms of 
preexisting neuroses there would have been a wide spectrum 
of neurotic problems. The findings of changes in relationships 
and feelings about the self were linked over and over again to 
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the impact of the disaster and unconscious conflicts aroused 
by it. 
Stern argued, 


There is a point beyond which none of us can be 
pushed before we finally crack. Had this disaster pushed 
merely a few people over the brink, then it could have 
been argued that those people had a pre-existing vulner- 
ability or mental condition for which Pittston should not 
be held responsible. But, this disaster was so over- 
whelming that almost everyone suffered mentally. Thus, 
it shouldn't matter what the mental make-up of the plain- 
tiffs was before the disaster. 


Stern makes a point that I think has not been sufficiently 
recognized in psychiatry. I wonder if the reason we do not 
recognize it is that if we did we would have to admit that it is 
a tremendous waste of human capability not to offer so many 
people emergency psychiatric help when such disasters oc- 
cur. 

If we had previously recognized the full importance of the 
point Stern makes we would have had psychiatric teams in 
Buffalo Creek Valley at several critical phases during the 
year following the disaster; much of the lifelong disabilities 
would have been averted by this action. If we realized the 
full importance of the Buffalo Creek disaster we would have 
to decide that it would be far better to avoid much of the psy- 
chiatric damage through therapeutic effort, which is not diffi- 
cult to plan or carry out and involves spending much less 
money and diverting the individual energies used by victims 
to wall off and contain a traumatic core toward more creative 
and productive purposes. 

The suit was settled for $13.5 million; each plaintiff was 
awarded an average amount of $10,000, of which about 
$6,000 was for mental and emotional suffering. It may be that 
for the first time psychiatric science owes a great deal to a 
group of tough and resourceful lawyers like Gerald Stern, 
Harry Huge, Ron Nathan, and Brad Butler. 


JAMES L. TITCHENER, M.D. 
Cincinnati, Ohio 
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dell W. Watters, M.D. Toronto, Ont., Canada, McClelland 
and Stewart, 1976, 295 pp., $14.95. 


Pain: New Perspectives in Therapy and Research, edited by 
Matisyohu Weisenberg and Bernard Tursky. New York, 
N.Y., Plenum Press, 1976, 225 pp., $19.50. 


Analecta Psychiatrica, by J.R. Whirwell, M.B. San Fran- 
cisco, Calif., Equus Press, 1976, 160 pp., $3.50 (paper). 


Pharmacology of Sleep, edited by Robert L. Williams and 
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Ismet Karacan. New York, N.Y., John Wiley & Sons, 1976, 
347 pp., $26.00. 


Incontinence in the Elderly, edited by F.L. Willington. Lon- 
don, England, Academic Press (Harcourt Brace Jovano- 
vich), 1976, 254 pp., £7.80. 


Role of Nursing in Psychiatric and Mental Health Care: 
Report of a Working Group, by the World Health Organiza- 
tion Regional Office for Europe. Copenhagen, Denmark, 
WHO Regional Office for Europe, 1976, 30 pp., not for sale 
(paper). 


OFFICIAL ACTIONS 


1977 Annual Meeting: Registration and Related Information 


The 130th annual meeting of the American Psychiatric Association will be held in Toronto, Canada, May 2-6, 1977; the 
theme of this meeting is "Professional Responsibility and Public Trust." The information here is what was available as of 
mid-January 1977. The official program book containing the scientific, business, and social program will be distributed in 
Toronto at the time of registration. (The preliminary scientific program is printed in the March 4 issue of Psychiatric 


News.) 


REGISTRATION 


All registration will take place in the Sheraton Centre. The 
registration desk will be open: 

saturday, April 30—9:00 a.m. to 4:00 p.m. 

Sunday through Thursday, May 1—5—58:00 a.m. to 5:00 

p.m. 

Friday, May 6—8:00 a.m. to 10:00 a.m. 

A registration fee of $15 per day, or $60 for all five days, is 
required from all nonmembers with the exception of 1) in- 
vited nonmember program participants who are presenting 
papers or who are session officers, and their immediate fami- 
lies, 2) discussants, 3) participants in morning and evening 
panels and their immediate families, and 4) the immediate 
families of APA members. Associate members, members-in- 
training, and their immediate families are also exempt from 
registration fees. The fee covers admission to the sessions 
and includes a badge and a copy of the official program. 
Badges are required for all sessions (including the opening 
session) and for the exhibit area. However, a badge does not 
cover admission to the business session of the Association, 
which is open only to members. 

A $20 registration fee is required of visitors living outside 
the United States or Canada and of military personnel on ac- 
tive duty. 

A $10 registration fee is required of the spouses and depen- 
dents of all nonmember registrants (excluding invited non- 
member program participants). 

A $15 registration fee is required of medical students, in- 
terns, residents, chaplains, nursing students, and students in 
the mental health professions and their spouses. Students 
must present a letter from their school or training facility in- 
structor certifying their status. 

The Scientific Proceedings in Summary Form for the 1977 
annual meeting will be available throughout the week in the 
registration area of the Sheraton Centre. 


KEY LOCATIONS 


All APA staff offices will be located in the Sheraton 
Centre: i 


Staff Office Room 261, 262 


Convention Office VIP Room 
Journal Office Room 264 
Press Offices Rooms 265, 266 
Local Arrangements and 

Spouse Hospitality Center Fourth Floor 


Nonmember Registration and 


Membership Information Center Concourse Level 


Information and Message Center Lower Concourse 
First Aid VIP Room 
Member Registration Lower Concourse 


INFORMATION AND MESSAGE CENTER 


This center will be located in the Sheraton Centre and will 
be manned during registration hours. Self-service message 
racks will be available for pick-up, deposit, and exchange of 
messages at all times, even when the message center is 
closed. Extremely urgent messages will receive the personal 
attention of APA staff members. All registrants are re- 
quested to check the message center periodically. 


JOURNAL OFFICE 


The office of the American Journal of Psychiatry will be in 
Room 264. The office will be open from 9:00 a.m. to 5:00 


` p.m., Monday through Thursday, and on Friday until 12:00 


noon. Staff will be available to discuss any questions that au- 
thors who are presenting papers at the meeting may have. 
They particularly welcome the opportunity to confer with au- 
thors about tables and figures to be included in the papers. 

Authors of numbered papers are reminded that all such pa- 
pers are the property of the Journal. Permission must be se- 
cured from the Editor, Francis J. Braceland, M.D., before a 
paper may be offered for publication elsewhere. New re- 
search papers and papers presented at morning and evening 
panels do not automatically become the property of the Jour- 
nal; however, authors may submit them for publication if 
they wish. 

It is the policy of the Journal to publish only original mate- 
rial that has not been published elsewhere in any form and 
that is not being considered for publication elsewhere. 
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CONVOCATION 


The convocation will take place Monday, May 2, at 7:30 
p.m. in the Grand Ballroom, Sheraton Centre, and will be fol- 
lowed by the William C. Menninger Memorial Convocation 
Lecture. 


FORUM ROOM 


Rooms in the Convention Center are available for dis- 
cussion of special issues during the course of the meeting. 
All groups that wish to schedule programs must apply for the 
use of these rooms by contacting the Convention Manager in 
the Convention Office, VIP Room. Groups that have secured 
use of a room and wish to have a placard prepared for dis- 
play in the registration area should contact the Convention 
Manager. Forums scheduled at the time of printing are listed 
in the official program under APA Activities. 


SPOUSE HOSPITALITY CENTER 


The Local Arrangements Committee will host a Spouse 
Hospitality Lounge on the fourth floor, Sheraton Centre. In- 
formation on all leisure-time activities will be available Sun- 
day through Friday in this area. All tours will depart from the 
Richmond Street entrance. 


DAY-CARE CENTER 


APA has arranged for day-care service in the Royal York 
Hotel. This hotel is within walking distance of the Sheraton 
Centre, Hotel Toronto, and Holiday Inn. Day care will be 
provided for children ages 3 to 12. The center will operate 
from 7:00 a.m. to 5:30 p.m., Monday through Friday. The 
charge will be $10 per day or part of day per child. Advance 
reservations are necessary; coupons for this purpose can be 
found in various issues of Psychiatric News. 


PROFESSIONAL TOURS 


Information on tours to facilities of psychiatric interest in 
the Toronto area may be obtained from members of the Lo- 
cal Arrangements Committee in the Spouse Hospitality Cen- 
ter. 


PLACEMENT SERVICE 


There will be a register available in the Membership Infor- 
mation Center for prospective employers and for those seek- 
ing positions. 


MORNING AND EVENING PANELS 


Morning panels will be held on Tuesday, Wednesday, and 
Thursday from 7:00 a.m. to 8:45 a.m. Breakfast may be ob- 
tained in regular hotel facilities. Evening panels will be held 
on Tuesday and Thursday at 8:00 p.m. All panels will be held 
at the Sheraton Centre, Hotel Toronto, Harbour Castle Ho- 
tel, or Hyatt Regency Hotel. 
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VIDEOTAPE SPECIAL SESSIONS 


Videotape special sessions will be shown on wide-screen 
closed-circuit color TV in the Civic Room, Sheraton Centre, 
from 9:00 a.m. to 12:00 noon and 2:00 p.m. to 5:00 p.m., 
Monday, Wednesday, and Thursday, from 9:00 a.m. to 10:30 
a.m. on Tuesday, and from 9:00 a.m. to 12:00 noon on 
Friday. 


FILMS 


Films will be shown in Theater II, Sheraton Centre, on 
Monday (noon feature, 2:00 p.m. to 5:00 p.m.), Tuesday 
(9:00 a.m. to 12:00 noon, noon feature, 8:00 p.m. feature), 
Wednesday (9:00 a.m. to 12:00 noon, noon feature, 2:00 p.m. 
to 5:00 p.m.), and Thursday (9:00 a.m. to 12:00 ncon, noon 
feature, 2:00 p.m. to 5:00 p.m.; 8:00 p.m. feature). 


SPECIAL LECTURES 


APA will sponsor 10 special lectures this year. Among 
these will be the Solomon Carter Fuller Lecture (Tuesday, 
9:30 a.m. to 10:30 a.m.), the Seymour Vestermark Memorial 
Lecture (Tuesday, 10:30 a.m. to 12:00 noon), the Adolf 
Meyer Lecture (Tuesday, 1:00 p.m.), the Simon Bo:ivar Lec- 
ture (Wednesday, 10:30 a.m. to 12:00 noon), and the Ben- 
jamin Rush Lecture (Wednesday, 2:00 p.m. to 3:30 p.m.). 


SESSIONS ON NEW RESEARCH 


These sessions will be held on Monday (2:00 p.m. to 5:00 
p.m.) and Wednesday (9:00 a.m. to 12:00 noon) in the West 
Ballroom, Hotel Toronto, and Friday (9:00 a.m. to 12:00 
noon) in the Commonwealth East, Holiday Inn. Program 
leaflets containing all details will be available at the registra- 
tion desk. 


CONTINUING EDUCATION CREDIT 


In addition to other formal presentations, 62 AMA Cate- 
gory I accredited courses will be offered. One hour of credit 
may be claimed for each hour of participation. Persons who 
want to participate in a course should consider possible con- 
flicts with other annual meeting activities, including scientif- 
ic papers. Check the Janury 7 issue of Psychiatric News for a 
tentative program schedule. 

APA members, APA members-in-training, and Canadian 
Pyschiatric Association members are eligible to participate. 
Preregistration coupons (registration closes March 1, 1977) 
and complete course descriptions can be found in various 
January-February issues of Psychiatric News. 

APA will also offer free continuing medical education 
AMA Category I credit for 21 paper sessions, all videotape 
sessions, several films, and some panels. All of these will be 
designated in the official program. 


SHUTTLE BUS SERVICE 
Bus service will be available among the hotels. Route 


maps, hours of operation, and fare information will be avail- 
able at the Information and Message Center. 


EXHIBITS 


Technical and scientific exhibits will be on display in the 
Lower Concourse, Sheraton Centre, Monday through Thurs- 
day, 8:00 a.m. to 5:00 p.m. 


CHAMPAGNE LUNCH 


A champagne lunch will be held in honor of the families of 
APA officers on Tuesday, May 3, at 12:00 noon in the Ball- 
room of the Harbour Castle Hotel. Tickets for the lunch are 
$13 per person and may be purchased in the registration 
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area. Buses will depart at 11:15 a.m. from the Richmond 
Street entrance of the Sheraton Centre. 


ANNUAL BANQUET AND DANCE 


The annual banquet and dance will be held on Wednesday, 
May 4, at 7:30 p.m. in the Grand Ballroom of the Sheraton 
Centre. Tickets are $22 per couple and may be purchased in 
the registration area or in advance through a Leisure Time 
Activities coupon published in various issues of Psychiatric 
News. 
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Position Statement on the Right to Adequate Care and Treatment for the 


Mentally Ill and Mentally Retarded 


This statement was approved by the Assembly of District 
Branches at its October 29-31, 1976, meeting and by the 
Board of Trustees at its December 10—11, 1976, meeting, 
upon recommendation of the Counci! on Professians and 
Associations. It was prepared by the Task Force on the 
Right to Treatment.! 


PERSONAL PROBLEMS are increasingly, and sometimes in- 
appropriately, defined as social problems, as concern moves 
from the individual to society. The lack of adequate health 
care, one such problem, was once viewed as individual mis- 
fortune but is now seen by many as social injustice. This 
change reflects a growing national trend toward viewing the 
availability of adequate health care for everyone as a social 
and moral right. The trend is evidenced by mental health and 
mental retardation laws in various states and local jurisdic- 
tions that statutorily establish a right to adequate care and 
treatment. Álthough most states recognize mental disorder 
as a major public health problem, sufficient financial re- 
sources have not yet been provided to solve the problem. As 
a direct consequence, the mentally disabled (the mentally ill 
and mentally retarded) have frequently not received ade- 
quate care and treatment, especialy in public hospitals, 
which are usually underfunded and consequently under- 
staffed. The American Psychiatric Association, whose mem- 
bership has always implicitly recognized and worked to im- 
plement the right to adequate care and treatment, now joins 
and endorses efforts toward this goal by stating its explicit 
support of this right. Although the legally enunciated right to 
treatment applies only to involuntarily committed patients, 
we as physicians believe that adequate care and treatment 
should be available to all those requiring it, both in the hospi- 
tal and in the community. 

Even when adequate medical care and treatment have 
been mandated as a right, there has often been specific dis- 
crimination against the mentally disabled. Such discrimina- 
tion has been rationalized by statements about the need for 
cost containment but actually may be more reflective of our 
society's discomfort with and prejudice against the seem- 
ingly unpredictable behavior of the mentally disordered. 
When such individuals are rendered invisible by removal to 
large and remote state institutions, they may be provided 
mere custody in an environment that does not even allow a 
minimum level of humane care. 


"The Task Force on the Right to Treatment included Jonas R. Rappe- 
port, M.D., chairperson, Robert L. Sadoff, M.D., Richard Rada, 
M.D., Bertram Pepper, M.D., Harold M. Ginzburg, M.D., Morton 
Birnbaum, M.D., consultant, Robert Chabon, M.D., technical con- 
sultant, and Park Elliot Dietz, M.D., M.P.H., consultant. 
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DISCUSSION 


Full development of the right to treatment, which must be 
undertaken by treating agencies and funding sources, re- 
quires the following steps. 


Definition 


Care. Indices of adequate care can be objectively stated 
with reasonable ease and precision, but the problem of devel- 
oping criteria for adequate treatment is considerably more 
complex and more controversial. Minimum custodial care re- 
quires the availability of adequate staff to provide medical 
care, nutritious and palatable food in sufficient quantity, hu- 
mane shelter in an uncrowded and pleasant setting, opportu- 
nities for recreational and vocational activities, and reason- 
able protection from self and others. These aspects of care 
should be incorporated in a total environment that ts compat- 
ible with basic human comfort and dignity. Further, the car- 
ing environment should be only as restrictive of personal lib- 
erty as is necessary to protect and meet the needs of the 
patient and society. Minimal objective standards can be es- 
tablished to define these indices of care. The American Psy- 
chiatric Association has developed and recommended such 
standards in the past and currently participates in the devel- 
opment of those used by the Joint Commission on Accredita- 
tion of Hospitals. The assignment of a patient to a care facil- 
ity does not mean that the patient no longer needs some 
form of active psychiatric treatment. 

Treatment. Assurance that adequate treatment is available 
in a particular hospital or other setting is best achieved by 
assuring the availability of a medical and allied health profes- 
sional staff adequate in numbers and training. The difficult 
and controversial task of establishing numbers and ratios 
must be accomplished by appropriate professional organiza- 
tions. Treatment is defined to include active psychological, 
biological, physical, chemical, educational, or social inter- 
vention where the application of the individual treatment 
plan can be reasonably expected to improve the patient's 
condition. 


Recognition 


Recent court decisions regarding the right to adequate 
care and treatment have been described as ‘‘judicial atone- 
ment for society's neglect of the mentally ill.’ In 1960, Mor- 
ton Birnbaum, a lawyer and physician, advanced the con- 
cept of the right to treatment for involuntarily committed 
mental patients. Judge David Bazelon, in a landmerk case in 
Washington, D.C (1966, Rouse v. Cameron), gave judicial 
standing to this concept. His written opinion acknowledged 
the statutory right to treatment that had recently been 
created by specific legislation in the District of Columbia. He 
also suggested that there might be a constitutional basis for 
this right. Other federal and state courts at various levels 
have since decided, usually affirmatively, that involuntarily 


hospitalized mentally disabled individuals have a constitu- 
tional right to treatment. 

The American Psychiatric Association acknowledges its 
responsibility and that of its members—shared with many 
other organizations and individuals—to work for full recogni- 
tion and implementation of this right for all of the mentally 
disabled, whether or not hospitalized. 

The right should be recognized for all hospitalized 
patients, whether voluntarily or involuntarily committed. Al- 
though the courts have focused on the difference between 
voluntary and involuntary status, the distinction is irrelevant 
in actual practice. In fact, voluntary and involuntary patients 
in our hospitals are mingled in every care and treatment ac- 
tivity, essentially without regard to their commitment status. 
Care and treatment decisions are based on age, diagnosis, 
and functional variables. Since involuntary or voluntary stat- 
us has no psychiatric relevance, hospital staff should, when- 
ever possible, not be forced to distinguish between these 
groups. As physicians we should only make distinctions and 
judgments on the basis of individual medical need. 

Once the right to have adequate care and treatment avail- 
able to the mentally disabled is recognized and adequate fi- 
nancial resources are provided and utilized, the specific care 
and treatment plan for each individual patient is a clinical 
matter to be determined by the responsible psychiatrist. 


Implementation 


In Wyatt v. Stickney, a class action right to treatment suit 
brought in the Federal District Court in Alabama in 1970, 
Judge Frank Johnson identified three principal aspects of an 
adequate treatment program: 1) an individual treatment plan 
for each patient, 2) staffing adequate in numbers and training 
to provide treatment, and 3) a humane physical and psycho- 
logical environment. It is evident, therefore, that implemen- 
tation in most of our public hospitals for the mentally ill and 
the mentally retarded 1s immediately dependent on the avail- 
ability of significantly increased financial resources. The re- 
sponsibility for the provision of these funds rests with so- 
ciety and must be executed through its agencies. Society has 
failed to provide sufficient funds to support the right to ade- 
quate care and treatment of the mentally disabled. The provi- 
sion of such funds by state and federal sources is an essential 
next step to implementation of the right. Government must 
fulfill its responsibility to provide the necessary financial sup- 
port. The American Psychiatric Association stands ready to 
assume its role along with other professional organizations 
to further the implementation of the right. 


Enforcement 


The American Psychiatric Association is aware of the cru- 
cial difference between merely recognizing a right and effec- 
tively enforcing it. There is cause for great concern that the 
recognition and definition of the legal right to adequate care 
and treatment may not be promptly followed by the alloca- 
tion of sufficient funds to support actual implementation of 
the effective right to adequate care and treatment. The effec- 
tive right is only enforceable through the availability of treat- 
ment staff adequate in both competence and concern work- 
ing in a proper environment. 

The recognition and definition of a right to adequate care 
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and treatment for the patient implies that society has a duty 
to both implement and enforce this right. Psychiatrists re- 
sponsible for public and other mental health services are of- 
ten assigned the duty of treating patients legally committed 
to their care, whereas the actual facilities and staff resources 
supplied by society are simply inadequate to the task. This 
has placed an unfair and unjust burden on these psychia- 
trists. For this reason we encourage psychiatrists to docu- 
ment and inform their employers, community, and profes- 
sional organizations about inadequate resources for the care 
and treatment of their patients. Physicians are dependent on 
society, through its agencies, for the provision of adequate 
funds and other resources necessary to meet their moral and 
medical responsibilities. It would be unjust and unreason- 
able for courts to hold psychiatrists personally and individ- 
ually responsible for resource deficiencies that are actually 
the responsibility of society. Such decisions can only have a 
negative effect on the implementation and enforcement of 
the right to adequate care and treatment, since they will de- 
ter qualified psychiatrists from working in the very setting 
where they are most needed. 


Authorization for Treatment 


The American Psychiatric Association is aware of the pos- 
sibility that the right to adequate care and treatment may be 
misunderstood and even be used in some cases in a coercive 
manner. We therefore wish to clearly indicate that our con- 
cern is that adequate care and treatment be available. As is 
the practice generally in medicine, the patient's informed 
consent for treatment is required except for emergency situa- 
tions. 

No patient should be treated against his will unless some 
procedural safeguards are instituted. Since a patient's refus- 
al of necessary treatment may not be in his best interest, 
some means of allowing him to receive proper medical care 
with the fewest time-consuming procedures must be devel- 
oped. Depending on the circumstances, any of the following 
may be appropriate: 1) court-authorized treatment at the 
time of commitment, 2) court evaluation for competency to 
consent to or refuse treatment, 3) in-hospital review com- 
mittees (with outside representatives), 4) administrative-ju- 
dicial hearings, or 5) authorization for treatment on the basis 
of valid (legal) commitment certificates. 

These alternatives may represent a new departure from 
usual procedures and, therefore, will require further study. 


SUMMARY 


The establishment of a right to care and treatment implies 
that a duty to implement and enforce the right exists. The 
duty must be fully and appropriately assigned to the treating 
professions, the funding agencies, and the courts. In endors- 
ing the right to adequate care and treatment for the mentally 
ill and mentally retarded, the American Psychiatric Associa- 
tion urges its members to work energetically to further the 
cause of patient care, while looking to the executive, legisla- 
tive, and judicial branches of government to shoulder their 
responsibility in furnishing the tools and the procedures with 
which such care can be provided. 
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Position Statement on the Problem-Oriented Record-Keeping System 


This statement was approved by the Assembly of District 
Branches at its October 29-31, 1976, meeting ana by the 
Board of Trustees at its December 10—11, 1976, meeting, 
upon recommendation of the Council on Mental iTealth 
Services. It was prepared by the Task Force on Problem- 
Oriented Systems.! 


THE AMERICAN PSYCHIATRIC ASSOCIATION recognizes the 
problem-oriented record-keeping system (POS) as a promis- 
ing and practical approach to psychiatric and mental health 
care provision and record-keeping with potential application 
in all settings. 

APA encourages continued use of the POS and evaluation 


"The Task Force on Problem-Oriented Systems included Richard L. 
Grant, M.D., chairperson, George Mizner, M.D., Ivan Sletten, 
M.D., and Shervert Frazier, M.D.; John Henry Pfifferling, Jeffrey 
Garwick, M.D., Peter B. Houts, Ph.D., Richard Dorsey, M.D., 
Donald Goodwin, M.D., Nancy Wilson, R.N., Richard Ellis, 
Ph.D., Ben Liptzin, M.D., Toni Trombley, Linda Smith, Joseph H. 
St. Louis, Lucy Ozarin, M.D., consultants. 
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of it in those settings where the system is now in effect. APA 
especially recommends specific evaluation of the many po- 
tential attributes ofthe system that remain conjecture at pres- 
ent. 

APA does not believe that the current state of information 
about the POS is sufficient to warrant any recommendations 
for its universal adoption, nor does APA support any move 
toward mandatory use of the POS as a condition for reim- 
bursement by third-party payers. APA considers such a deci- 
sion premature; it could stifle the needed evaluation of the 
system. 

APA encourages the development, specification, prornul- 
gation, and utilization of other approaches to psychiatric 
care and record-keeping to promote comparison studies 
among systems. 
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For a brief summary of prescribing 
information, please see last page of this advertisement: 





Dualactiong 


Tria 


containing perphenazine and amitriptyline HCI 








Marked agitation accompanying depression is a 
common problem in psychiatric practice, a problem 
often requiring dual-action therapy to effectively 
cope with both components of the disorder. TRIAVIL 
4-25 helps treat both. A formulation particularly 
suited to psychiatric practice when higher doses are 
required, TRIAVIL 4-25 affords the psychiatrist the 
opportunity to treat marked agitation—each tablet 
containing 4 mg of the tranquilizer, perphenazine 
while helping to relieve the coexisting depression 
with 25 mg of the tricyclic antidepressant, 
amitriptyline HCI. 












helps treat both 
the marked agitation 






An antidepressant alone may be adequate when 
1e accompanying anxiety is mild, but dual-action 
'RIAVIL should prove more appropriate when 
le anxiety or agitation (accompanying depression) 
à moderate or severe. 

The four formulations of TRIAVIL permit the 

wsychiatrist to treat a relatively broad spectrum 

wf depressed patients who manifest symptoms 

anging from moderate anxiety to severe agitation, 
nd allow for individualized dosage adjustment. 


Whe advantages of dual-action 
V RIAVIL in psychiatric practice. 


Vith TRIAVIL, as anxiety or agitation with depres- 
Won is relieved, the patient may become more 
ccessible and cooperative. Many symptoms such as 
msomnia, fatigue, anorexia, and functional G.I. com- 
»laints are frequently alleviated; symptomatic relief 
nay enable the patient to function more effectively in 
us daily activities, and the psychotherapeutic process 
tself may be aided. 





and the depression 





TRIAVIL simplifies therapy; 
encourages compliance. 


A single tablet encourages patients to take medication 
properly and reduces the risk of dosage confusion 
and error. Cost of therapy to the patient is usually less 
than when the components are prescribed individ- 
ually. To date, clinical evaluations of TRIAVIL have 
revealed no undesirable reactions peculiar to the 
combination. 


‘Treatment with TRIAVIL— 
a balanced view. 


TRIAVIL is contraindicated in CNS depression from 
drugs, in the presence of evidence of bone marrow 
depression, and in patients hypersensitive to pheno- 
thiazines or amitriptyline. It should not be used 
during the acute recovery phase following myocardial 
infarction or in patients who have received an 

MAOI within two weeks. Patients with cardiovascular 
disorders should be watched closely. It is not recom- 
mended in children or during pregnancy. The drug 
may impair mental or physical abilities required in 
the performance of hazardous tasks and may enhance 
the response to alcohol. Antiemetic effect may 
obscure toxicity due to other drugs or mask other dis- 
orders. Since suicide is a possibility in any depressive 
illness, patients should not have access to large 
quantities of the drug. Hospitalize as soon as possible 
any patient suspected of having taken an overdose. 
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for moderate 

to severe anxiety 
or agitation 

and depression 


Available: 
TRIAVIL® 2-25: Each tablet contains 
2 mg perphenazine and 25 mg amitriptyline HCl. 


TRIAVIL® 2-10: Each tablet contains 
2 mg perphenazine and 10 mg amitriptyline HCl. 


TRIAVIL* 4-25: Each tablet contains 
4 mg perphenazine and 25 mg amitriptyline HCI. 
TRIAVIL® 4-10: Each tablet contains 
4 mg perphenazine and 10 mg amitriptyline HCI. 


INITIAL THERAPY FOR MANY PATIENTS 
TRIAVIL® 2-25 (or TRIAVIL® 4-25) t.i.d. or q.i.d. 


FOR FLEXIBILITY IN ADJUSTING MAINTENANCE THERAPY 
TRIAVIL® 2-10 (or TRIAVIL® 4-10) 


CONTRAINDICATIONS: Central nervous system depression from drugs 
(barbiturates, alcohol, narcotics, analgesics, antihistamines); bone marrow 
depression; known hypersensitivity to phenothiazines or amitriptyline. Do 
not give concomitantly with MAOI drugs because hyperpyretic crises, 
severe convulsions, and deaths have occurred from such combinations. 
Allow minimum of 14 days between therapies, then initiate therapy with 
TRIAVIL cautiously, with gradual increase in dosage until optimum 
response is achieved. Not recommended for use during acute recovery phase 
following myocardial infarction. 

WARNINGS: TRIAVIL should not be given with guanethidine or similarly 
acting compounds. Use cautiously in patients with history of urinary reten- 
tion, angle-closure glaucoma, increased intraocular pressure, or convulsive 
disorders. In patients with angle-closure glaucoma, even average doses may 
precipitate an attack. Patients with cardiovascular disorders should be 
watched closely. Tricyclic antidepressants, including amitriptyline HCI, par- 
ticularly in high doses, have been reported to produce arrhythmias, sinus 
tachycardia, and prolongation of conduction time. Myocardial infarction and 
stroke have been reported with tricyclic antidepressant drugs. Close super- 
vision is required for hyperthyroid patients or those receiving thyroid medi- 
cation. Caution patients performing hazardous tasks, such as operating 
machinery or driving motor vehicles, that drug may impair mental and/or 
physical abilities. Not recommended in children or during pregnancy. 
PRECAUTIONS: Suicide is a possibility in depressed patients and may 
remain until significant remission occurs. Such patients should not have 
access to large quantities of this drug. 

Perphenazine: Should not be used indiscriminately. Use with caution in 
patients who have previously exhibited severe adverse reactions to other 
phenothiazines. Likelihood of untoward actions is greater with high doses. 
Closely supervise with any dosage. The antiemetic effect of perphenazine 
may obscure signs of toxicity due to overdosage of other drugs or make more 
difficult the diagnosis of disorders such as brain tumor or intestinal obstruc- 
tion. A significant, not otherwise explained, rise in body temperature may 
suggest individual intolerance to perphenazine, in which case discontinue. 

If hypotension develops, epinephrine should not be employed, as its 
action is blocked and partially reversed by perphenazine. Phenothiazines 
may potentiate the action of central nervous system depressants (opiates, 
analgesics, antihistamines, barbiturates, alcohol) and atropine. In concurrent 
therapy with any of these, TRIAVIL should be given in reduced dosage. 
May also potentiate the action of heat and phosphorous insecticides. 
Amitriptyline: In manic-depressive psychosis, depressed patients may 
experience a shift toward the manic phase if they are treated with an 
antidepressant. Patients with paranoid symptomatology may have an exag- 
geration of such symptoms. The tranquilizing effect of TRIAVIL seems to 
reduce the likelihood of this effect. When amitriptyline HCl is given with 
anticholinergic agents or sympathomimetic drugs, including epinephrine 
combined with local anesthetics, close supervision and careful adjustment of 
dosages are required. Paralytic ileus may occur in patients taking tricyclic 
antidepressants in combination with anticholinergic-type drugs. 

Caution is advised if patients receive large doses of ethchlorvynol concur- 
rently. Transient delirium has been reported in patients who were treated 
with | g of ethchlorvynol and 75-150 mg of amitriptyline HCI. 

Amitriptyline HCl may enhance the response to alcohol and the effects of 
barbiturates and other CNS depressants. 

Concurrent administration of amitriptyline HCl and electroshock therapy 
may increase the hazards associated with such therapy. Such treatment 
should be limited to patients for whom it is essential. Discontinue several 
days before elective surgery if possible. Elevation and lowering of blood 
sugar levels have both been reported. Use with caution in patients with 
impaired liver function. 

ADVERSE REACTIONS: Similar to those reported with either constituent 
alone. 
Perphenazine: Side effects may be any of those reported with phenothiazine 





® 


Tri ACTION 


containing perphenazine and amitriptyline HC 





drugs: extrapyramidal symptoms (opisthotonus, oculogyric crisis, he 
reflexia, dystonia, akathisia, acute dyskinesia, ataxia, parkinsonism’ 
usually be controlled by the concomitant use of effective antiparkins« 
drugs and/or by reduction in dosage, but sometimes persist after disc 
uation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term thera, 
may occur after drug therapy with phenothiazines and related agents 
been discontinued. The risk appears to be greater in elderly patients on 
dose therapy, especially females. Symptoms are persistent and in $ 
patients appear to be irreversible. The syndrome is characterized by Mi 
mical involuntary movements of the tongue, face, mouth, or jaw (e.g. 
trusion of tongue, puffing of cheeks, puckering of mouth, che* 
movements). Involuntary movements of the extremities sometimes « 
There is no known treatment for tardive dyskinesia; antiparkinsonism ag 
usually do not alleviate the symptoms. It is advised that all antipsyc 
agents be discontinued if the above symptoms appear. If treatment is re 
tuted, or dosage of the particular drug increased, or another drug substi 
the syndrome may be masked. It has been suggested that fine vermis 
movements of the tongue may be an early sign of the syndrome, and th: 
full-blown syndrome may not develop if medication is stopped when lir 
vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching, erytk 
urticaria, eczema, up to exfoliative dermatitis); other allergic reac 
(asthma, laryngeal edema, angioneurotic edema, anaphylactoid reactie 
peripheral edema; reversed epinephrine effect; hyperglycemia; endoe 
disturbances (lactation, galactorrhea, gynecomastia, disturbances of 
strual cycle); altered cerebrospinal fluid proteins; paradoxical exciter 
hypertension, hypotension, tachycardia, and ECG abnormalities (quini 
like effect); reactivation of psychotic processes; catatonic-like states; 
nomic reactions, such as dry mouth or salivation, headache, anor 
nausea, vomiting, constipation, obstipation, urinary frequency or ir 
tinence, blurred vision, nasal congestion, and a change in pulse rate; 
notic effects; pigmentary retinopathy; corneal and lenticular pigmenta 
occasional lassitude, muscle weakness, mild insomnia. Other adverse 
tions reported with various phenothiazine compounds include blood dy. 
sias (pancytopenia, thrombocytopenic purpura, leukopenia, agranulocys 
eosinophilia); liver damage (jaundice, biliary stasis); grand mal convuls# 
cerebral edema; polyphagia; photophobia; skin pigmentation; and failus 
ejaculation. 

Amitriptyline: Note: Listing includes a few reactions not reported for 
drug, but which have occurred with other phafmacologically similar tricy 
antidepressant drugs. Cardiovascular: Hypotension; hypertension; tach 
dia; palpitation; myocardial infarction; arrhythmias; heart block; sts 
CNS and Neuromuscular: Confusional states; disturbed concentration; 
orientation; delusions; hallucinations; excitement; anxiety; restlessr. 
insomnia; nightmares; numbness, tingling, and paresthesias of the extr 
ties; peripheral neuropathy; incoordination; ataxia; tremors; seizures; é 
ation in EEG patterns; extrapyramidal symptoms; tinnitus; syndrom: 
inappropriate ADH (antidiuretic hormone) secretion. Anticholinergic: 
mouth; blurred vision; disturbance of accommodation; increased intraoc 
pressure; constipation; paralytic ileus; urinary retention; dilatation of uri 
tract. Allergic: Skin rash; urticaria; photosensitization; edema of face 
tongue. Hematologic: Bone marrow depression including agranulocyt 
leukopenia; eosinophilia; purpura; thrombocytopenia. Gastrointestii 
Nausea; epigastric distress; vomiting; anorexia; stomatitis, peculiar té 
diarrhea; parotid swelling; black tongue. Rarely hepatitis (including alt 
liver function and jaundice). Endocrine: Testicular swelling and gyneco 
tia in the male; breast enlargement and galactorrhea in the female; incre: 
or decreased libido; elevated or lowered blood sugar levels. Other: D 
ness, weakness; fatigue; headache; weight gain or loss; increased pers 
tion; urinary frequency; mydriasis; drowsiness; alopecia. Withdra 
Symptoms: Abrupt cessation after prolonged administration may proc 
nausea, headache, and malaise. These are not indicative of addiction. 
OVERDOSAGE: All patients suspected of having taken an overdo: 
should be admitted to a hospital as soon as possible. Treatment is syn 
matic and supportive. However, the intravenous administration of 1—3 
of physostigmine salicylate is reported to reverse the symptoms of tric) 
antidepressant poisoning. Because physostigmine is rapidly metabolized 
dosage of physostigmine should be repeated as required particularly if 
threatening signs such as arrhythmias, convulsions, and deep coma rect 
persist after the initial dosage of physostigmine. On this basis, in se 
overdosage with perphenazine-amitriptyline combinations, symptom 
treatment of central anticholinergic effects with physostigmine salic) 
should be considered. J6TRO6 (DC 6613210) E 
For more detailed information, consult your MSD Representative —— 
or see full Prescribing Information. Merck Sharp & Dohme, ET 
Division of Merck & Co., INC., West Point, Pa. 19486. 


Coverage and Utilization 
of Care for Mental Conditions 
Under Health Insurance 
—Various Studies, 1973—74 


By Louis S. Reed, Ph.D. 
Consultant in Health Economics, American Psychiatric Association 


This book reports six studies that add to the growing body of data demonstrating the feasibility of cov- 
ering mental illness under health insurance. Although in some ways it may be considered a supplement to 
APA's 1972 book HEALTH INSURANCE AND PSYCHIATRIC CARE: UTILIZATION AND COST (Reed, 
Myers, and Scheidemandel), all of the data are new. The studies cover the following areas: 


* Utilization of mental benefits under the Blue Cross and Blue Shield plan for federal employees, docu- 
menting that a "plateau" in the use of these benefits was reached in 1973-74. 


* Comparison of benefits for mental and other illnesses under selected employee health benefit plans. 
* Coverage of mental illness under collective bargaining agreements of selected unions. 


* Utilization of care for mental conditions under the Canadian health insurance program, which gives 
the same coverage for mental as for other conditions. 


* Updating of information on Blue Cross benefits for hospital care of mental illness. 


* Data from selected Blue Cross and Blue Shield plans on coverage and utilization of mental condi- 
tions, with emphasis on major medical coverage. 
80pp. Paperbound 


Single copy, $4.00; 10—49 copies; $3.80 each; 50 or more copies, $3.20 each. 


SPECIAL OFFER: One copy of this book (regular price, $4.00) and one copy of HEALTH INSURANCE 
AND PSYCHIATRIC CARE: UTILIZATION AND COST (regular price, $6.50) for $8.50. 
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Publications Services Division 
American Psychiatric Association 
1700 18th St., N.W., Washington, D.C. 20009 


Please send me _..... copies of COVERAGE AND UTILIZATION OF CARE FOR MENTAL CONDI- 
TIONS UNDER HEALTH INSURANCE—VARIOUS STUDIES, 1973-74. Single copy, $4.00; 10—49 cop- 
ies, $3.80 each; 50 or more copies, $3.20 each. 


CARE FOR MENTAL CONDITIONS UNDER HEALTH INSURANCE—VARIOUS STUDIES, 1973—74 
and HEALTH INSURANCE AND PSYCHIATRIC CARE: UTILIZATION AND COST.) 
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A 
Psychiatric 
Glossary 


Edited by a subcommittee of the AMERICAN PSY- 
CHIATRIC ASSOCIATION Committee on Public 
Information. 


The new Fourth Edition marks a striking expansion of 
definitions: 400 terms have been added and many of 
the terms appearing in earlier editions have received 
revised explanations. In addition to the GLOSSARY ’'s 
continuing value to lawyers, teachers, journalists, 
social workers, and others, the new edition will be 
useful to medical students and first year residents 
in psychiatry. 


Some major changes in the Fourth Edition: 
e Expansion from 102 to 156 pages to accommo- 
date 400 new terms 
e New tables of terms in seven areas of contemporary 
concern 
Drugs Used in Psychiatry 
Lega! Terms 
Neurologic Deficits 
Psychological Tests 
Research Terms 
Schools of Psychiatry 
Sleep Disorders 
e A comprehensive set of terms used in behavior 
therapy is included for the first time. 


Paperback edition—$3.00 each, (See coupon for 
bulk discounts), may be ordered from the AMERICAN 
PSYCHIATRIC ASSOCIATION, Publications Sales. 
1700 18th St. N.W., Washington, D.C. 20009. 


Hardback edition—$7.95 may be ordered from Basic 
Books, Inc.. 10 East 53rd Street, New York, New 
York 10022. 


Order Form: Paperback Edition 
Please send me copy (ies) of A PSYCHI- 
ATRIC GLOSSARY, 4th ed., paperback. Order #142, 
$3.00 ea. (5-9 copies, $2.75 ea.; 10-24 copies, 
$2.50 ea; 25-49 copies, $2.25 ea.; 50-99 copies, 
$2.00 ea.; 100 or more copies 3596 discount.) 


p 








[ | bill me "| remittance enclosed 
Name TUNER 
Address ~- CRT 
CUu osse ccc EMIS — Zip ite 








Send coupon to: Publications Sales 
American Psychiatric Assn. 
1700 18th St., N.W. 
Washington, D.C. 20009 
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LIBRIUM (chlordiazepoxideHCl) 
5 mg,10 mg, 25 mg capsules 


Before prescribing, please consult complete product 
information, a summary of which follows: 

Indications: Relief of anxiety and tension occurring alone 
or accompanying various disease states. 
Contraindications: Patients with known hypersensitivity to 
the drug. 

Warnings: Caution patients about possible combined ef- 
fects with alcohol and other CNS depressants. As with all 
CNS-acting drugs, caution patients against hazardous oc- 
cupations requiring complete mental alertness (e.g. 
operating machinery, driving). Though physical and 
psychological dependence have rarely been reported on 
recommended doses, use caution in administering to 
addiction-prone individuals or those who might increase 
dosage; withdrawal symptoms (including convuisions), 
following discontinuation of the drug and similar to those 
seen with barbiturates, have been reported. 


Usage in Pregnancy: Use of minor tranquilizers 
during first trimester should almost always be 
avoided because of increased risk of congenital 
malformations as suggested in several studies. 
Consider possibility of pregnancy when institut- 
ing therapy; advise patients to discuss therapy 
if they intend to or do become pregnant. 


Precautions: in the elderly and debilitated, and in children 
over six, limit to smallest effective dosage (initially 10 mg 
or less per day) to preclude ataxia or oversedation, in- 
creasing gradually as needed and tolerated. Not recom- 
mended in children under six. Though generally not rec- 
ommended, if combination therapy with other psycho- 
tropics seems indicated, carefully consider individual 
pharmacologic effects, particularly in use of potentiating 
drugs such as MAO inhibitors and phenothiazines. Ob- 
serve usual precautions in presence of impaired renal or 
hepatic function. Paradoxical reactions (e.g., excitement, 
stimulation and acute rage) have been reported in 
psychiatric patients and hyperactive aggressive children. 
Employ usual precautions in treatment of anxiety states 
with evidence of impending depression; suicidal tenden- 
cies may be present and protective measures necessary. 
Variable effects on blood coagulation have been reported 
very rarely in patients receiving the drug and oral anti- 
coagulants; causal relationship has not been established 
clinically. 

Adverse Reactions: Drowsiness, ataxia and confusion 
may occur, especially in the elderly and debilitated. These 
are reversible in most instances by proper dosage ad- 
justment, but are also occasionally observed at the lower 
dosage ranges. In a few instances syncope has been re- 
ported. Also encountered are isolated instances of skin 
eruptions, edema, minor menstrual irregularities, nausea 
and constipation, extrapyramidal symptoms, increased 
and decreased libido— all infrequent and generally con- 
trolled with dosage reduction; changes in EEG patterns 
(low-voltage fast activity) may appear during and after 
treatment; blood dyscrasias (including agranulocytosis), 
jaundice and hepatic dysfunction have been reported oc- 
casionally, making periodic blood counts and liver function 
tests advisable during protracted therapy. 

Supplied: Librium® Capsules containing 5 mg, 10 mg or 
25 mg chlordiazepoxide HCI. Libritabs* Tablets containing 
5 mg, 10 mg or 25 mg chiordiazepoxide. 


Hoche Laboratories . 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 


AN FXCEPTION^L RECURD OF 
ANTIANXIETY PERFORMANCE 


Anxiety may be the presenting disorder, 
or a reaction to disturbing material brought to 
the surface during therapy. When excessive 
anxiety impedes the therapeutic relationship, 
adjunctive use of Librium may be indicated. 

The calming action of Librium is 
prompt, specific and predictable. Usually, 
mental acuity is not impaired; however, 
patients should be cautioned against possible 
combined effects with alcohol and other CNS 
depressants, and against hazardous activities 
requiring complete mental alertness. 

The ability of Librium to relieve exces- 
sive anxiety, and thus help the patient to work 
with you in handling his emerging insights, 
has been demonstrated in hundreds of clini- 
cal trials and published papers. 
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THAT'S WHAT MAKES 
LIBRIUM LIBRIUM € 


chlordiazepoxide HCI/Roche 
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Please see summary of product information on opposite page. 














The five most "We us words in the English language. | 
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a valuable link 
to the 
resources of the 


American Psychiatric Association 


for institutions and agencies 
concerned with the care 
of the mentally disabled 


Enrollment in the Hospital & Community Psychiatry 
service brings multiple copies of Hospital & Community 
Psychiatry into member agencies every month, keeping staff up to 
date on developments and issues in the mental health field. 
offering new ideas and fresh perspectives, and serving as a useful 
resource in staff development and training programs. 

Hospital & Community Psychiatry is just one of the 
benefits of membership in the H&CP Service. Others include a 
film library containing more than a hundred films specially chosen 
for their usefulness in staff development and community education 
programs; supplementary mailings of important books, reports, 
articles, or other material of special interest to administrators or 
clinicians; reduced registration fees at the annual fall Institute on 
Hospital & Community Psychiatry; and, on request, information 
and consultation from the professional staff of the American 
Psychiatric Association. The H&CP Service also sponsors the 
annual Achievement Awards competition, which gives special 
recognition to outstanding programs for the mentallv ill and 
mentally retarded. 


Please send me information about membership in the Hospital & Community Psychiatry Service. 


NAME 











FACILITY 
ADDRESS 














CITY STATE ZIP CODE 


ut Hospilal & 
Communit y 
hialr y 
m AMERICAN PSYCHIATRIC ASSOCIATION 

ervice 1700 18TH STREET, N.W. 

WASHINGTON, D.C. 20009 
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The first epileptic seizure 
is most likely to occur 
during early childhood and 
at the onset of puberty 


About 9 out of 10 epileptics experience their first seizure before the 
age of 20—with the highest incidence between 5 and 7, when chil- 
dren start school, and at the onset of puberty, a time of physiological 
and psychic turmoil.! The most common type, grand mal, occurs 
in approximately 75% of epileptic children, and more than 50% 
of patients who suffer initially from petit mal develop grand mal 
seizures before they reach the age of 162 


Mysoline (primidone) for 
control of grand mal,psycho- 
motor and focal epilepsy 


At the onset and afterwards — used alone or as concomitant 
therapy, MYSOLINE may reduce the frequency and severity of 
major motor seizures—or even eliminate them. Excellent for con- 
trol of grand mal. Valuable for control of psychomotor!4 and 
focal epilepsy as well.’ 


Add Mysoline when control with other anticonvul- 
sants is inadequate — As concomitant therapy, MYSOLINE can 

improve seizure control in grand mal and psychomotor epilepsy. 
The combined use of phenobarbital, diphenylhydantoin, and 

MYSOLINE may have additive anticonvulsant effects without addi- 
tive side effects.6 


Change to Mysoline when other anticonvulsants fail — 
A changeover to MYSOLINE is frequently warranted when other 
anticonvulsants must be discontinued because of important side 
effects, or when grand mal seizures are refractory to phenobarbital, 


with or without diphenylhydantoin.’ 
Ayerst. 
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Tablets 250 mg. 


$ e 
rimiaone usd 
suspension 250 mg./5 cc. 


May be the start of a 
better life for the epileptic 


See following page of advertisement for prescribing information. 7538 





Mysoline (primidone) 


may be the start of a better life for the epileptic 


initial and maintenance therapy for 
grand mal, psychomotor and focal epilepsy 


BRIEF SUMMARY 
(For full prescribing information, 
see package circular ) 





AYERST LABOR ATORIES 
New York, N.Y. 10017 
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MYSOLINE * Brand of PRIMIDONE 


Anticonvulsant 


ACTIONS: MYSOLINE acts on the central nervous system 
to raise seizure threshold or alter seizure pattern. The mecha- 
nism(s) of action of anticonvulsant drugs is not known. 


Primidone has anticonvulsant activity per se. In addition, its 
two metabolites possess anticonvulsant qualities. The major 
metabolite is phenylethylmalonamide (PEMA); the other is 
phenobarbital. In addition to its own anticonvulsant potential, 
PEMA potentiates phenobarbital. 


INDICATIONS: MYSOLINE, either alone or used con- 
comitantly with other anticonvulsants, is indicated in the con- 
trol of grand mal, psychomotor, and focal epileptic seizures. It 
may control grand mal seizures refractory to other anticonvul- 
sant therapy. 


CONTRAINDICATIONS: Primidoneis contraindicated 
in: 1) patients with porphyria and 2) patients who are hyper- 
sensitive to phenobarbital (see ACTIONS). 


WARNINGS: The abrupt withdrawal of antiepileptic 


medication may precipitate status epilepticus. 


The therapeutic efficacy of a dosage regimen takes several days 
before it can be assessed. 


Use in pregnancy: Recent reports strongly suggest an asso- 
ciation between the use of anticonvulsant drugs by women with 
epilepsy and an elevated incidence of birth defects in children 
born to these women. Reference has been made to primidone in 
several cases in which it was used in combination with other 
anticonvulsants; but its teratogenicity has not been conclusively 
demonstrated. The possibility exists that other factors, e.g., 
genetic factors or the epileptic condition, may contribute to the 
higher incidence of birth defects. The data also indicate that the 
great majority of mothers receiving anticonvulsant medication 
deliver normal infants. 


Anticonvulsant drugs should not be discontinued in patients in 
whom the drug is administered to prevent major seizures be 
cause of the strong possibility of precipitating status epilepticus 
with attendant hypoxia and risk to both mother and the unborn 
child. 

When the nature, frequency, and severity of the seizures do not 
pose a clear threat to the patient, good medical practice requires 
that the physician weigh the expected therapeutic benefit of 
anticonvulsant therapy against possible risk on an individual 
basis. 


Neonatal hemorrhage, with a coagulation defect resembling 
vitamin K deficiency, has been described in newborns whose 
mothers were taking primidone and other anticonvulsants. 
Pregnant women under anticonvulsant therapy should receive 
prophylactic vitamin K, therapy for one month prior to, and 
during, delivery. 


The physician should weigh all of the foregoing considerations 
when treating and counseling epileptic women of childbearing 
potential. 


PRECAUTIONS: The total daily dosage should not exceed 
2 Gm. Since MYSOLINE therapy generally extends over pro- 
longed periods, a complete blood count and a sequential mul 
tiple analysis-12 (SMA-12) test should be made every six 
months. 


In nursing mothers: There is evidence that in mothers 
treated with primidone, the drug appears in the milk in sub- 
stantial quantities. Since tests for the presence of primidone in 
biological fluids are too complex to be carried out in the average 
clinical laboratory, it is suggested that the presence of undue 
somnolence and drowsiness in nursing newborns of 
MYSOLINE-treated mothers be taken as an indication that 
nursing should be discontinued. 


ADVERSE REACTIONS: The most frequently occur- 
ring early side effects are ataxia and vertigo. These tend to dis- 
appear with continued therapy, or with reduction of initial 
dosage. Occasionally, the following have been reported: nausea, 
anorexia, vomiting, fatigue, hyperirritability, emotional dis- 
turbances, sexual impotency, diplopia, nystagmus, drowsiness, 
and morbilliform skin eruptions. Occasionally, persistent or 
severe side effects may necessitate withdrawal of the drug. 
Megaloblastic anemia may occur as a rare idiosyncrasy to 
MYSOLINEand toother anticonvulsants. The anemia responds 


to folic acid, 15 mg. daily, without necessitv of discontinuir 
medication. 


DOSAGE AND ADMINISTRATION: The averag 
adult dose is 0.75 to 1.5 Gm. per day. The initial dose is 250 me 
Increments of 250 mg. are added, usually at weekly interva 
to tolerance, or therapeutic effectiveness, up to daily doses rx 
exceeding 2.0 Gm. A typical dosage schedule for the introdi 
tion of MYSOLINE ( primidone) is as follows: 


Adults and Children Over 8 Years of Age 














1st Week 
250 mg. daily at bedtime 


2nd Week 
250 mg. b.i.d. 










3rd Week 
250 mg. t.i.d. 


4th Week 
250 mg. q.i.d. 





In children under 8 years of age. maintenance. levels are e 
tablished by a similar schedule, but at one-half the adult dosag 
It is best to begin with 125 mg., with gradual weekly increase 
of 125 mg. a day, to a daily total usually between SOO mg. an 
750 mg. 


In patients already receiving other anticonvulsants 
MYSOLINE should be gradually increased as dosage of the 
other drug(s) is maintained or gradually decreased. This reg 
men should be continued until satisfactorv dosage level i 
achieved for combination, or the other medication is completel 
withdrawn. When therapv with this product alone i 
the objective, the transition should not be completed in les 
than two weeks. 


MYSOLINE 50 mg. Tablet can be used to practical advantage 
when small fractional adjustments (upward or downward 
may be required, as in the following circumstances: 
* for initiation of combination therapy 
* during "transfer" therapv 
* for added protection in periods of stress or stressful situ 
tions that are likely to precipitate seizures ( menstruatior 
allergic episodes, holidavs, etc.) 


HOW SUPPLIED: MYSOLINE Tablets — No. 430 — Each 
tablet contains 250 mg. of primidone (scored), in bottles ofi 
LOO and 1,000. Alsoin unit dose package of 100. No. 431 — Each 
tablet contains 50 mg. of primidone (scored), in bottles of LOC 
and 500. MYSOLINE Suspension — No. 3850 — Each 5 cc. (te 
spoonful) contains 250 mg. of primidone, in bottles of 8 fluidi 
ounces. 


References: 1. Livingston, S.: Comprehensive Management 
of Epilepsy in Infancy, Childhood and Adolescence, Springfield 
111., Charles C Thomas, 1972, pp. 6, 7, 584. 2. Grossman, H.J.: 
Ill. Med. J. 135:260 (Mar.) 1969. 3. Scholl, M.L., in Conn 
H.F.: Current Therapy 1973, Philadelphia, Saunders, 1973 
pp. 675-7. 4. Metrick, S.: C. M.D. 37:49 ( Jan.) 1970. 5. Forster 
F.M.: Med. Clin. North Am. 47:1579 (Nov.) 1970. 6. White 
P.T.: Wis. Med. J. 68:178 ( Apr.) 1969. 7. Millichap, J.G.: 
Drug Ther. 1:15 (Oct.) 1971. 





Where The Action Is— 


For more than a decade the general hospital psychiatric unit has been the prin- 
cipal locus of inpatient treatment. This latest Joint Information Service national 
survey brings up to date its earlier—and the original—study of this important 
component of the psychiatric scene. It reveals that the remarkable rate of 
growth held up, showing an increase of 50 percent in the number of units be- 
tween 1963 and 1971, and an increase of 46 percent in the number of admis- 
sions. And it verifies that general hospital psychiatry has become increasingly 
comprehensive, with an impressively high level of outpatient service, emergency 
service, and even consultation to community agencies. Indeed, the general 
hospital accounts for several times as much service and activity as the widely 
heralded federally supported community mental health center. 


This study also involves the private psychiatric hospitals, which have not 
changed much in number but are admitting about 10,000 more patients than 
in 1964—and they, too, are providing a remarkably comprehensive program. 


It's your responsibility to be well-informed about these extraordinarily signifi- 
cant and vital pieces of American psychiatric service. You can do so by sending 
the order form below. 


a national of 


general haspital psychiatry 
and private psychiatric hespitals 


with a foreword by ZIGMOND LEBENSOHN 





Please send me copies of Psychiatric Treatment in the Community. 
(Single copy, $3.50. Four or more copies, $2.75 each) 





Send coupon to: O bill me [] remittance enclosed 
Publications Service Division 
American Psychiatric Association Nim 
1700 18th St. N.W., Washington, 
D.C. 20009 
Address 
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see following page for brief summary. 


Rapidly effective 
in acute schizophrenia 


Average length of hospitalization was 6.1 days (range 1 to 8) for 13 
acutely psychotic schizophrenic patients treated with Prolixin 
Decanoate using the rapid neuroleptization technique. Dosage the 
first 72 hours averaged 73.2 mg. 


Psychotic symptoms diminished rapidly during the first week and 
continued to abate throughout the 2-month study. 


Statistically significant improvement in 13 target symptoms of the 
Brief Psychiatric Rating Scale, including disorientation, hostility 
and uncooperativeness, occurred between pretreatment and final 
evaluation. 


Often works 
where others fail..: 


Of 52 chronic schizophrenic patients, hospitalized an average 175 
years, 71% showed clinical improvement after Prolixin Decanoate 
therapy (25 mg every 7 to 14 days). 32 patients were refractory to 
prior therapy, including haloperidol combined with chlorpromazine 
or thioridazine. 


General mobilization of the patients was the most significant effec 
7 patients could be discharged from the hospital. In 30 patients 
refractory to other medication, Prolixin Decanoate tended to inhibit 
withdrawal symptoms. 


4 at a fraction of the cost 


Prolixin Decanoate therapy at a maintenance dose of 25 mg. every 
28 days can cost from 53% to 6996 less than the lowest maintenance 
dosages of several oral medications (see table below). 


Comparison of estimated annual hospital costs for oral and injectable 
following examples: 


therapy, given the 


Drug Assumed Form Cost Annual 
adult dosage’ and potency per u init COSI 
Proilxin 12.5-100 mg 5 mi viais BCF $1300— 
Decanoate* every 28 days 25 mg/mi per mg 104.00 
Thorazine® (SKE 300-600 mg 100 mg tablets aac 55.84 — 
brand of chlorpromazi ine) per day bottles of 1000 per tab* 111.69 
Mellarif(Sandoz 200-800 mg 100 mg tablets 11.6c 84.68 - 
brand of thioridazine) per day bottles of 1000 per tab? 338.72 
Haldol*(McNeil 5-50 mg 5 mg tablets 20.1¢ 73.37 — 
brand of haloperidol) per day bottles af 1000 per tab" ?33.65 
Navane®(Roerig 20-60 mg 20 mg tablets 21.5¢ 78.48 
brand of thiothi ixene) per day both ies of 900 pert lab l 235.43 
"Dosage level and interval should be determined on an individual basis. in accordance with 


patient s response to the particular drug as well as the manufacturers specific recornmenda- 
tions for the use of the o ™ Based on prices listed in 1976 Red Book tBased on Squibb 
list price of $9.95 per 5 mi 


1. Donion PT, Axelrad AD, T JP and Chien C- p: Comp Psychiat 17:369-376, 1976. 
2. Christodoutidis H and Frangos H: Curr Ther Res 18:193-198, 1975. 





Decanoate injection 


PROLIXIN DECANO; 


Fluphenazine 


ARR 


PROLIXIN DECANOATE 


Fluphenazine 
Decanoate Injection 


Often works where 
others fail... 
at a fraction of the cost 





Prclixin Decanoate (Fluphenazine Decanoate Injection) provides 25 mg. 
fluphenazine decanoate per ml. in a sesame oil vehicle with 1.2% (w/vj benzyl 
alcohol as a preservative. 


CONTRAINDICATIONS: In presence of suspected or established subcortical 
brain damage. In patients who have a blood dyscrasia or liver damage, or who 
are receiving large doses of hypnotics, or who are comatose or severely 
depressed. in patients who have shown hypersensitivity to fluphenazine; 
cross-sensitivity to phenothiazine derivatives may occur. 

Not intended for use in children under 12. 


WARNINGS: Mental and physical abilities required for driving a car or oper- 
ating heavy machinery may be impaired by use of this drug. Physicians should 
be alert to the possibility that severe adverse reactions may occur which 
recuire immediate medical attention. Potentiation of effects of alcohol may 
occur. Safety and efficacy in children have not been estabiished because of 
inadequate experience in use in children. 


Usage in Pregnancy: Safety for use during pregnancy has not been estab- 
fished; weigh possible hazards against potential benefits if administering this 
drug to pregnant patients. 


PRECAUTIONS: Caution must be exercised if another phenothiazine com- 
pound caused cholestatic jaundice, dermatoses or other allergic reactions 
because of the possibility of cross-sensitivity. When psychotic patients on 
large doses of a phenothiazine drug are to undergo surgery, hypotensive 
phenomena should be watched for; less anesthetics or central nervous sys- 
tem depressants may be required. Because of added anticholinergic effects, 
fluphenazine may potentiate the effects of atropine. 


Use fluphenazine decanoate cautiously in patients exposed to extreme 
heat or phosphorus insecticides; in patients with a history of convulsive 
disorders since grand mal convulsions have occurred; and in patients with 
special medical disorders such as mitral insufficiency or other cardiovascular 
diseases, and pheochromocytoma. Bear in mind that with protonged therapy 
there is the possibility of fiver damage. pigmentary retinopathy, lenticular 
and corneal deposits, and development of irreversible dyskinesia. 


Fluphenazine decanoate should be administered under the direction of a 
physician experienced in the clinical use of psychotropic drugs. Periodic 
checking of hepatic and renal functions and blood picture should be done. 
Renal function of patients on long-term therapy should be monitored; if BUN 
becomes abnormal, treatment should be discontinued. "Silent pneumonias” 
are possible. 


ADVERSE REACTIONS: Central Nervous System—Extrapyramidal symp- 
toms are most frequently reported. These include pseudoparkinsonism, dys- 
tonia, dyskinesia, akathisia, oculogyric crises, opisthotonos, and hyperreflexia; 
most often these are reversible, but they may be persistent. One can expect 
a higher incidence of such reactions with fluphenazine decanoate than with 
less potent piperazine derivatives or straight-chain phenothiazines. The inci- 
dence and severity will depend more on individual patient sensitivity, but 
dosage level and patient age are also determinants. As these reactions may 
be alarming, the patient should be forewarned and reassured. These reactions 
can usually be controlled by administration of antiparkinsonian drugs such as 
benztropine mesylate-or intravenous Caffeine and Sodium Benzoate Injection 
U.S.P., and by subsequent reduction in dosage. 


Persistent Tardive Dyskinesia: As with all antipsychotic agents, persistent 
and sometimes irreversible tardive dyskinesia may appear in some patients 
on long-term therapy or may occur after discontinuation of drug. The risk 
seems greater in elderly patients, especially females, on high dosages. The 
syndrome is characterized by rhythmical involuntary movements of tongue, 
face, mouth, or jaw (e.g., protrusion of tongue, puffing of cheeks, puckering 
of mouth, chewing movements) and may be accompanied by involuntary 
movements of extremities. There is no known effective therapy for tardive 
dyskinesia; usually the symptoms are not alleviated by antiparkinsonism 
agents. if the symptoms appear, discontinuation of all antipsychotic agents 
is suggested. The syndrome may be masked if treatment is reinstituted, or 
drug dosage increased, or a different antipsychotic agent used. Reports are 
that fine vermicular movements of the tongue may be an early sign of the 
syndrome which may not develop if medication is stopped at that time. 


Phenothiazine derivatives have been known to cause restlessness, excite- 
ment, or bizarre dreams; reactivation or aggravation of psychotic processes 
may be encountered. if drowsiness or lethargy occur, the dosage may have 
to be reduced. Dosages, far in excess of the recommended amounts, may 
induce a catatonic-like state. 


Autonomic Nervous System —Hypertension and fluctuations in blood pres- 
sure have been reported, Although hypotension is rarely a problem, patients 
with pheochromocytoma, cerebral vascular or renal insufficiency or severe 
cardiac reserve deficiency such as mitral insufficiency appear to be particu- 
larly prone to this reaction and should be observed carefully. Supportive 
measures including intravenous vasopressor drugs should be instituted im- 
mediately should severe hypotension occur; Levarterenol Bitartrate Injection 
U.S.P. is the most suitable drug; epinephrine should not be used since pheno- 
thiazine derivatives have been found to reverse its action. Nausea, loss of 
appetite, salivation, polyuria, perspiration, dry mouth, headache and constipa- 
tion may occur. Reducing or temporarily discontinuing the dosage will usually 
control these effects. Blurred vision, glaucoma, bladder paralysis, fecal 
impaction, paralytic ileus, tachycardia, or nasal congestion have occurred in 
some patients on phenothiazine derivatives. 


Metabolic and Endocrine--Weight change, peripheral edema, abnormal 
lactation, gynecomastia, menstrual irregularities, false results on pregnancy 
tests, impotency in men and increased libido in women have occurred in 
some patients on phenothiazine therapy. 


Allergic Reactions—itching, erythema, urticaria, seborrhea, photosensi- 
tivity, eczema and exfoliative dermatitis have been reported with phenothia- 
zines. The possibility of anaphylactoid reactions should be borne in mind. 


Hematologic — Blood dyscrasias including leukopenia, agranulocytosis, 
thrombocytopenic or nonthrombocytopenic purpura, eosinophilia, and pan- 
cytopenia have been observed with phenothiazines. If soreness of the mouth, 
gums or throat or any symptoms of upper respiratory infection occur and 
confirmatory leukocyte count indicates cellular depression, therapy should 
be discontinued and other appropriate measures instituted immediately. 


Hepatic—Liver damage manifested by cholestatic jaundice, particularly 
during the first months of therapy. may occur; treatment should be discon- 
tinued. A cephalin flocculation increase, sometimes accompanied by altera- 
tions in other liver function tests, has been reported in patients who have had 
no clinical evidence of liver damage. 


Others— Sudden deaths have been reported in hospitalized patients on 
phenothiazines. Previous brain damage or seizures may be predisposing 
factors. High doses should be avoided in known seizure patients. Shortly 
before death, several patients showed flare-ups of psychotic behavior pat- 
terns. Autopsy findings have usually revealed acute fulminating pneumonia 
or pneumonitis, aspiration of gastric contents, or intramyocardial lesions. 
Although not a general feature of fluphenazine, potentiation of central nervous 
system depressants such as opiates, analgesics, antihistamines, barbiturates, 
and alcohol may occur. 

Systemic lupus erythematosus-like syndrome, hypotension severe enough 
to cause fatal cardiac arrest, altered electrocardiographic and electroen- 
cephalographic tracings, altered cerebrospinal fluid proteins, cerebral edema, 
asthma, laryngeal edema, and angioneurotic edema; with long-term use, skin 
pigmentation and lenticular and corneal opacities have occurred with pheno- 
thiazines. Local tissue reactions occur only rarely with injections of fluphena- 
zine decanoate. 

For full prescribing information, consult package insert. 


HOW SUPPLIED: 1 ml. Unimatic® single dose preassembied syringes and 
cartridge-needie units. and 5 ml. vials. 





Films on psychiatric management 
available from Squibb 


e A Step Beyond 

e A Chance for Change 

e A Way Out 

e Community Treatment of the Psychotic Patient 
e A New Concept in Psychiatric Management 

e Psychiatric Services in General Hospitals 

e The Quality of Care 


For further information contact your Squitb Representative 
or write: Squibb, Dept. FR Box 4000, Princeton, N.J. 08540 
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Loxitane 
LOXAPINE EZD 
SUCCINATE 


For the symptoms that interrupt careers 


Recommended Daily Dosage 


Initial Dosage MILD MODERATE 


10 mg b.i.d 








First 7 to 
10 Days Dosage should not exceed 250 mg/day 


Usual dosage during titration: 50 to 150 mg/day 


Maintenance 
Dosage 


Adjust to lowest effective level 
Usual maintenance dosage: 60 to 100 mg/day 


Many patients are controlled with dosages as low as 20 to 


60 mg/day 








Brief Summary 


LOXITANE* Loxapine Succinate Capsules 
OR 


LOXITANE* C Loxapine Hydrochloride Oral Concentrate 


Description: A dibenzoxazepine compound, representing a new subclass of tricyclic 
antipsychotic agent, chemically distinct from the thioxanthenes, butyrophenones, and 
phenothiazines. 


Indications: For the manifestations of schizophrenia. Loxapine has not been evaluated 
for the management of behavioral complications in mental retardation, and therefore 
cannot be recommended 


Contraindications: In comatose or severe, drug-induced depressed states (alcohol, 
barbiturates, narcotics, etc.); and in individuals with known hypersensitivity to the drug. 


Warnings: In Pregnancy: Safe use during pregnancy or lactation has not been 
established; in pregnancy, nursing mothers, or women of child-bearing potential, weigh 
potential benefits against possible hazards to mother and child. No embryotoxicity or 
teratology was observed in studies in rats, rabbits or dogs, although with the exception of 
one rabbit study, the highest dosage was only two times the maximum recommended 
human dose and in some studies they were below this dose. Perinatal studies have shown 
renal papillary abnormalities in offspring of rats treated from mid-pregnancy with doses of 
0.6 and 1.8 mg./kg., doses which approximate the usual human dose but which are 
considerably below the maximum recommended human dose. In Children: Studies have 
not been performed in children; therefore this drug is not for use below the age of 16 


May impair mental and/or physical abilities, especially during the first few days of therapy; 
warn ambulatory patients about activities requiring alertness (e.g., operating vehicles or 
machinery), and about concomitant use of alcohol and other CNS depressants 


Precautions: Use with extreme caution in patients with history of convulsive disorders; 
seizures have been reported in epileptics receiving this drug at antipsychotic dose levels, 
and may occur even with maintenance of routine anticonvulsant drug therapy. Has an 
antiemetic effect in animals; this effect in man may mask signs of overdosage of toxic 
drugs and obscure conditions such as intestinal obstruction and brain tumor. Use with 
caution in patients with cardiovascular disease. Increased pulse rates in the majority of 
patients receiving antipsychotic doses and transient hypotension have been reported. In 
hypotension requiring vasopressor therapy, preferred drugs may be norepinephrine or 
angiotensin. Usual doses of epinephrine may be ineffective because of inhibition of its 
vasopressor effect by loxapine. Possibility of ocular toxicity from loxapine cannot be 
excluded at this time, therefore observe carefully for pigmentary retinopathy and 
lenticular pigmentation (Observed in some patients receiving certain other antipsychotic 
drugs for prolonged periods). Because of possible anticholinergic action, use with caution 
in patients with glaucoma or a tendency to urinary retention, particularly with concomitant 
administration of anticholinergic-type antiparkinson medication 


022-7 


SEVERE 
10 mg tid orqid 25 mg bid 


Increase dosage until psychotic symptoms are controlled 





Adverse Reactions: CNS: Adverse effects other than extrapyramidal, infrequent 
Drowsiness, usually mild, may occur at beginning of therapy or when dosage is increased, 
usually subsiding with continued therapy. Incidence of sedation is less than that of certain 
aliphatic phenothiazines and slightly more than piperazine phenothiazines. Dizziness, 
faintness, staggering gait, muscle twitching, weakness, and confusional states have been 
reported. Extrapyramidal reactions during use of this drug have been reported frequently, 
often during the first few days of treatment. In most patients, these involve Parkinson-like 
symptoms such as tremor, rigidity, excessive salivation, masked facies, akathisia, usually 
not severe and controlled by dosage reduction or use of antiparkinson drugs in usual 
dosage. Less frequent, but more severe: Dystonias, including spasms of muscles of neck 
and face, tongue protrusion, oculogyric movement; dyskinesia in the form of choreo- 
athetoid movements. These sometimes require reduction or temporary withdrawal of drug 
dosage in addition to appropriate counteractive drugs. Persistent Tardive Dyskinesia 
May appear in some patients on long-term therapy, or after therapy has been 
discontinued; the risk greater in the elderly, especially females, on high dosage. These 
symptoms, persistent and in some patients apparently irreversible, are characterized by 
rhythmical involuntary movement of tongue, face, mouth or jaw (e.g. protrusion of tongue, 
puffing of cheeks, puckering of mouth, chewing movements, sometimes accompanied by 
involuntary movements of extremities). No known effective treatment; discontinue all 
antipsychotic agents if these symptoms appear. The necessity to reinstitute treatment or 
increase dosage, or switch to a different antipsychotic agent, may mask syndrome. If 
medication is stopped when fine vermicular movements of the tongue occur, the 
syndrome may not develop. Cardiovascular: Tachycardia, hypotension, hypertension, 
lightheadedness, syncope. A few cases of EKG changes similar to those seen with 
phenothiazines have been reported, not known to be related to loxapine use. Skin 
Dermatitis, edema (puffiness of face), pruritus, seborrhea. Possible photosensitivity and/or 
phototoxicity; skin rashes of uncertain etiology seen in a few patients during hot summer 
months. Anticholinergic: Dry mouth, nasal congestion, constipation, blurred vision — more 
likely to occur with concomitant use of antiparkinson agents. Other: Nausea, vomiting 
weight gain or loss, dyspnea, ptosis, hyperpyrexia, flushed facies, headache, paresthesia, 
polydipsia. Rarely, galactorrhea and menstrual irregularity of uncertain etiology. 


Dosage and Administration: Administered orally, usually in 2 to 4 divided doses a day 
Adjust dosage to patient's need relative to severity of symptoms and history of response 
to antipsychotic drugs. Recommended initial dosage is 10 mg. b.i.d.; in severely disturbed 
patients up to 50 mg. daily Increase dosage during first 7 to 10 days until psychotic 
symptoms are controlled. Usual therapeutic and maintenance range is 60 mg.- 100 mg 
daily. More than 250 mg. daily is not recommended. Maintenance dosage should be at 
lowest level to control symptoms; many patients have been maintained on 20 mg. to 

60 mg. daily 


LOXITANE C Oral Concentrate should be mixed with orange and grapefruit juice shortly 
before administration. Use only enclosed calibrated dropper 


Le le LEDERLE LABORATORIES 


A Division of American Cyanamid Company 
Pearl River, New York 10965. 


©1977 





He's adjusting well in his job, and with psychotherapy and medication, he also can 
O / D WO l , 
be helped to feel more secure, less threatened in his relationships with others. 


" — 

1 | - 

Fiery ae 
í 
M & 
1 (a tS 

Ws Y } 
1 wd 
t 





LOXAPINE SD 
SUCCINATE 
For the symptoms that interrupt careers 


ind precautions and for more det 









Phillip H:was an engineer 
n with aproblem.. - 
ow hes solving prob 
for industr | 

















Ei iit feelings 2" ) 
urder nable to eat 
B Unable to WOE ———— 


tO psychiatrist 





leave of absence an 


ee MM 
ee RA T 


md 


NM MN vi ——— 


MEME — 
Qi 


ee 


| Diagnosis: Acute schizo 
TORT zi Loxapine Succ inate 25 m& D. 
: snotherapy three v 


porte ONO OE 


yd a een 7 
xinson 


NIE S entume tarot tm RII gent nh 


ing and sleeping Dev". 


MM 
pesa etatem rere 


Therapeutic 
prstu eek, eating on er. 
akathisi responded t app 


medication 777 n 
peared that“ atherhood woe 


qaos re ee ee NM 


d Nu nein 


ynicating petter, Feared sim 


| second week. comm 
ry, feared 108 
3g better, put eti. 





Third week, no delusions orh | 
nat a, time o7 "m mecum uM 





i 
| toonly one pere" E 


3 plunted at One — 





| nm _ Affect still ee ease 
| LOXITANE decreased to 
Ta ‘continued 7 Muss ale 
10 weeks; "—— SMR eee 
re discontinued | PSY chotnerapy Week’y. 


EH 
i 
i 


| Follow UP! 
i parkins 
LOXITANE 6 5 mg tid 7 pee 


tdi NM ota 
NM 


t 
i 
\ 


M 










NDEX TO ADVERTISERS 
ARCH 1977 


he publication of an advertisement in this journal does 
ot imply endorsement of the product or service by the 
mericen Psychiatric Association. 


ABBOTT LABORATORIES 







CE. sorene tre emer eae: A68~A70 

iranwene ........ ccc ccc cece hh n nn VR PETS C3-C4 
"ACADEMIC PRESS, INC. .............. eene A13 
“AYERST 

NM UVSOIIIB cou o haste tuba dne Rer ee aes A50-A52 
CHARLES C THOMAS * PUBLISHER ............ A17 
IBA PHARMACEUTICAL COMPANY 

Ritalin MBD uade ES ox A26-A28 
IDOME LABORATORIES 

DEE a cec stes o deed A CERULATES A eO RCUR MES A33-A36 
EMPLOYMENT OPPORTUNITIES ............... ATi 
MNDO LABORATORIES 

MODE bisou deuda E ede ee ud A18-A20 
GEIGY PHARMACEUTICALS 

Toframl-PM ...... uuo ex rx t9 AY A62-A64 
JOHNS HOPKINS UNIVERSITY PRESS ......... A13 
CLEDERLE LABORATORIES 

I-OXILADG ios rs Ub a Rr EE RA pac SW E Rer eue on A78-A80 
McNEIL LABORATORIES 

Haldol usto ee sooo ad oat So Eno dem A74—-A76 
MERCK SHARP & DOHME 

dris ak elon bea PC A14-A16 

LAV vai ous ipit du ath ie das aun ae o d A41-A44 
MERRELL-NATIONAL LABORATORIES 

NOCD TANI: tod 35 6G evew ean OG RE NEC E A72-A73 
PERGAMON PRESS ............... cen eee ee ene A21 
PFIZER LABORATORIES 

Sinequan ......... RRouc We HR R PSU eds eS A22-A24 
REMEDCO ANALYTICAL LABORATORY ....... A13 
ROCHE LABORATORIES 

Dalmatie Loos ica a DE REM DI a eas dues A30-A32 

din METTI AS8-A60 

PION acce xia enia hsb dee erg CR "ce A46~A47 


IN AVONG usse aestas En Rad e e e e ci n rw esas A10-A12 
SANDOZ 

Melari 122 beue boa ay ee RARE Ss A38~A40 
SANITARIUMS AND PRIVATE 

HOSPITALS oie noe hike vised oe nen bho vi ed A9, A71 
SMITH KLINE AND FRENCH LABORATORIES 

Stelazine .......... Ver" Tcr A66-A67 

ThOfa2MÉ eod paar ow deett a Ca vba C2-A1 
SQUIBB 

PIOHXIH- nb Sect S66 ke tee addu nas bee eee ats A54-A56 


MOVING? 
PLEASE NOTIFY US 
6 WEEKS IN ADVANCE 


MEMBERS: This notification will change 


| your address (and/or name) for the 
AMERICAN JOURNAL OF PSYCHIATRY, 


PSYCHIATRIC NEWS, and all member- 
wide APA mailings. 


SUBSCRIBERS: Please notify each 
publication separately. 


FORMER ADDRESS: 


PASTE LABEL HERE 





NEW ADDRESS and/or NAME: 


NAME 





DEPARTMENT 
ORGANIZATION 
STREET 


CITY STATE ZIP 


APA MEMBERS MAIL TO: 


APA Division of Membership Services 

and Studies 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 


SUBSCRIBERS MAIL TO: 


APA Circulation Department 

AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 

Washington, D.C. 20009 
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A Dosage Form for Every Need: 


€ 
alpen 


A rapid-acting injection for psychiatric 


emergencies: 5 mg. per ml., with 1.8 mg. 


5 tablet strengths for convenience in individualizing dos- 
age: Ve mg.. 1 mg., 2 mg., 5 mg. and 10 mg. 





A tasteless, odorless, colorless liquid con- 
centrate for better patient acceptability: 2 mg. 
per ml. 





methylparaben and 0.2 mg. propylparaben 
per ml., and lactic acid for pH adjustment to 
3.4+0.2. 


Indications: HALDOL haloperidol is indicated for use in the man- 
agement of manifestations of psychotic disorders. 

It is also indicated for the control of tics and vocal utterances of 
Gilles de la Tourette's syndrome. 
Contraindications: HALDOL haloperidol is contraindicated in 
patients who are severely depressed, comatose, have CNS depres- 
sion due to alcohol or other centrally-acting depressants, have 
Parkinson's disease or are hypersensitive to this drug. 
Warnings: Usage in Pregnancy: Safe use of HALDOL haloperidol! 
in pregnancy and lactation has not been established; therefore, its 
use in pregnancy, in nursing mothers, or in women of childbearing 
potential requires that the possible benefits of the drug be weighed 
against the potential hazards. A case of phocomelia in an infant 
whose mother received haloperidol along with a number of other 
medications during the first trimester of pregnancy has been 
reported (a causal relationship was not established in this case). 
Animals receiving 2 to 20 times the maximum human dose of 
haloperidol orally and/or parenterally showed increased incidence 
of resorption, reduced fertility, delayed delivery, dose-related pup 
mortality (presumably due to lack of maternal care reflecting CNS 
depression). 
Usage in Children: Safety and effectiveness in children have not 
been established; therefore, this drug is not recommended for use in 
the pediatric age group. 
General: Cases of bronchopneumonia, some fatal, have followed the 
use of major tranquilizers, including haloperidol. It has been postu- 
lated that lethargy and decreased sensation of thirst may lead to 
dehydration, hemoconcentration and reduced pulmonary ventilation. 
If these signs and symptoms appear, especially in the elderly, the 
physician should institute remedial therapy promptly. Although not 
reported with HALDOL haloperidol, decreased serum cholesterol 
and/or cutaneous and ocular changes have been reported in 
patients receiving chemically-related drugs. HALDOL haloperidol 
may impair the mental and/or physical abilities required for the per- 
formance of hazardous tasks such as operating machinery or driving 
a motor vehicle. The ambulatory patient should be warned accord- 
ingly. The use of alcohol should be avoided due to possible additive 
effects and hypotension. 
Precautions: HALDOL haloperidol should be administered cau- 
tiously to patients: (1)—with severe cardiovascular disorders, 
because of the possibility of transient hypotension and/or precipita- 
tion of anginal pain. Should hypotension occur and a vasopressor be 
required, epinephrine should not be used since HALDOL haloperidol 
may block its vasopressor activity and paradoxical further lowering 
of blood pressure may occur. (2)—receiving anticonvulsant medica- 
tion, because HALDOL haloperidol may lower the convulsive thresh- 
old. Adequate anticonvulsant therapy should be maintained 
concomitantly. (3) — with known allergies, or with a history of allergic 
reactions to drugs. (4) — receiving anticoagulants, since an isolated 
instance of interference occurred with the effects of one anticoagu- 
lant (phenindione). 
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tablets/concentrate/injection 


haloperidol 


For long-term control of psychotic symptoms 
with minimal risk of toxicity 


If concomitant antiparkinson medication is required, it may have to 
be continued after HALDOL haloperidol is discontinued because of 
the difference in excretion rates. If both are discontinued simulta- 
neously, extrapyramidal symptoms may occur. Intraocular pressure 
may increase when anticholinergic drugs, including antiparkinson 
agents, are administered concomitantly with HALDOL haloperidol. 
When HALDOL haloperidol is used to control mania in cyclic 
disorders there may be a rapid mood swing to depression. 

Adverse Reactions: CNS Effects: Extrapyramidal Reactions— 
Neuromuscular (extrapyramidal) reactions have been reported 
frequently, often during the first few days of treatment. Generally they 
involved Parkinson-like symptoms which usually were mild to moder- 
ately severe and reversible. Other types of neuromuscular reactions 
(motor restlessness, dystonia, akathisia, hyperreflexia, opisthotonos. 
oculogyric crises) have been reported far less frequently, but were 
often more severe. Severe extrapyramidal reactions have been 
reported at relatively low doses. Generally extrapyramidal symptoms 
are dose-related since they occur at relatively high doses and disap- 
pear or become less severe when the dose is reduced. Administra- 
tion of antiparkinson drugs may be required for control of such 
reactions. Persistent extrapyramidal reactions have been reported 
and the drug may have to be discontinued in such cases. Persistent 
Tardive Dyskinesia—Tardive dyskinesia may appear during long- 
term therapy or after therapy has been discontinued. The risk 
appears to be greater in elderly patients on high-dose therapy. 
especially females. The symptoms are persistent and in some 
patients appear irreversible. There is no known effective treatment. 
All antipsychotic agents should be discontinued. The syndrome may 
be masked by reinstitution of drug, increasing dosage, or switching 
to a different antipsychotic agent. Other CNS Effects — Insomnia. rest- 
lessness, anxiety, euphoria, agitation, drowsiness, depression, leth- 
argy. headache, confusion, vertigo, grand mal seizures, and 
exacerbation of psychotic symptoms including hallucinations. Car- 
diovascular Effects: Tachycardia and hypotension. Hematologic 
Effects: Reports have appeared of mild and usually transient 
leukopenia and leukocytosis, minimal decreases in red blood cell 
counts, anemia, or a tendency toward lymphomonocytosis. Agranulo- 
cytosis has rarely been reported and then only in association with 
other medication. Liver Effects: Impaired liver function and/or jaun- 
dice have been reported, although a causal relationship has not 
been established. Dermatologic Reactions: Maculopapular and 
acneiform skin reactions and isolated cases of photosensitivity and 
loss of hair. Endocrine Disorders: Lactation, breast engorgement, 
mastalgia, menstrual irregularities, gynecomastia, impotence, 
increased libido, hyperglycemia and hypoglycemia. Gastrointes- 
tinal Effects: Anorexia, constipation, diarrhea, hypersalivation, dys- 
pepsia, nausea and vomiting. Autonomic Reactions: Dry mouth, 
blurred vision. urinary retention and diaphoresis. Respiratory 
Effects: Laryngospasm, bronchospasm and increased depth of 
respiration. 

Complete dosage information available in insert which accompanies 
each package (or on request). 

The use of the injectable form is intended for the acutely agitated 
psychotic patient with moderately severe to very severe symptoms. 
IMPORTANT: Full directions for use should be read before 
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HALDOL haloperidol is administered or prescribed. 
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1. Man, P.L.: Dis. Nerv. Syst. 34:113 (Feb.) 1973. 2. Sugerman, A.A., 

etal.: Am. J. Psychiatry 129:1190 (June) 1964. 3. Ayd, F.J., Jr.: Med. 

Sci. 18:55 (Oct.) 1967. 4. Howard, J.S.: Dis. Nerv. Syst. 35:458 (Oct.) 

1974. 5. Abuzzahab, F.S., Sr.: Psychosomatics 11:188 (May-June) 

1970. 6. Darling, H.F.: Dis. Nerv. Syst. 34:364 (Oct.-Nov.) 1973. 

T. Gerle, B.: Clin. Trials J. 3:380 (Feb.) 1966. 

McNeil Laboratories, Inc. 
Fort Washington, Pa. 19034 





Haldo 


haloperidol) 


tablets/concentrate/injection 


For lon 





-term control 


with minimal risk 


Highly effective in 

a wide range of psychotic 
symptoms, -: 

such as hallucinations, delusions, 
suspiciousness, hostility, mania, 
psychomotor agitation, etc., in 
both acute and chronic disorders. 


Usually leaves patients 
relatively alert and 
responsive. .:? 

better able to cope with job and 
family responsibilities...as well as 
easier to reach witn supportive 
and rehabilitative measures. 


Permits aggressive titration 
to effective dosage leyels, 
“up to 100 mg/day orally (with 
minimal risk of usuaf troublesome 


reactions} to achieve optimal re- 


of toxicity 


sponse when patient is inade- 
quately controlled at lower dos- 
age...to help you rapidly control 
and stabilize new patients, 
promptly regain control during 
periods of exacerbation. 


Common side effects 

easily controlled. '^^ 
Although extrapyramidal symp- 
toms (EPS) have been reported 
frequently, they are usually dose- 
related and readily controlled with 
dose adjustment or antiparkinson 
drugs. EPS often diminish spon- 
taneously with continued use of 
HALDOL haloperidol. 


"Not an actual case history, this situation 


illustrates the action of HALDOL haloper- 
idol as reported in various clinical studies 
(available on request). 


Reduces risk of certain 
troublesome reactions. 


Transient hypotension occurs 
rarely and severe orthostatic hypo- 
tension has not been reported. 
Marked sedation is rare, although 
some instances of drowsiness have 
been reported. In addition, with 
chronic use, it is unlikely to cause 
hepatic damage, serious hemato- 
logicreactions, photosensitivity re- 
actions and skin rashes...and has 
minimal effect on renal function. 


2-5,7 


Please turn page for information 
relating to Indications, 
Contraindications, Warnings, 
Precautions and Adverse Reactions. 


Important: Full directions 
for use should be read before 
HALDOL haloperidol 

is administered or prescribed. 
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Out of the hospital for years, 
is paranoid delusions 
are still under control 

























oncomitantly at bedtime. 


uces morning hangover. 


mitriptyline. 


orpramin 


(desipramine hydrochloride 
tablets NF) 25 mg.,50 mg. tablets 


lightens and brightens the days 


of your depressed patients- 


more conveniently 





Adverse Reactions: Cardiovascular: hypotension, 
hypertension, tachycardia, palpitation, arrhythmias, 


heart block, myocardial infarction, stroke. Psychiatric: 


zonfusiona! states (especially in the elderly), hallu- 


zinations, disorientation, delusions: anxiety, restless- 


yess, agitation; insomnia and nightmares; hypomania; 
»xacerbation of psychosis. Neurological: numbness, 
ingling, paresthesias of extremities; incoordination, 
ataxia, tremors; peripheral neuropathy; extrapyramidal 


symptoms; seizures; alteration in EEG patterns; tinni- 


us. Anticholinergic: dry mouth, and rarely associated 
sublingual adenitis; blurred vision, disturbance of 
accommodation, mydriasis; constipatiorf, paralytic 
leus; urinary retention, delayed micturition, hypotonic 
ladder. Allergic: skin rash, petachiae, urticaria, itch- 
ng, photosensitization, edema (of face and tongue 
or general). drug fever, cross sensitivity with other 


tricyclic drugs. Hematologic: bone marrow depres- 
sions including agranulocytosis, eosinophilia, pur- 
pura, thrombocytopenia. Gastrointestinal: anorexia, 
nausea and vomiting, epigastric distress, peculiar 
taste, abdominal cramps, diarrhea, stomatitis, black 
tongue. Endocrine: gynecomastia, breast enlargement 
and galactorrhea in the female; increased or decreased 
libido, impotence, testicular swelling; elevation or 
depression of blood sugar levels. Other: jaundice 
(simulating obstructive), altered liver function; weight 
gain or loss, perspiration, flushing; urinary frequency, 
nocturia; parotid swelling; drowsiness, dizziness, 
weakness and fatigue, headache; alopecia. With- 
drawal Symptoms: Though not indicative of addiction, 
abrupt cessation after prolonged therapy may pro- 
duce nausea, headache and malaise. 

Dosage and Administration: Usua/ adult dose: 


ay or night flexibility—enhances patient compliance 
linical studies show that a single daily administration of Norpramin is as effective 
nd well tolerated as the same quantity given as a divided dosage. This means that 
orpramin may be given once daily, morning or bedtime, whichever is most 
ppropriate to the patient's therapeutic need, drug response and activity patterns. 
.M. dosage of Norpramin can be especially useful when your depressed 

atient feels more depressed in the early morning. Morning administration may also 
elp reduce the potential for confusion when other agents are prescribed 


or those patients who experience a sedative response to Norpramin, a 
edtime dose is most appropriate. Evening administration of Norpramin rarely pro- 


inimal daytime drowsiness—permits an active schedule 
ith Norpramin, problems of daytime drowsiness and morning hangover are 
argely avoided. Minimal daytime drowsiness can be especially important for 
atients who must perform daytime activities at home or at work. 


rly therapeutic response— builds hope 
nd provides encouragement 

hile full therapeutic effect may require two to three 

eeks, onset of action has often been observed in two 

o five days. Although results have been variable, the 

eight of scientific reports suggests a faster onset of 

ction with desipramine than with either imipramine or 





100 mg. to 200 mg. per day. Dosages above 200 mg. 
per day are not recommended. /nitial therapy: Should 
be administered at a low level and increased accord- 
ing to tolerance and response. It may be adminis- 
tered in divided doses or a single daily dose. Main- 
tenance: Lower adequate dose once daily to maintain 
remission. Adolescent and geriatric patient dose: 

25 mg. to 100 mg. per day, in single or divided 
doses. Dosages above 100 mg. are not recommended. 


Merrell 


MERRELL-NATIONAL LABORATORIES 
Division of Richardson-Merrell Inc. 
Cincinnati, Ohio 45215 


6-384 (8605) 
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NOW... 


once-a-day 
antidepressant 


dosage with 





an a.m. or N.S. 





Norpramin® 
(desipramine hydrochloride tablets NF) 


Brief Summary 

Indications: Norpramin (desipramine hydrochloride 
tablets NF) is indicated for the relief of depressive 
symptoms. Endogenous depressions are more likely 
to be alleviated than others. 

Contraindications: Desipramine hydrochloride shauld 
not be given within two weeks of treatment with a 
monoamine oxidase inhibitor. Contraindications in- 
clude the acute recovery period following myocardial 
infarction and hypersensitivity to the drug. Cross 
sensitivity with other dibenzazepines is a possibility. 
Warnings: 1. Extreme caution should be used in pa- 
tients: (a) with cardiovascular disease. (b) with a his- 
tory of urinary retention or glaucoma. (c) with thyroid 


AT2 


option 


disease or those on thyroid medication. (d) with a 
history of seizure disorder. 2. This drug is capable of 
blocking the antihypertensive effect of guanethidine 


and similarly acting compounds. 3. Use in Pregnancy: 


Safe use during pregnancy and lactation has not been 
established. 4. Use in Children: Norpramin is not 
recommended for use in children. 5. This drug may 
impair the mental and/or physical abilities required 
for the performance of potentially hazardous tasks 
such as driving a car or operating machinery. There- 
fore, the patient should be cautioned accordingly. 
Precautions: This drug should be dispensed in the 
least possible quantities to depressed outpatients, 
since suicide has been accomplished with drugs of 
this class. If possible, dispense in child-resistant 
containers. It should be kept out of reach of children. 
Reduce dosage, or alter treatment, if serious adverse 





effects occur. Norpramin therapy in patients with 
manic-depressive illness may induce a hypomanic 
state after the depressive phase terminates and may 
cause exacerbation of psychosis in schizophrenic 
patients. Use cautiously with anticholinergic or sym- 
pathomimetic drugs. Response to alcoholic beverage 
may be exaggerated. In the concurrent administratio 
of ECT and antidepressant drugs one should conside 
the possibility of increased risk relative to benefits. 
Discontinue as soon as possible prior to elective 
surgery because of possible cardiovascular effects. 
Hypertensive episodes have been observed during 
surgery in patients on desipramine hydrochloride. 
Leukocyte and differential counts should be per- 
formed in any patiept who develops fever and sore 
throat during therapy: the drug should be discon- 
tinued if there is neutropenia. 


Psychiatrists 


We are a large progressive community 
based JCAH secretes and medical 
school affiliated psychiatric facility un- 
dergoing accelerated expansion of services. 
Present openings for INPATIENT AND 
OUTPATIENT STAFF PSYCHIATRISTS 
require licensure in any state or in Canada 
by examination and completion of ap- 
proved psychiatric residency program. We 
offer a starting salary commensurate with 
your background, comprehensive fringe 
enefits and an innovative environment 
conducive to ongoing professional 
development. 


Send C.V. in confidence to, or contact, 
N. S. Lehrman, M.D., Deputy Director-Clinical 


KINGSBORO 
PSYCHIATRIC CENTER 


681 Clarkson Ave., Brooklyn, N.Y. 11203 
212-756-9600 





rig NATIONAL 
i EgOGRAPHK 
MAGAZINE 


THE AMERICAN JOURNAL OF PSYCHIATRY 


NOW, your journals can become an attractive permanent 
part of your professional library. These famous Jesse Jones 
volume files, especially designed to keep your copies 
orderly, readily accessible for future reference—guard 
against soiling, tearing, wear or misplacement of copies. 


These durable files will support 150 lbs. Looks and feels 
like leather and is washable. The 23-carat gold lettering 
makes it a fit companion for the most costly binding. 
Reasonably priced, too. Only $4.25, 3 for $12.00, 6 for 
$22.00 POSTPAID U. S. A. ORDERS ONLY. Satisfaction un- 
conditionally guaranteed or your money back. 

JESSE JONES BOX CORP. (Since 1843) 


Department JP9— Philadelphia 41, Pa. 19141 





IMMEDIATE OPENINGS FOR PSYCHIATRISTS 
at 
RICHARD H. HUTCHINGS 
PSYCHIATRIC CENTER 


Opportunities for innovation, research and 
teaching in Community psychiatry 


Major affiliation with SUNY College of 
Medicine at Syracuse 


Initial appointment is as director of a 
12-24 bed multi disciplinary treatment team 



























Opportunities for advancement and additional 
responsibility as Center expands 


Salary commensurate with training and 
experience 
Extensive benefits 
An equal opportunity employer 
For more information contact: 


Frank B. Soults, M.D., Clinical Director 
Hutchings Psychiatric Center 

P.O. Box 27, University Station 
Syracuse, New York 13210 





GROW WITH US 
AT 
HUTCHINGS 


UNIQUE- 
NESS: 


In People 


& at the 
Lutheran 


Hospital 
Psychiatric 
Care Unit 
















Providing complete psychiatric care in 
a general hospital setting with special 
emphasis on disorders of adolescence. 


"lona Hospital of Milwaukee, Inc 


Basil Jackson, M.D., D.P.M., M.Th., D.Sc., F.A.C.P. 
Chairman, Department of Psychiatry 
2200 W. Kilbourn Ave., Milwaukee, WI. 53233 
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Cylert 


(pemoline) C% 


Prescribing Information 


Description: Cylert (pemoline) is a 
white, tasteless, odorless powder which is 
relatively insoluble (less than 1 mg/ml) 
in water, chloroform, ether, acetone, 

and benzene. In 95% ethyl alcohol, the 
solubility of pemoline is 2.2 mg/ml. 


Actions: Cylert (pemoline) is a central 
nervous system stimulant. The pharma- 
cologic activity of pemoline is similar to 
that of other known stimulants but with 
minimal sympathomimetic effects. 
Pemoline is structurally dissimilar from 
the amphetamines and methylphenidate. 
Although the exact mode of pharmaco- 
dynamic action is undetermined in man, 
pemoline has been reported to increase the 
rate of synthesis of dopamine in rat brain. 

In human subjects, Cylert produces peak 
blood levels within 2-4 hours. The serum 
half-life is approximately 12 hours. Mul- 
tiple dose studies in adults at several dose 
levels indicate that serum levels plateau in 
approximately three days. Cylert and its 
metabolites are primarily excreted by the 
kidneys with approximately 75% of an 
oral dose appearing in the urine within a 
24-hour period. Approximately 43 % of 
pemoline is excreted unchanged. Metabo- 
lites include pemoline dione, conjugated 
pemoline and mandelic acid. 

Cylert (pemoline) has a gradual onset of 
action in children with minimal brain dys- 
function. Using the recommended sched- 
ule of dosage titration, significant clinical 
benefit may not be evident until the third 
or fourth week of drug administration. 


Indications: MINIMAL BRAIN DYS- 
FUNCTION IN CHILDREN-as adjunc- 
tive therapy to other remedial measures 
(psychological, educational, social). 


Special Diagnostic Considerations: 
Specific etiology of minimal brain dysfunc- 
tion (MBD) is unknown, and there is no 
single diagnostic test. Adequate diagnosis 
includes the use not only of medical but of 
psychological, educational, and social 
resources. 

Characteristics commonly reported 
include: A chronic history of moderate to 
severe hyperactivity, short attention span, 
distractibility, emotional lability, and 
impulsivity. Nonlocalizing (soft) neuro- 
logical signs, learning disability, and 
abnormal EEG may or may not be present. 
The diagnosis of MBD must be based 
upon a complete history and evaluation of 
the child and not solely on the presence 
of one or more of these characteristics. 

Drug treatment is not indicated for all 
children with MBD. In the primary therapy 
of MBD, appropriate educational place- 
ment is essential and psychosocial interven- 
tion is generally necessary. When these 
measures alone are insufficient, the decision 
to prescribe stimulant medication will 
depend upon the physician's assessment of 
the chronicity and severity of the child's 
symptoms. Stimulants are not intended for 
use in the child who exhibits symptoms 
secondary to environmental factors and/or 
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New dosage form available! 
Cylert Chewable Tablets 








37.5 mg. 


primary psychiatric disorders, including 
psychosis. 


Contraindication: Cylert (pemoline) is 
contraindicated in patients with known 
hypersensitivity or idiosyncrasy to the 
drug. (See PRECAUTIONS) 


Warnings: Cylert is not recommended 
for children under six years of age since 
safety and efficacy in this age group have 
not yet been established. 

Since Cylert (pemoline) and its metabo- 
lites are excreted primarily by the kidneys, 
caution should be observed in administer- 
ing the drug to children with significantly 
impaired renal function. 

Sufficient data on safety and efficacy of 
Cylert administration for periods beyond 
two years duration in children with minimal 
brain dysfunction are not yet available. 
Although a definite causal relationship 
has not been established, some temporary 
suppression of predicted growth pattern(i.e., 
weight and/or height) has been reported 
with the long-term use of stimulants in 
children. Therefore, patients requiring long- 
term therapy should be carefully monitored. 


Drug Interactions: Interactions be- 
tween Cylert and other drugs have not 
been studied in humans. As with most 
other drugs, concurrent administration 
with other agents, especially drugs with 
central nervous system activity, should be 
carefully monitored. 


Usage in Pregnancy: Safety for use in 
pregnancy has not been established. Stan- 
dard studies of fertility, teratology and repro- 
duction were conducted in rats and rabbits. 
Daily oral doses of pemoline of 18.75 

and 37.5 mg/kg beginning at conception 
produced no abnormalities in the fetuses 
and did not affect viability at birth. Further 
studies using similar dose levels with drug 
administration beginning 14 days before 
conception demonstrated an increased 
incidence of stillbirths in these animals. 


Drug Dependence: Studies of the 

drug abuse potential of Cylert (pemoline) 
in primates have not demonstrated a 
potential for self-administration. However, 
the pharmacologic similarities between 
Cylert and other CNS stimulants with 
known abuse liability suggest that drug 
dependence of the stimulant type might 
occur. There have been isolated reports of 
transient psychotic symptoms in adults 
following long-term misuse of pemoline 
taken orally in excessive quantities. There- 
fore, caution should be observed in emo- 
tionally unstable patients considered to 
have a psychological potential for drug 
dependence. 


Precautions: Delayed hypersensitivity 
reactions involving the liver have been 
reported in 1-2% of the patients receiving 
Cylert usually after several months of 
therapy. No clinical symptomatology has 
been observed, but mild to moderate 


increases in transaminase (SGOT and 
SGPT) levels have occurred in these 

cases. These effects appear to be com- 
pletely reversible when drug treatment is 
discontinued. Transaminase levels should 
be determined periodically during therapy 
with Cylert to detect any such reactions. 


Adverse Reactions: The most fre- 
quently reported adverse reaction with 
Cylert is insomnia. Insomnia has been 
observed prior to optimum therapeutic 
response and in the majority of cases was 
transient in nature or responded to dosage 
reduction. Anorexia with weight loss during 
the first few weeks of therapy has also been 
reported. With continuing therapy, a re- 
turn to a normal weight curve usually 
occurred within three to six months. Other 
adverse reactions reported include stomach- 
ache, skin rash, irritability, mild depression, 
nausea, dizziness, headache, drowsiness, 
and hallucinations. Mild adverse reactions 
appearing early in treatment often remit 
with continuing therapy. If adverse 
reactions are of a significant or protracted 
nature, dosage reduction or discontinua- 
tion should be considered. 


Dosage and Administration: Cylert 
(pemoline) is administered as a single oral 
dose each morning. The recommended 
starting dose is 37.5 mg per day. This daily 
dosage should be gradually increased at 
one week intervals using increments of 
18.75 mg until the desired clinical response 
is obtained. The mean daily effective dose 
ranges from 56.25 to 75 mg per day. The 
maximum recommended daily dose of 
pemoline is 112.5 mg. 

Clinical improvement with Cylert is 
gradual. Using the recommended schedule 
of dosage titration, significant benefit may 
not be evident until the third or fourth week 
of drug administration. Drug administra- 
tion should be interrupted occasionally to 
determine if behavioral symptoms sufficient 
to require continuing therapy recur. 


Overdosage: Cylert overdosage has 
been reported to produce symptoms of 
tachycardia, hallucinations, agitation, or 
restlessness. The treatment of acute massive 
overdosage with pemoline is essentially the 
same as that for overdosage with any drug 
having CNS stimulatory effects. Manage- 
ment is largely symptomatic and may 
include induction of emesis, gastric 

lavage or other measures as appropriate. 


How Supplied: Cylert (pemoline) is 
supplied as monogrammed, grooved 
tablets in three dosage strengths: 

18.75 mg. tablets (yellow-colored) in 
bottles of 100 (NDC 0074-6025-13) 

37.5 mg. tablets (orange-colored) in bottles 
of 100 (NDC 0074-6057-13) 

75 mg. tablets (tan-colored) in bottles 
of 100 (NDC 0074-6073-13) 

New Dosage Form: ' 
Cylert Chewable Tablets 37.5 mg. 


(orange-colored, grooved) in bottles c) 
of 100 (NDC 0074-6088-13) 
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Cylert 


dosage Is once-a-day, given to 
the child at home by the parent 
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Cylert, alone among CNS stimulants used to treat MBD, 
is inherently long-acting, permitting once-daily dosage 


Dosage 
and administration 


Cylert is given as a single oral 
dose each morning. 

The recommended starting 
dose is 37.5 mg. per day. This 
daily dosage should be grad- 
ually increased at one-week 
intervals using increments of 
18.75 mg. until the desired 
clinical response is obtained. 

The mean daily effective 
dose ranges from 56.25 to 


75 mg. per day. The maximum 
recommended daily dose of 
Cylert is 112.5 mg. 

Using the recommended 
schedule of dose titration, 
significant benefits may not be 
seen until the third or fourth 
week of drug therapy. Side 
effects may be seen prior to 
optimum clinical results. 


When not to use Cylert 


Cylert should not be used for 
(and will not be effective in) 


Please see next page for Prescribing Information. 





simple cases of overactivity in 
school age children. 

Neither should it be used in 
the child who exhibits symp- 
toms secondary to environ- 
mental factors and/or primary 
psychiatric disorders, including 
psychosis. 

The physician should rely on 
a complete history of the child 
and a thorough description of 
symptoms from both parents 
and teacher before postula- 
ting a diagnosis of MBD. c) 
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The schools don't like to get 
involved with medication for MBL 
-and now they don’t have to 
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Importance of Cylert (pemoline) single daily dosage 
to the child, the parents and the teacher 


For the child For the adults Cylert offers these benefits in 

No drug in child’s pos- Control of medication 8 treatment program for MBD 

session while at school remains with parents e Single daily dose administration 

Avoids situation in Obviates need for — ee ee 

which child is repeat- teacher or nurse to * Minimal cardiovascular effects 

edly singled out as Supervise taking of oe 

are er » - e Mean dosage in long-term studies 

being "different mid-day doses a re E 
remained remarkably constant 

Helps prevent possible Helps assure that the 

variations in effect prescribed dosage is e Can be taken with breakfast 

caused by missed, for- being given each day 


gotten or delayed doses 





Kul B HIZOPHRENIC 
SYMPTOMS 


STELAZINE' PROVIDES EFFECTIVE CONTROL OF 


HALLUCINATIONS, DELUSIONS, ANXIETY AND OTHER 
SCHIZOPHRENIC SYMPTOMS IN A WIDE RANGE OF PATIENTS. 


FROM THE WITHDRAWN AND APATHETIC TO THE ANXIOUS 
AND OVERACTIVE, STELAZINE' HELPS RETURN THE 
PSYCHOTIC PATIENT TO REALITY AND CAN FACILITATE 
THERAPEUTIC CONTACT AND RAPPORT. 


e EFFECTIVELY CONTROLS PSYCHOTIC SYMPTOMS 
e SELDOM CAUSES EXCESSIVE SEDATION 
e CONVENIENT B.I.D. DOSAGE 


Before prescribing, see complete pre- 
scribing information in SK&F literature or 
PDR. The following is a brief summary. 
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Indications 
Based on a review of this drug by the 
National Academy of Sciences — 
Naticnal Re d Counci! and/or 
other information, FDA hos classified 
the indications as follows: 
Effective: For the management of the 
manifestations of psychotic disorders 
Possibly effective: To control excessive 
anxiety, tension and agitation as seen 
in neuroses or associated with somatic 
conditions, 
Stelazine has not been shown 
effective in the management of 
behavioral es in patients 
with mental retardatior 
| Final classification of the ES T 
effective indications requires further 
j investigation. 





Contraindications: Comatcse or greatly 
depressed states due to C.N.S. depressants: 
lood dyscrasias; bone marrow depression: 
liver damage. 
Warnings: Caution patients about activities 
requiring alertness (e.g., operating vehicles 
Or machinery), e especially during the first 
few days therapy. 


Use in pregnancy only when necessary for 
patient s welfare. 


Precautions: Lise cautiou 


sly in angina. 


brand of 





Avoid high doses and parenteral adminis 
tration when cardiovascular system is 
impaired. Antiemetic effect may mask signs 
of toxic drug overdosage or physical dis- 
orders. Additive effect is possible with 
other C.N.S. depressonts. Prolonged 

administratioa of high doses may result in 
cumulative effects with severe C.N.S. or 
vasomotor symptoms. If retinal changes 
occur, discontinue drug. Agr anulocytosis, 
thrombocytope nia, pancytopenia, anemia, 
cholestatic jaundice, liver damage have 
been reported. 


Adverse Reactions: Drowsiness, dizzi ns 
skin reactions, rash, dry mouth, insom 

amenorrhea, fatigue, muscular weak aes 
anorexia, lactation, blurred vision. Neuro- 


muscular (extrapyramidal) reactions: motor 


restlessness, dystonias, pseudo-parkin- 
sonism, persistent tardive dyskinesia, 
Other adverse reactions Ko dn wi ih 
Stelazine (trifluoperazine HCl, ska 

or other phenothiazines: Some adverse 
effects are more frequent or intense in 
specific disorders (e.g., mitral insufficiency 
or pheochromocytoma). 

Grand mal convulsions: altered cerebro- 
spinal fluid proteins: cerebral edema: 
prolongation and intensification of the 
action of C.N.S. depressants, atropine, heat, 
and organophosphorus insecticides: nasa! 
congestion, headache, nausea, constipa- 
tion, obstipation, adynamic ileus, inhibitio 
of ejaculation: reactivation of psychotic 
Poco n cotatonic-like states; hypo- 
tension (sometimes fatal); cardiac arrest: 
leukopeni ia, eosinophilia, pancytopenia 


ELAZIN 


agranulocytosis, thrombocytopenic pur- 
pura; jaundice, biliary stasis; menstrual 
irregularities, galactorrhea, gynecomastia, 
false positive pregnancy tests; photosen- 
sitivity, itching, erythema, urticaria, eczema 
up to exfoliative dermatitis: asthma, 
laryngeal edema, angioneurotic edema, 
anaphylactoid reactions; peripheral edema; 
reversed epinephrine effect: hyperpyrexia: 
a systemic lupus erythematosus-like 
syndrome; pigmentary retinopathy; with 
prolonged administration of substantial 
doses, skin pigmentation, epithelial kera- 


topathy, and lenticular and corneal deposits. 


EKG changes have been reported, but 
relationship to myocardial damage is not 
confirmed. Discontinue long-term, high- 
dose therapy gradually. NOTE: Sudden 
death in patients taking phenothiazines 
(apparently due to cardiac arrest or 
asphyxia due to failure of cough reflex} 
has been reported, but no causal relation- 
ship nas been established, 


Supplied: Tablets, 1 mg., 2 mg. 5 mg. and 
10 mg. in bottles of 100; in Single Unit 
Packages of 100 (intended fcr institutional 
use only); Injection, 2 mg./ml.; and Con- 
centrate (intended for institutional use 
only} 10 mg./ml. 


SKS&F CO. 


Manufactured and distributed by 

SK&F Co., Carolina, P.R. 00630 

under stelazine® trademark 
license from SmithKline Corporation 





10 mg 


TRIFLUOPERAZINE HCL 


Helps schizophrenic patients become more responsive. 


_ Messenger Mask, Dene culture, 
Anvik, Alaska. Festival mask 
representing legendary cannibal 
woman's son who lured victims 
for his mother. 


From the collection of the 
University Museum, University 

of Pennsylvania, Philadelphia, Pa. 
Reproduced with permission. 
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CHILD PSYCHIATRY 

No. 1 INTERPRETING CHILDREN 
TO THEIR PARENTS 

No. 2 AUTISM AND CHILDHOOD 
SCHIZOPHRENIA: GENETIC 
STUDIES 

No. 3 REACHING CHILD 

ABUSERS VIA TARGET TODDLERS 


FREEDOM OF 
INQUIRY SUBJECTS RIGHTS 


No. 4 PROBLEMS IN 
PSYCHOPHARMACOLOGY 

TRAINING INIPSYCHIATRY 

WHERE ARE WE GOING 

No. 5 THE PROCESS OF PEER REVIEW 
DSM III 


No. 6 DSM Ili DEFINITION OF 
MENTAL DISORDER: 
IMPLICATIONS 

20 YEARS OF PROGRESS IN 
PSYCHOANALYSIS 

No. 7 SEXUALITY 1956-1976 
COMMUNITY CARE 

No. 8 ALTERNATIVES TO THE 
HOSPITAL: BENEFITS AND 
COSTS 

ADULT DEVELOPMENT 
MARITAL COPING 

No. 9 THE AGE 30 CRISIS AND 
THE SEVEN-YEAR ITCH 

ROLE OF THE PSYCHIATRIST AS 
A CONSULTANT 

No. 11 THE ROLE OF 
PSYCHIATRISTS IN 
NON-MEDICAL SETTINGS 


RESEARCH:AND TREATMENT OF 
TARDIVE DYSKINESIA 

No. 13 THE NEUROBIOLOGY OF 
TARDIVE DYSKINESIA 

No. 14 TARDIVE DYSKINESIA: 
PROBLEMS.AND TREATMENT 
No. 15 DRUG EVALUATION IN 
TARDIVE DYSKINESIA: 
PAPAVERINE AND DEANOL 

No. 16 PREVENTION OF TARDIVE 
DYSKINESIA 

PEER REVIEW TEACHING AND 
LEARNING HOW 

No. 17 THE PSYCHIATRIC 
RESIDENT AND PEER REVIEW 
No. 18 HELPING STAFF IN THE 
FIELD OF MENTAL HEALTH 
ALCOHOLISM AND DRUG ABUSE 
LEARN HOW TO PARTICIPATE IN 
EFFECTIVE PEER REVIEW 

No. 20 RECENT DEVELOPMENTS 
IN PSYCHIATRIC MALPRACTICE 
AGGRESSION CLINICAL 
CONTROVERSIES 

No. 21 DANGEROUSNESS, 
CONFIDENTIALITY, AND THE 
DUTY TO WARN 

THERAPY CF ADOLESCENTS 
WITH SPECIFIED CONDITIONS 
No. 22 THERAPY IN 
ADOLESCENTS WITH 
SCHIZOPHRENIA 

No. 23 THERAPY IN 
ADOLESCENTS WITH MULTIPLE 
HANDICAPS 

SEX BETWEEN THERAPIST 

AND PATIENT 

No. 24 SOME PSYCHODYNAMIC 
ASPECTS OF THE SEDUCTION OF 
PATIENTS IN PSYCHOTHERAPY 
No. 25 THE LEGAL IMPLICATIONS œ 
OF SEXUAL ACTIVITY BETWEEN 
PSYCHIATRIST AND PATIENT 


PROBLEMS IN THE TREATMENT 
OF BORDERLINE PATIENTS 

No. 26 DIFFERENTIAL DIAGNOSIS 
OF BORDERLINE PERSONALITY 
CHANGING ETHICS OF 
PSYCHIATRIC PRACTICE 

No. 27 ETHICAL ISSUES AND 
PSYCHIATRIC DIAGNOSIS: WHAT 
CAN BE DONE? 

No. 28 THE ETHICS OF PRACTICE 
IN ADOLESCENT PSYCHIATRY 
No. 29 THIRD-PARTY PAYMENT 
AND ETHICAL ISSUES 

IN PSYCHIATRY 

ALCOHOLISM 10 YEARS 

No. 30 TEN YEARS OF INPATIENT 
PROGRAMS 

FOR ALCOHOLICS 

No. 31 TEN YEARS OF ANTABUSE 
THERAPY (PLUS 

15 MORE YEARS) 

No. 32 TEN YEARS OF RESEARCH 
IN ALCOHOLISM 
SCHIZOPHRENIA II 

No. 33 DO SYMPTOMS REALLY 
PREDICT OUTCOME? 

AN IPSS REPORT 

SOCIAL CHANGE ON WOMAN 

No. 34 THE IMPACT OF SOCIAL 
CHANGE ON CHILO REARING 
THE WILLIAM C. MENNINGER 
CONVOCATION LECTURE 

No. 35 LIFE IN THE UNIVERSE 
SUBSTANCES OF ABUSE 

No. 36 CURRENT NATIONAL 
HERCIN USE TRENDS 

No. 37 CATECHOLAMINE 
METABOLISM DURING 

HEROIN USE 

CONTINUING EDUCATION 
RECERTIFICATION AND PRIMARY 
CARE 


No. 38 PSYCHIATRIC PEER 
REVIEW IN ACTION: THE D.C. 
EXPERIENCE 


TREATMENT OF SCHIZOPHRENIA 
No. 39 THE 
PSYCHOPHARMACOLOGICAL 
TREATMENT OF SCHIZOPHRENIA 


EMOTIONAL WELLBEING OF 
PSYCHIATRISTS 

No. 40 ON THE EMOTIONAL 
WELLBEING OF PSYCHIATRISTS: 
OVERVIEW AND RATIONALE 


INFORMED CONSENT PROBLEM 
OF PANACEA 

No. 41 LIMITATIONS OF 
INFORMED CONSENT WITHIN 
THE CONTEXT OF PSYCHIATRIC 
PRACTICE 

No. 42 CAPACITY TO CONSENT: 
WHAT MIGHT (DOES) THIS 
MEAN? 

THE PHYSICIAN AS A PATIENT 
No. 43 ASSAULT ON THE 
THERAPIST Ill: COPING AND 
DISPOSITION 

ROLE OF THE PSYCHIATRIST 
UNDER NATIONAL HEALTH 
INSURANCE 

No. 44 ACCOUNTABILIT Y OF 
PSYCHIATRIC PRACTICE UNDER 
NHI 

QUALIT Y OF CARE EVALUATION 
No. 45 EVALUATION OF 
PSYCHIATRIC CARE FOR OLDER 
PERSONS 


No. 46 NEW RESEARCH 
APPROACHES TO QUALITY OF 
CARE EVALUATION 

No. 47 CONFUSION AND 
JUDGMENT: A RECIPE FOR 
IMPROVING QUALITY OF CARE 
ELECTROCONVULSIVE 
THERAPY CURRENT 
PERSPECTIVES 

No. 48 THE EFFICACY OF ECT IN 
AFFECTIVE AND 
SCHIZOPHRENIC ILLNESS 
FORENSIC PSYCHIATRY 

No. 49 HOSPITAL LIABILITY FOR 
SUICIDE: A REGIONAL SURVEY 
NEWER THERAPIES 

No 50BIOFEEDBACK: YOGA 

OF THE WEST 

No. 51 BIOFEEDBACK AND 
CLINICAL USES 

No. 52 THE RELAXATION 
THERAPIES 

TREATMENT OF SCHIZOPHRENIC 
SYNDROME 

No. 53 PHARMACOLOGIC 
TREATMENT IN SCHIZOPHRENIA 
No. 54 INDIVIDUAL 
PYSCHOTHERAPY IN 
SCHIZOPHRENIA 

No. 55 FAMILY THERAPY IN 
SCHIZOPHRENIA 

No. 57 INTERGRATING 
TREATMENT: WHAT DOES THE 
CONSUMER NEED 

& WHEN 

No. 58 TREATMENT OF THE 
SCHIZOPHRENIAS: AN EFFORT 
TO SYNTHESIS 


TREATMENT OF DEPRESSED 
AND DYING PATIENTS 

No. 59 THE CHRONIC 
DEPRESSIVE IN THE 
COMMUNITY 

No. 60 PSYCHOTHERAPY OF 
SEVERE DEPRESSION 

No. 61 AREASSESSMENT OF 
TRICYCLICS AND ECT IN 
DEPRESSION 

No. 62 RAPID CYCLING 
MANIC-DEPRESSIVE PATIENTS 
No. 63 USE OF MULTIPLE 
MONITORED ECT 

No. 64 GROUP THERAPY WITH 
THE TERMINALLY ILL 

No. 65 THE PSYCHIATRIST AS 
THANATOLOGY TEAM 
FACILITATOR 


SUICIDE. DEPRESSION. AND 
SOCIAL STRESS 

No. 66 SUICIDE BY VEHICULAR 
CRASH 


No. 67 ALCOHOL. DRUG ABUSE. 


AND ATTEMPTED SUICIDE 

No. 68 CURRENT SOCIAL 
STRESSORS AND DEPRESSION 
No. 69 DEPRESSION IN 
VETERANS TWO YEARS AFTER 
VIETNAM 

No. 70 IMPACT ON ADULTS OF 
DRAMATIZED TELEVISION 
PROGRAMS 


GENETICS OF AFFECTIVE 
DISORDERS 

No. 71 HISTOCOMPATIBILITY 
COMPLEX IN AFFECTIVE 
DISORDERS 


CASSETTE LECTURES OF 129th 
ANNUAL MEETING AMERICAN 
PSYCHIATRIC ASSOCIATION 


No. 72 X-CHROMOSOME MODELS 
OF BIPOLAR ILLNESS 

No. 73 IS THERE X-LINKAGE IN E 
BIPOLAR AFFECTIVE ILLNESS? 
No. 74 AUTOSOMAL MODELS OF 
SEX EFFECT IN BIPOLAR 
ILLNESS 

No. 75 REDUCED PLATELET MAO 
ACTIVITY IN BIPOLAR FAMILIES 
No. 76 OFFSPRING OF 
MANIC-DEPRESSIVE PATIENTS 


PSYCHOBIOLOGY OF AFFECTIVE 
DISORDERS 

No. 77 EFFECTS OF LITHIUM ON 
BRAIN AMINE METABOLISM 

No. 78 CSF ELECTROLYTES: 
CALCIUM AND DEPRESSION 
No. 79 THIAZIDE-LITHIUM 
SYNERGY IN REFRACTORY 
MOOD SWINGS 

No. 80 PARADOXICAL LITHIUM 
NEUROTOXICITY 

No. 81 PSYCHOENDOCHRINE 
CHANGES IN ANOREXIA 
NERVOSA 


SPECIAL CONTINUING EDUCATION 
COURSES 


No. 400 THE LEGAL $21.00 
REGULATIONOF 3 Cassettes 
PSYCHIATRIC PRACTICE 


No. 500 THE SCHIZOPHRENIA $21.00 
SPECTRUM IN 3 Cassettes 
CLINICAL PRACTICE 


PLEASE CIRCLE SELECTION NUMBER OF TAPES DESIRED. 


ALL CASSETTES ARE $8.50 EACH 


Please make checks or money orders payable to: 
AV/MD, 850 THIRD AVENUE, NEW YORK, N.Y. 10022 


No. of Programs _ ~ 


g Bill Me 


g Check enclosed 





Total cost of Programs $ l 


Shipping and Handling additional. 


*TOTAL$ 


AV/MD Educational Programs may be tax deductible. 


NAME 
INSTITUTION 
CITY 











STATE 








*N.Y. State residents please add sales tax. 


Please send me the complete brochure of the 1976 A.P.A. 


annual meeting. O 








Tofranil -PM' 


imipramine pamoate 


As sleep disturbances, fatigue, 
and other depressive symp- 
toms are relieved, mood and 
motivation may be markedly 
improved. 


Patients are usually alert and 
capable of functioning at more 
normal levels of behavior. 


Tofranii-PM? 
brand of imipramine pamoate 


indications: For the relief of symptoms of depression. 
Endogenous depression is more likely to be alleviated 
than other depressive states. 

Contraindications: The concomitant use of monoamine 
oxidase inhibiting compounds is contraindicated. Hyper- 
pyretic crises or severe convulsive seizures may occur in 
patients receiving such combinations. The potentiation of 
adverse effects can be serious. or even fatal. When it is 
desired to substitute Tofranii-PM, brand of imipramine 
pamoate, in patients receiving a monoamine oxidase in- 
hibitor, as long an interval should elapse as the clinical 
situation wil! allow, with a minimum of 14 days. Initial 
dosage should be low and increases should be gradual 
and cautiously prescribed. The drug is contraindicated 


during the acute recovery period after a myocardial infarc- 


tion. Patients with a known hypersensitivity to this com- 

pound should not be given the drug. The possibility of 

cross-sensitivity to other dibenzazepine compounds 
should be kept in mind. 

Warnings: Usage in Pregnancy: Safe use of imipramine 

during pregnancy and lactation has not been established; 

therefore, in administering the drug to pregnant patients, 
nursing mothers, or women of childbearing potential, the 
potential benefits must be weighed against the possible 
hazards. Animal reproduction studies have yielded incon- 
clusive results. There have been clinical reports of con- 
genital malformation associated with the use of this drug. 
but a causal relationship has not been confirmed. 

Extreme caution should be used when this drug is given 

to: 

—patients with cardiovascular disease because of the 
possibility of conduction defects, arrhythmias, myocar- 
dial infarction, strokes and tachycardia; 

—patients with increased intraocular pressure, history of 
urinary retention, or history of narrow-angle glaucoma 
because of the drug's anticholinergic properties; 

—hyperthyroid patients or those on thyroid medication 
because of the possibility of cardiovascular toxicity: 

— patients with a history of seizure disorder because this 
drug has been shown to lower the seizure threshold: 
-patients receiving guanethidine or similar agents since 
imipramine may biock the pharmacologic effects of 

these drugs. 

Since imipramine may impair the rnental and/or physical 

abilities required for the performance of potentially 

hazardous tasks such as operating an automobile or 
machinery, the patient should be cautioned accordingly. 

Usage in Children: Totranil-PM, brand of imipramine 

pamoate, should not be used in children of any age be- 

cause of the increased potential for acute overdosage 
due to the high unit potency (75 mg.. 100 mg., 125 mg. 
and 150 mg.). Each capsule contains imipramine 

pamoate equivalent to 75 mg., 100 mg., 125 mg. or 150 

mg. imipramine hydrochioride. 

Precautions: lt should be kept in mind that the possibility 

of suicide in seriously depressed patients is inherent in 
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Geigy 


Tofranil-PM encourages patient 
compliance because one cap- 
sule lasts from bedtime to 
bedtime. 


Good results are usually seen 
at the starting dose of one 
75-mg capsule h.s. 


For many patients, dosage can 
be safely increased to 150mg 
daily. 


the iliness and may persist until significant remission oc- 
Curs. Such patients should be carefully supervised during 
the early phase of treatment with Tofranil-PM, brand of 
imipramine pamoate, and may require hospitalization, 
Prescriptions should be written for the smallest amount 
feasible. 

Hypomanic or manic episodes may occur, particularly in 
patients with cyclic disorders. Such reactions may neces- 
sitate discontinuation of the drug. If needed, Tofranil-PM, 
brand of imipramine pamoate, may be resumed in lower 
dosage when these episodes are relieved. Administration 
of a tranquilizer may be useful in controlling such 
episodes. 

Prior to elective surgery, imipramine should be discon- 
tinued for as long as the clinical situation will allow. 

An activation of the psychosis may occasionally be ob- 
served in schizophrenic patients and may require reduc- 
tion of dosage and the addition of a phenothiazine. 

In occasional susceptible patients or in those receiving 
antichohnergic drugs (including antiparkinsonism agents) 
in addition, the atropine-like effects may become more 
pronounced ie.g., paralytic ileus). Close supervision and 
careful adjustment of dosage is required when this drug is 
administered concomitantly with anticholinergic or sym- 
pathomimetic drugs. 

Avoid the use of preparations, such as decongestants 
and local anesthetics. which contain any sympathomime- 
tic amine (e.g.. adrenalin. noradrenalin). since it has been 
reported that tricyclic antidepressants can potentiate the 
effects of catecholamines. 

Patients should be warned that the concomitant use of 
alcoholic beverages may be associated with exaggerated 
effects. 

Both elevation and lowering of blood sugar levels have 
been reported. 

Concurrent administration of imipramine with electroshock 
therapy may increase the hazards: such treatment shouid 
be limited to those patients for whom it is essential, since 
there is limited clinical experience. 

Adverse Reactions: Note: Although the listing which foi- 
lows includes a few adverse reactions which have not 
been reported with this specific drug. the pharmacologica! 
similarities among the tricyclic antidepressant drugs re- 
quire that each of the reactions be considered when imip- 
ramine is administered. 

Cardiovascular: Hypotension, hypertension, tachycardia, 
palpitation. myocardial infarction, arrhythmias, heart block. 
stroke, falis. 

Psychiatric: Confusional states (especially in the elderly) 
with hallucinations, disorientation, delusions; anxiety, 
restiessness, agitation; insomnia and nightmares: 
hypomania: exacerbation of psychosis. 

Neurological: Numbness, tingling, paresthesias of ex- 
tremities; incoordination, ataxia, tremors; peripheral 
neuropathy; extrapyramidal symptoms; seizures, altera- 
tions in EEG patterns; tinnitus. 

Anticholinergic: Dry mouth, and, rarely, associated sub- 
lingua! adenitis; blurred vision, disturbances of accommo- 
dation, mydriasis; constipation, paralytic ileus; urinary re- 
tention, delayed micturition, dilation of thie urinary tract. 
Allergic: Skin rash, petechiae, urticaria, itching, photosen- 


As with all tricyclics, sedation 
may occur. Please caution 
patients against driving or oper- 
ating dangerous machinery. 


Each capsule contains imipra- 
mine pamoate equivalent to 75, 
100, 125, or 150 mg of imipra- 
mine hydrochloride. 


sitization (avoid excessive exposure to sunlight); edema 
(general or of face and tongue); drug fever. cross- 
sensitivity with desipramine. 

Hematoiogic: Bone marrow depression including agran- 
ulocytosis; eosinophilia; purpura: thrombocytopenia. 
Leukocyte and differential counts should be performed in 
any patient who develops fever and sore throat during 
therapy; the drug should be discontinued if there is evi- 
dence of pathological neutrophil depression. 
Gastrointestinal: Nausea and vomiting, anorexia, epigas- 
tric distress, diarrhea; peculiar taste, stomatitis, abdominal 
cramps. black tongue. 

Endocrine: Gynecomastia in the male; breast enlarge- 
ment and galactorrhea in the female; increased or de- 
creased libido, impotence; testicular swelling: elevation or 
depression of blood sugar levels. 

Other: Jaundice (simulating obstructive): altered liver 
function; weight gain or loss; perspiration: flushing; uri- 
nary frequency: drowsiness, dizziness, weakness and 
fatique: headache; parotid sweliing: alopecia. 

Withdrawal Symptoms: Though not indicative of addiction, 
abrupt cessation of treatment after prolonged therapy 
may produce nausea, headache and malatse. 

Dosage and Administration: in adult outpatients, 
therapy should be initiated on a once-a-day basis with 75 
mg.iday. This may be increased to 150 mg./day which is 
the dose level which usually obtains optimum response. H 
necessary, dosage may be increased to 200 mg./day. 
Dosage should be modified as necessary by clinical re- 
sponse and any evidence of intolerance. Daily dosage 
may be given at bedtime, or in some patients in divided 
daily doses. 

Hospitalized patients should be started on a once-a-day 
basis with 100-150 mg./day and may be increased to 200 
mg./day. Dosage should be increased to 250-300 mg/day 
if there is no response after two weeks. l 
Foliowing remission, maintenance medication may be re- 
quired for a longer period of time at the lowest dose that 
wili maintain remission. The usual adult maintenance 
dosage is 75-150 mg./day on a once-a-day basis, prefer- 
ably at bedtime. 

in adolescent and geriatric patients. capsules of Tofranil- 
PM, brand of imipramine pamoate. may be used when 
total daily dosage is established at 75 mg. or higher. it is 
generally unnecessary to exceed 100 mg./day in these 
patients. This dosage may be given once a day at bed- 
time ot, if needed. in divided daily doses. 

How Supplied: Totranii-PM, brand of imipramine 
pamoate: Capsules of 75, 100, 125 and 150 mg. (Each 
capsule contains imipramine pamoate equivalent to 75, 
100, 125 or 150 mg. of imipramine hydrochloride.) 

(B) 98-146-840-A(9/75) 667120 


For complete details, including dosage and adminis- 
tration, please refer to the full prescribing information. 


GEIGY Pharmaceuticals 
Division of CIBA-GEIGY Cerporation 
Ardsley, New York 10502 


Printed in U.S.A. (4/77) TO 12333 
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Unsurpassed effectiveness eigy 
among tricyclics in relieving symptoms 
of depression. 


Before prescribmg Tofranil-PM, please review a summary of the 
prescribing information on the back of this page. 
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“Pm just a = u—— 

shadow of what 
l used to be." 

Thatis what 
depressed 
individuals may 
feel is the 
substance of 
their being. 
There is 
no pleasure, 
no joy — | 
nothing grows — | 
and in the | 
cold shadow of 
depression 
their activities 
are inhibited, | 
while initiative 
may be eroded 
or destroyed. 
The tragedy 
is that they can 
see that others 
are able to live 
on the brighter 
side but they, 
themselves, \ 
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Your experience . , 
in treating Tofranil-PM 
depression, and imipramine pamoate 


can help light the way. 





Everybo 
.. knows somebody 
whos been helped. 
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The United Way is reaching out. It goes into 

every neighborhood. To every age group. Across 
every income level. 

To help. In a thousand ways. 

A neighbor. A relative. Maybe someone down the 
street who's out of work. Or sick. Or in trouble. 
Chances are the United Way helps someone you know. 
Maybe someday it'll be helping you. 


* 





Endep 


amitriptyline HCT/ Roche 


vellow 


orange 








10 mg 25 mg 50 mg 100 mg 


Theonly tricydic antidepressant with scored tablets 


79 mg 


@ By relieving underlying depression Endep (amitriptyline HCl), 
in responsive patients, lifts mood and relieves symptoms such as 
anorexia, loss of interest, inability to concentrate, decreased libido or 
GI disturbances, often within three or four weeks after starting therapy. 


@ Endep usually relieves accompanying sleep disturbances, 
particularly early in the treatment regimen. 


@ All five dosage strengths are scored for greater flexibility and 
convenience in titration. 


@ The h.s. dosage minimizes skipped doses, maximizes patient 
acceptance and compliance. 


Important Considerations 


Should not be given concomitantly with an MAO inhibitor 
or within 2 weeks of its administration. 


Patients should use caution in the performance of 
hazardous tasks such as operating machinery or driving a 
motor vehicle. 


May enhance the effects of alcohol, barbiturates and other 
CNS depressants. 


Not recommended for use during the acute recovery phase 


@ Specifying Endep assures quality plus potential economy. 


Before prescribing, please consult complete 
product information, a summary of which 
follows: 


Indications: To relieve symptoms of depression 
(notably endogenous depressions) and depres- 
sion accompanied by anxiety. 


Contraindications: Known hypersensitivity. Do 
not use with monoamine oxidase (MAO) inhi- 
bitors or within at least 14 days following 
discontinuation of MAO inhibitors since hyper- 
pyretic crises, severe convulsions and deaths 
have occurred with concomitant use; then initiate 
cautiously, gradually increasing dosage until 
optimal response is achieved. Use not recom- 
mended during acute recovery phase after 
myocardial infarction. 


Warnings: May block action of guanethidine or 
similar antihypertensives. Use with caution in 
patients with history of seizures, urinary reten- 
tion, angle closure glaucoma, increased intraoc- 
ular pressure. Closely supervise cardiovascular 
patients, hyperthyroid patients and those 
receiving thyroid medications. (Arrhythmias, 
sinus tachycardia and prolongation of conduc- 
tion time reported with use of tricyclic anti- 
depressants, including amitriptyline HCl, 
especially in high doses. Myocardial infarction 
and stroke reported with use of this class of 
drugs.) May impair alertness; warn against 
hazardous occupations or driving a motor 
vehicle during therapy. Weigh possible benefits 
against hazards during pregnancy, the nursing 
period and in women of childbearing potential. 
Not recommended in children under 12. 


Precautions: May exaggerate symptoms in 
schizophrenic and paranoid patients, or shift 
manic-depressives to manic stage; reduce dose 
or administer major tranquilizer concomitantly. 
Close supervision and careful dose adjustments 
required when given with anticholinergic or 
sympathomimetic agents. Exercise care in 
patients receiving large doses of ethchlorvynol; 
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following myocardial infarction. 


Patients with suicidal tendencies should not have easy 


access to large quantities of the drug. 


transierit delirium reported with concomitant 
administration. May enhance effects of alcohol, 
barbiturates and other CNS depressants. Be- 
cause of the possibility of suicide in depressed 
patients, do not permit easy access to large drug 
quantities in these patients. Because it may 
increase hazards of electroshock therapy, limit 
concomitant use to essential treatment. If pos- 
sible, discontinue drug several days before elec- 
tive surgery. Both elevation and lowering of blood 
sugar levels have been reported. 


Adverse Reactions: Note: This list includes a 
few adverse reactions not reported with this 
specific drug but requiring consideration because 
of similarities of tricyclic antidepressants. 
Cardiovascular: Hypotension, hypertension, 
tachycardia, palpitation, myocardial infarction, 
arrhythmias, heart block, stroke. CNS and 
Neuromuscular: Confusional states; disturbed 
concentration; disorientation; delusions; hal- 
lucinations; excitement; anxiety; restlessness; 
insomnia; nightmares; numbness, tingling and 
paresthesias of the extremities; peripheral 
neuropathy; incoordination; ataxia; tremors; 
seizures; alteration in EEG patterns; extra- 
pyramidal symptoms; tinnitus. Anticholinergic: 
Dry mouth, blurred vision, disturbance of accom- 
modation, constipation, paralytic ileus, urinary 
retention, dilatation of urinary tract. Allergic: 
Skin rash, urticaria, photosensitization, edema 
of face and tongue. Hematologic: Bone marrow 
depression including agranulocytosis, eosino- 
philia, purpura, thrombocytopenia. Gastroin- 
testinal: Nausea, epigastric distress, vomiting, 
anorexia, stomatitis, peculiar taste, diarrhea, 
parotid swelling, black tongue. Endocrine: 
Testicular swelling and gynecomastia in the 
male, breast enlargement and galactorrhea in 
the female, increased or decreased libido, ele- 
vation and lowering of blood sugar levels. Other: 
Dizziness, weakness, fatigue, headache, weight 
ain or loss, increased perspiration, urinary 
requency, mydriasis, drowsiness, jaundice, 





alopecia. Withdrawal Symptoms: Abrupt 
cessation of treatment after prolonged adminis- 
tration may produce nausea, headache and 
malaise. These are not indicative of addiction. 


Dosage: Initiate at low levels; increase gradually, 
watching for signs of intolerance. As long as 30 
days may elapse before adequate antidepressant 
yon develops; sedative effect may be noted 
earlier. 


Initial Adult Dosage: Outpatients — 25 mg t.i.d.; 
may be increased to 150 mg/day. Add increased 
drug to afternoon and/or bedtime doses. Alter- 
nate—50 to 100 mg h.s., gradually increasing 
h.s. dose up to 150 mg/day. Hospitalized Pa- 
tients —Up to 100 mg/day; increase gradually 
to 200 mg if necessary. A few patients may 
require 300 mg/day. 


Adolescent and Elderly Patients: In general, 
10 mg t.i.d. with 20 mg h.s. may be satisfactory 
for those who do not tolerate higher doses. 


Maintenance Dosage: With symptomatic 
improvement, reduce dosage to lowest amount 
that gives relief, usually 25 mg b.i.d. to q.i.d., 
or 10 mg q.i.d. Continue maintenance therapy 
3 months or longer to avoid relapse. 


Overdosage: Immediately hospitalize patient 
suspected of having taken an overdose. Treat- 
ment is symptomatic and supportive. IV admin- 
istration of 1 to 3 mg physostigmine salicylate 
reportedtoreversethe symptoms of amitriptyline 
poeg See complete product information 

or manifestations and treatment. 
Supplied: 10-mg, 25-mg, 50-mg, 75-mg and 
100-mg scored tablets — bottles of 100 and 500; 
Tel-E-Dose* packages of 100; Prescription Paks 
of 60 (10 mg, 25 mg and 50 mg) or 30 (75 mg 
and 100 mg), available singly and in trays of 10. 


Roche Laboratories 
CROCHES Division of Hoffmann-La Roche Inc. 
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ACTIONS —Pharmacologically, TRANXENE (clorazepate dipotassium) has the char- 
acteristics of the benzodiazepines. It has depressant effects on the central 
nervous system. The primary metabolite, nordiazepam, quickly appears in the 
blood stream. The serum half-life is about 2 days. The drug is metabolized in the 
liver and excreted primarily in the urine. 


INDICATIONS—TRANXENE is indicated for the symptomatic relief of anxiety asso- 
ciated with anxiety neurosis, in other psychoneuroses in which anxiety symptoms 
are prominent features, and as an adjunct in disease states in which anxiety is 
manifested. 


CONTRAINDICATIONS—TRANXENE is contraindicated in patients with a known 
hypersensitivity to the drug, and in those with acute narrow angle glaucoma. 


WARNINGS—TRANXENE is not recommended for use in depressive neuroses or in 
psychotic reactions. 

Patients on TRANXENE should be cautioned against engaging in hazardous oc- 
cupations requiring mental alertness, such as operating dangerous machinery 
including motor vehicles. 

Since TRANXENE has a central nervous system depressant effect, patients 
should be advised against the simultaneous use of other CNS-depressant drugs, 
and cautioned that the effects of alcohol may be increased. 

Because of the lack of sufficient clinical experience, TRANXENE is not recom- 
mended for use in patients less than 18 years of age. 


Physical and Psychological Dependence: 


Withdrawal symptoms (similar in character to those noted with barbiturates and 
alcohol) have occurred following abrupt discontinuance of clorazepate. Symptoms 
of nervousness, insomnia, irritability, diarrhea, muscle aches and memory im- 
pairment have followed abrupt withdrawal after long-term use of high dosage. 

Caution should be observed in patients who are considered to have a psycho- 
logical potential for drug dependence. 

Evidence of drug dependence has been observed in dogs and rabbits which was 
characterized by convulsive seizures when the drug was abruptly withdrawn or 
the dose was reduced; the syndrome in dogs could be abolished by administra- 
tion of clorazepate. 


Usage in Pregnancy: 


An increased risk of congenital malformations associated with the use of minor 
tranquilizers (chlordiazepoxide, diazepam, and meprobamate) during the first tri- 
mester of pregnancy has been suggested in several studies. TRANXENE, a benzo- 
diazepine derivative, has not been studied adequately to determine whether it, 
too, may be associated with an increased risk of fetal abnormality. Because use 
of these drugs is rarely a matter of urgency, their use during this period should 
almost always be avoided. The pe that a woman of childbearing potential 
may be pregnant at the time of institution of therapy should be considered. Pa- 
tients should be advised that if they become pregnant during therapy or intend 
to become pregnant they should communicate with their physician about the 
desirability of discontinuing the drug. 


Usage during Lactation: 


TRANXENE should not be given to nursing mothers since it has been reported 
that nordiazepam is excreted in human breast milk. 


PRECAUTIONS—In those patients in which a degree of depression accompanies 
the anxiety, suicidal tendencies may be present and protective measures may be 
her gg The least amount of drug that is feasible should be available to the 
patient. 

Patients on TRANXENE for prolonged periods should have blood counts and 
liver function tests periodically. The usual precautions in treating patients with 
impaired renal or hepatic function should also be observed. 

In elderly or debilitated patients, the initial dose should be small, and incre- 
ments should be made gradually, in accordance with the response of the patient, 
to preclude ataxia or excessive sedation. 


ADVERSE REACTIONS—The side effect most frequently reported was drowsiness. 
Less commonly reported (in descending order of occurrence) were: dizziness, 
various gastrointestinal complaints, nervousness, blurred vision, dry mouth, head- 
ache, and mental confusion. Other side effects included insomnia, transient skin 
rashes, fatigue, ataxia, genitourinary complaints, irritability, diplopia, depression 
and slurred speech. 

There have been reports of abnormal liver and kidney function tests and of 
decrease in hematocrit. 

Decrease in systolic blood pressure has been observed. 


DOSAGE AND ADMINISTRATION—TRANXENE is administered orally. The capsules 
may be given in divided doses. The usual daily dose is 30 mg. The dose should be 
adjusted gradually within the range of 15 to 60 mg. daily in accordance with the 
response of the patient. In elderly or debilitated patients it is advisable to 
initiate treatment at a daily dose of 7.5 to 15 mg. 

TRANXENE capsules may also be administered as a single dose daily at bed- 
time; the recommended initial dose is 15 mg. After the initial dose, the response 
of the patient may require adjustment of subsequent dosage. Lower doses may 
be indicated in the elderly patient. Drowsiness may occur at the initiation of 
treatment and with dosage increment. 

TRANXENE-SD tablets (22.5 mg.) may be administered as a single dose every 
24 hours. This tablet is intended as an alternate dosage form for the con- 
venience of patients stabilized on a dose of 7.5 mg. capsules three times a day. 
TRANXENE-SD tablets should not be used to initiate therapy. 

TRANXENE-SD HALF STRENGTH tablets (11.25 mg.) may be administered as a 
single dose every 24 hours. 


DRUG INTERACTIONS—If TRANXENE is to be combined with other drugs acting on 
the central nervous system, careful consideration should be given to the pharma- 
cology of the agents to be employed. Animal experience indicates that TRANXENE 
prolongs the sleeping time after.hexobarbital or after ethyl alcohol, increases 
the inhibitory effects of chlorpromazine, but does not exhibit monoamine oxidase 
inhibition. Clinical studies have shown increased sedation with concurrent hyp- 
notic medications. The actions of the benzodiazepines may be potentiated by 
barbiturates, narcotics, phenothiazines, monoamine oxidase inhibitors or other 
antidepressants. 


If TRANXENE (clorazepate dipotassium) is used to treat anxiety associated 
with somatic disease states, careful attention must be paid to possible drug 
interaction with concomitant medication. 


MANAGEMENT OF OVERDOSAGE —Overdosage is usually manifested by varying de- 
grees of CNS depression ranging from slight sedation to coma. As in the manage- 
ment of overdosage with any drug, it should be borne in mind that multiple agents 
may have been taken. 

There are no specific antidotes for the benzodiazepines. The treatment of 
overdosage should consist of the general measures employed in the management 
of overdosage of any CNS depressant. Gastric evacuation either by the induction 
of emesis, lavage, or both, should be performed immediately. General supportive 
care, including frequent monitoring of the vital signs and close observation of 
the patient, is indicated. Hypotension, though rarely reported, may occur with 
large overdoses. In such cases the use of agents such as Levophed® (levarterenol) 
or Aramine® (metaraminol) should be considered. 

While reports indicate that individuals have survived overdoses of TRANXENE 
as high as 450 to 675 mg., these doses are not necessarily an accurate indica- 
tion of the amount of drug absorbed, since the time interval between ingestion 
and the institution of treatment was not always known. Sedation in varying de- 
grees was the most common physiological manifestation of TRANXENE over- 
dosage. Deep coma when it occurred was usually associated with the ingestion 
of other drugs in addition to TRANXENE. 


CLINICAL PHARMACOLOGY —Studies in healthy men have shown that TRANXENE 
has depressant effects on the central nervous system. Prolonged administration 
of single daily doses as high as 120 mg. was without toxic effects. Abrupt cessa- 
tion of high doses was followed in some patients by nervousness, insomnia, 
irritability, diarrhea, muscle aches, or memory impairment. 


Absorption—Excretion: 


After oral administration of TRANXENE, there is essentially no circulating parent 
drug. Nordiazepam, its primary metabolite, quickly appears in the blood stream. 
In 2 volunteers given 15 mg. (50 uC) of '*C-TRANXENE, about 80% was recov- 
ered in the urine and feces within 10 days. Excretion was primarily in the urine 
with about 1% excreted per day on day 10. 


HOW SUPPLIED—TRANXENE (clorazepate dipotassium) is supplied as capsules in 
three dosage strengths: 


3.75 mg. capsules (gray with white cap) in bottles of 100 (NDC 0074-3417-13) 
and 500 (NDC 0074-3417-53). Also available in ABBO-PAC® unit dose packages 
of 100 capsules (NDC 0074-3417-11). 

7.5 mg. capsules (gray with maroon cap) in bottles of 100 (NDC 0074-3418-13) 
and 500 (NDC 0074-3418-53). Also available in ABBO-PAC® unit dose packages 
of 100 capsules (NDC 0074-3418-11). 

15 mg. capsules (all gray) in bottles of 100 (NDC 0074-3419-13) and 500 (NDC 
0074-3419-53). Also available in ABBO-PAC® unit dose packages of 100 capsules 
(NDC 0074-3419-11). 


TRANXENE-SD single dose tablets are supplied in two dosage strengths: 
TRANXENE-SD 22.5 mg. tablets (tan-colored) in bottles of 100 (NDC 0074-2997-13). 


TRANXENE-SD HALF STRENGTH 11.25 mg. tablets (blue-colored) in bottles of 100 
(NDC 0074-2699-13). 6113172 
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New low-dose Tranxene tablet 


CLORAZEPATE DIPOTASSIUM 


simplifies management of 
anxiety in older patients 


Tranxene-SD Half-Strength is a unique new anxiolytic tablet 
from Abbott. It is tailored to geriatrics in 3 ways: 


1. Low dosage. The lesser (11.25 mg) strength is particularly 
suited to older patients. 


2. Utter simplicity. Your patient takes just a single daily tablet. 
It provides antianxiety therapy for 24 hours. 


3. Convenience. Prescribe the new tablet for whatever hour 
of day you please. | 


The regimen is effective. And it aids compliance 
in uncooperative or forgetful older patients. Plan 
to evaluate it in your own practice soon. 6113172 
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SUPPLEMENT 


American Psychiatric Education: A Review 


Introduction 


BY BERTRAM S. BROWN, M.D. 


THROUGHOUT THEIR EVOLUTION, the policy and pro- 
grams of the National Institute of Mental Health’s psy- 
chiatric training efforts have been set at the inter- 
section of axes representing the needs of the profes- 
sion, of the mental health care consumer, and of 
excitingly diverse political forces. The NIMH dynamic 
has traditionally been responsiveness and adapt- 
iveness. 

The articles in this supplement attest to the growing 
pains of a vital field. Although the eye of the storm 
may veer from the role of liaison psychiatry to medical 
student education and from the future of child psychia- 
try training to research training or assessment of the 
quality of psychiatric residency programs, conflict and 
controversy signal vitality. 

Another index of the health of the field is available 
quantitatively. In 1948 there were 4,700 practicing psy- 
chiatrists in the country; today there are approximate- 
ly 28,000. Thus in 28 years NIMH has directly support- 
ed the training of roughly 14,000 psychiatrists, or more 
than half of those meeting national needs today. 

As Dr. Eaton and associates detail in their article on 
psychiatric education, this supplement to the Journal 
appears at a time when the continuation of our endeav- 
or is in question. The bottom-line debate encompass- 
ing the role of the federal government in training pro- 
grams is now five years old. Each year the Administra- 
tion has called for a phase-out; each year Congress has 
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restored funds. Overall, however, our NIMH re- 
sources have been declining steadily. 

The peak year for NIMH support of psychiatry train- 
ing and education programs was 1969, when $42.7 mil- 
lion was expended. The 1976 appropriation for these 
programs was $24.5 million. If one accounts for infla- 
tion, this cutback represents an 88% decrease in pur- 
chasing power and training support since 1969. It is my 
professional opinion that this decline should be 
stopped and reversed. 

In the past NIMH has responded to the profession, 
to political mandate, and to public need. In doing so, 
we have changed the face of mental health services in 
this country and of the mental health professions. If 
the federal role is indeed changed, I am confident that 
the profession of psychiatry and the field of mental 
health/human services will find other mechanisms to 
continue this much needed task. 

I am equally firm in believing that what cannot be 
discarded is the process, exemplified in the papers of 
this supplement, by which judgments are made about 
what is superlative in today's programs and where im- 
provement will be needed in the future. The psychiatry 
training programs conducted by NIMH have historical- 
ly produced and been affiliated with unstinting and dis- 
tinguished leadership, both within the Institute and the 
ranks of the profession. We trust that this tradition, 
too, will go unbroken. 
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Psychiatric Education: State of the Art, 1976 


BY JAMES S. EATON, JR., M.D., ROBERT S. DANIELS.. M.D., AND HERBERT PARDES, M.D. 





The authors describe an extraordinary review of 527 
programs in 205 institutions conducted by the 
Psychiatry Education Branch of NIMH. Each 
institution was evaluated by 2 site visitors, whose 
findings were reviewed by a group of 12 special 
consultants. These consultants voted on approval of 
grant applications and assigned priorities to those 
which were approved. Direct results of the review 
included approval of 6996 of the programs, increased 
support of programs in medical student education, 
consultation-liaison psychiatry, and psychiatric 
investigation, but a decrease in the total number of 
institutions supported. Indirect results were the 
encouragement of self-evaluation in each program 
reviewed, the valuable exchange of ideas among the 
educators involved in the review process, and 
implications for future reviews. The authors, who 
believe that psychiatric education is in good health, 
discuss the findings of this review in terms of the future 
of the field. 

— ————Ó'— She oe 


Bv AN ACCIDENT of circumstance, the Psychiatry Edu- 
cation Branch of the National Institute of Mental 
Health was faced in July 1974 with the task of review- 
ing and evaluating 527 separate educational programs 
throughout the United States and the Commonwealth 
of Puerto Rico. 

Details about the complex political, economic, and 
bureaucratic factors that led to this review are beyond 
the scope of this article; basically, they had to do with 
3 successive years of an official Presidential policy to 
phase out all federal support for psychiatric education 
and the reluctance of the Congress to go along with 
that policy. 

As a consequence of this disagreement, there had 
been no annual review of grants over the preceding 2- 
year period, and all terminating grants—including 
those to programs of questionable quality and even 
some with no trainees—had been administratively ex- 
tended without review. 

As if this chactic situation were not enough to bedev- 
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il psychiatric education, the profession itself was in the 
throes of an identity crisis. Heralded in the 1960s as 
the discipline that could provide the answers to broad 
social problems, psychiatry in the early 1970s was find- 
ing itself incapable of social cures. Worse, we had 
come perilously close to divorcing ourselves from the 
rest of medicine. Our disciplinary interrelationships 
and our professional alignments led to confusion, even 
among those in the field, as to who we were and what 
we should be doing. 

The study undertaken by the American Psychiatric 
Association in 1973 to answer the question ‘What Is a 
Psychiatrist?" was unprecedented in medicine. This 
effort, under the direction of Morton Reiser, M.D., 
provided a much needed cohering influence in the 
field. However, there were efforts by others in the 
early 1970s that took professional self-scrutiny from 
the point of constructive self-assessment, past the mea 
culpa stage, to a point that approached self-destruc- 
tion (1, 2). 

As a profession, we were finding ourselves unable to 
reach agreement on standards of care for our patients 
and on diagnostic criteria and optimum treatment 
methods for the most prevalent mental illnesses. Not 
surprisingly, the percentage of graduating medical stu- 
dents entering the profession of psychiatry began to de- 
crease, partly because of the increased interest in fam- 
ily practice but also because the confusion within the 
profession was sensed by students. 

The effects of such a climate on psychiatric educa- 
tion were profound. Some training programs respond- 
ed in “knee-jerk” fashion to the popular psychiatric 
movements of the day and did not provide their train- 
ees with the broad experience of handling a variety of 
clinical problems in a variety of settings. Other pro- 
grams that claimed an ‘‘eclectic’’ approach succeeded 
only in producing mental health dilettantes who knew 
the language of a number of therapeutic approaches 
but had never pursued a clinical problem with one 
patient in depth. Little wonder that our public profile 
was vague and our political posture vulnerable! 

Psychiatry was easy prey for the Office of Manage- 
ment and Budget examiners and senior officials of the 
Department of Health, Education, and Welfare, who 
were intent on phasing out federal support for psychiat- 
ric education and, in the process, doing away with the 
principle of peer review for determining the merit of 
educational and research grant applications. For all of 
these reasons, the situation looked grim in July 1974. 


HISTORY OF NIMH INVOLVEMENT IN 
PSYCHIATRIC EDUCATION 


All of this emphasis on the federal government's 
budgetary policy machinations presumes heavy in- 
volvement of the government in psychiatric education. 
This is indeed the case—and has been for over two dec- 
ades. In fact, NIMH support for psychiatric education 
in fiscal year 1975 was over $30 million, spread among 
482 programs in 172 institutions. How did the govern- 
ment become so involved? Over the past 30 years 
there has been an increased awareness of the need for 
psychiatric services—a need that was met by contin- 
ually expanding the federal role in developing depart- 
ments of psychiatry in medical schools and training 
hospitals. There was little broad social or political ap- 
preciation for psychiatry in America before World 
War II. During the war, psychiatrists were able to dem- 
onstrate their skill and professional effectiveness in a 
variety of ways, including 1) prompt treatment of emo- 
tional injuries, which resulted in sustained and in- 
creased productivity, 2) consultative experiences with 
commanding officers on issues such as adaptation, 
stress, and morale, and 3) psychological and psycho- 
physiological studies among conscripts. Further, the 
pervasiveness of emotional and mental disorders in the 
general population became clear when the large group 
of conscripts was medically and psychiatrically evalu- 
ated. 

It is thus not surprising that there was concern about 
the small number of psychiatrists in the country (ap- 
proximately 3,600 at the end of the war) and about the 
scarcity of departments of psychiatry in schools of 
medicine (3). There was a clear need for a stimulus 
that would involve medical schools and hospitals in 
the training of psychiatrists. 

With the founding of NIMH in 1948, the federal gov- 
ernment began awarding training grants for the psychi- 
atric education of medical students and the training of 
psychiatric residents. There soon followed support 
programs for training in child psychiatry, behavioral 
sciences, consultation-liaison work, psychoanalysis, 
research training, community psychiatry, and a vari- 
ety of other educational programs. 

The largest amount of support went to basic psychi- 
atric residency training programs. It was presumed 
that increasing the numbers of psychiatrists would 
greatly improve mental health services for all Ameri- 
cans. Thus the psychiatric training grant program de- 
veloped for many years with almost naive disregard 
for some of the crucial issues related to equity of access 
to psychiatric care and geographic deployment of psy- 
chiatrists. The numbers of American psychiatrists did 
grow—from 4,700 in 1948 to 28,000 today, an increase 
of over 500% in 28 years. 

Partly because of the need to give mental health 
more political visibility and clout, NIMH left its NIH 
parent in the mid-1960s and became a separate entity. 
Following this split, the distance between psychiatry 
and the rest of médicine seemed to increase, especially 
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with regard to mental health services. Similarly, extra- 
mural mental health research reflected less of a neuro- 
biological and psychopharmacological emphasis than 
it had previously, and the psychiatric training dollar al- 
so seemed to be more easily placed in stronglv service- 
oriented, interdisciplinary settings that eschewed the 
medical model than in academic medical centers. 


CONTEXT AND BACKGROUND OF THE 1973 
REVIEW 


There was confusion in both the Congress and the 
Executive branch about the status of NIMH-support- 
ed training. programs. The Psychiatry Education 
Branch of NIMH had no established group of consul- 
tants and lacked the authority to set up a review com- 
mittee or to develop program guidelines. In addition, 
the branch had only two professional staff members 
and faced a seriously reduced budget. Clearly, there 
was a Crisis. 

But, like the dual meaning of the Chinese character 
for ‘‘crisis’’—danger, but also opportunity—branch 
staff felt that this unique situation offered them the 
chance to help mobilize the field and to actively and 
broadly engage those in the field in the process of the 
review, thereby having a positive impact on almost 
every psychiatric training institution in the country. 

Branch staff were aware that they should avoid a 
heavy-handed or autocratic approach in making sweep- 
ing decisions that would so significantly affect Ameri- 
can psychiatry. It was clear that the review, if done, 
must be done exceedingly well, and that consistent 
standards must be applied by both the site visitors and 
the group of special consultants who would function as 
a peer review committee. 


STAFF PREPARATION FOR THE REVIEW 


In July 1974, staff began a concentrated round of 
consultations with leaders throughout American psy- 
chiatry to answer such questions as ‘‘Where is the 
field going?" *‘What will psychiatrists be doing in 5, 
10, or 20 years?" *‘What should be the core character- 
istics of psychiatric residency training programs and of 
other psychiatric education programs, such as those in- 
volving medical students?” ‘‘How heavily should edu- 
cational programs be involved in the provision of serv- 
ices?" “Should their primary job be the generation 
and transmission of knowledge?" 

What emerged was a growing feeling among branch 
staff that a review of psychiatric education was long 
overdue and necessary for the good of the profession, 
not just to discharge a Congressional mandate. With re- 
gard to the future of the profession, we believed it was 
important for psychiatry to halt its drift away from 
medicine. It also seemed necessary that there be more 
of a philosophical balance in programs. We could ill af- 
ford to have psychiatric residency training programs 
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that were totally weighted toward one model to the ex- 
clusion of other points of view. 

It was evident that more attention needed to be paid 
to the process of psychiatric education and that the re- 
view should emphasize an ongoing system of program 
evaluation by the training program directors. 

Psychiatry Education Branch staff decided to give 
highest emphasis to the development and support of 
three types of programs: medical student education, 
programs at the juncture between psychiatry and other 
branches of medicine, and psychiatric research train- 
ing. It was decided that most monies should be put into 
teaching costs rather than trainee support. Stipends 
could be more easily derived from local service monies 
(except in the areas of research training, liaison work, 
and medical student education). Also, a funding em- 
phasis on teaching costs would widen NIMH's effec- 
tiveness, since most faculty would be involved in 
teaching in a variety of programs—a multiplier effect 
that could have an impact on many training levels, 
e.g., with medical students, psychiatric residents, 
house staff on other services, and general practition- 
ers. 

In addition, we believed that the faculty of educa- 
tional programs were a greater national resource than 
the trainees who were already in the educational pipe- 
line. Faculty had already committed themselves deep- 
ly to medical education, and this type of commitment 
could not be expected from most of the trainees who 
were on stipends. 

Further, we did not want to be locked into the posi- 
tion of justifying most of the faculty support money in 
terms of numbers of stipends in view of the fact that 
psychiatry was the only health discipline except family 
practice that received federal training stipends. 

After this examination of goals, needs, and empha- 
ses, staff had to select a group of consultants to be site 
visitors and a smaller group of 12 individuals to serve 
as special consultants (a de facto review committee). 
There were 527 grants in 205 institutions to be re- 
viewed, and 2 psychiatrists were needed for each site 
visit team. We thus determined that we needed 90 con- 
sultants, each available for 10 days of actual site vis- 
iting (exclusive of travel time) between mid-October 
and mid-January. Both the consultants and the special 
consultant group (SCG) were chosen by branch staff 
on the basis of expertise and competence, national 
leadership roles, a commitment to education, and, 
above all, a sense of balance and good professional 
judgment. Three-fourths of the people contacted 
agreed to serve, which says a great deal about the com- 
mitment and dedication among the psychiatric educa- 
tional community—as well as indicating the impor- 
tance most psychiatric educators attached to this re- 
View. 

In September, five briefing sessions of about 6 hours 
each were held for the site visitors and special consul- 
tants at sites throughout the country. The purpose of 
these meetings was to acquaint the consultants with 
the circumstances leading to this extraordinary re- 
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view, to explain federal budgetary procedures, and to 
review administrative policies and categories of sup- 
port. They were also given detailed instructions about 
how site visits should be conducted, including prepara- 
tion, preliminary contacts with the institutions, meth- 
ods of interviewing faculty and students, writing the re- 
port, etc. 

Staff and consultants then spent 2 or 3 hours in a 
free-ranging open discussion that focused on the ele- 
ments which generally characterize a good program or 
a poor one. In doing this, staff and more experienced 
consultants were able to share their own experiences 
from previous site visits. A 10-page document, 
"Guidelines for Site Visitors," written by branch 
staff, was used as the basis for this discussion (4). 

Staff then began to pair site visit teams and match 
them with institutions to ensure that each program 
would be visited by people with special expertise in its 
particular area, whether psychoanalytic, research 
training, consultation-liaison, or child psychiatry. 


THE REVIEW PROCESS 


In September, programs submitted applications with 
full program descriptions that were sent to the site vis- 
itors, who then arranged for the visit. Upon com- 
pletion of the visit, reports were submitted to the 
branch and sent to each member of the SCG. One 
member of the site visit team was assigned to present 
the grant and make his/her recommendations at the 
meeting of the SCG. A full discussion of the merits of 
the application was held, and a vote was taken for ap- 
proval or disapproval. If the grant was approved, each 
special consultant then assigned it a priority score. 
Branch staff used the average of these scores to deter- 
mine the overall priority level for funding of each ap- 
proved grant. 

How did the review go? Surprisingly well, it seems. 
There were a few comments that a site visitor had been 
abrasive, a few poor site visit reports were submitted, 
and there were some complaints about the short time 
available for the site visit. But generally the visits 
seemed to have gone well. SCG meetings were long 
and tiring but enormously interesting and productive. 
The individuals involved possessed much and varied 
expertise. This was, after all, a task-oriented group, 
and the process of sharing one's views, of influencing 
and being influenced by the views of others, was a 
highly enjoyable experience for the SCG members and 
staff, who also participated actively in the discussions. 


DIRECT RESULTS OF THE REVIEW 


We visited 527 programs in 205 institutions in 44 
states. We reviewed 79% of all child psychiatric train- 
ing programs and 62% of all basic residency programs, 
and we visited 99% (all but 1) of the fully accredited 4- 
year medical schools. Further, all of the visits were 


TABLE 1 
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Approved Programs Disapproved Programs 
New Renewal Total New Renewal Total 

Type of Program Number Reviewed N % N % 
Human behavior 51 l 34 35 69 0 16 16 31 
Undergraduate psychiatry 103 0 96 96 93 i 6 7 7 
Basic residency 144 l 110* 111 77 4 29 33 23 
Child psychiatry 84 3 50 53 63 4 PS 31 37 
Consultation-liaison 71 9 22 31 44 10 30 40 56 
Special areas 

Psychiatric investigation 13 1 5 6 46 2 $ T 54 

Psychoanalysis 23 0 13 13 $7 l 9 19 43 

Other 36 5 ll 16 45 6 14 20 55 
Pilot 2 I 0 l 50 I 0 J 50 
Total 527 21 341 362 69 29 136 165 31 


* Includes 1 supplemental proposal. 


conducted during a 5-month period, which gave us a 
broad overview within a reasonably limited time peri- 
od. For results of the review in specific program areas, 
the reader is referred to the other papers in this supple- 
ment, which deal with basic psychiatric residency 
training (5), child psychiatry training (6), medical stu- 
dent education in psychiatry (7), consultation-liaison 
psychiatry (8), and psychiatric research training (9). 
We will give an overview of the outcome here. 

As table | indicates, grant applications from 69% of 
the 527 programs reviewed were approved. It was dis- 
turbing, however, that less than half of the consulta- 
tion-liaison and research training programs and only 
two-thirds of the behavioral science training programs 
were approved, despite the fact that these three cate- 
gories were high priorities of the branch. We think that 
this illustrates the difficulty of mounting a quality pro- 
gram in these areas, which are probably the hardest in 
which to teach. However, it also indicates that the 
SCG maintained a commitment to quality and were not 
influenced by the fact that some of the weaker propos- 
als were in high priority areas. 

The number of institutions supported after the re- 
view was only 172, compared with 220 in fiscal year 
1974. Most of the programs that were cut were in state- 
supported institutions or in small hospitals and were 
training programs not connected with schools of medi- 
cine. 

The review cost $160,000—a large amount, but not 
startling if one considers that this overhead represents 
only 0.676 of the total money awarded. 

As a result of the review, total support for medical 
student education programs doubled from the previous 
year, and consultation-liaison and psychiatric research 
training programs showed a less pronounced but defi- 
nite increase. As a corollary, however, the amounts 
awarded to basic residency and child fellowship pro- 
grams decreased. A major change from the funding pat- 
terns of previous years was the larger percentage of 


awards going toward teaching costs relative to trainee 
costs (stipends). 


INDIRECT RESULTS OF THE REVIEW 


Obviously, the review was an occasion for each pro- 
gram to take a thorough look at itself and at its own 
educational efforts. In fact, many program directors re- 
ported that this alone was almost worth the consid- 
erable effort of writing the grant application and pre- 
paring for the site visit. 

More than 100 psychiatric educators helped to carry 
out the review, which provided a fertile climate for mu- 
tual enrichment and exchange of educational exper- 
tise. Consistent with this emphasis, the site visitor was 
advised to adopt the posture of a helpful consultant 
rather than that of a Grand Inquisitor, and most did. 

The review helped to emphasize the need for medi- 
cal schools and psychiatry departments to constantly 
monitor and evaluate the educational effectiveness of 
their programs. Further, it emphasized the need to con- 
sider each program as part of a larger educational sys- 
tem. 

It would be tempting to draw broad conclusions 
from such an extensive review—to say, for instance, 
that the "objective" data showed that the strongest 
programs were those with good balance. However, 
one must remember that the dice were loaded, in that 
branch staff had certain values they wanted to empha- 
size: balance, evaluation, psychiatry as a medical dis- 
cipline, etc. Consultants and SCG members were se- 
lected from among people known to the staff to be bal- 
anced in their approach to education and who believed 
that the educational process can and should be stud- 
ied. Thus from the onset our value judgments influ- 
enced the objectivity of the data. Despite these biases, 
it is obvious that a wealth of information was accumu- 
lated during the review. The job of grouping all the ma- 
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terial into meaningful areas of study has been a formi- 
dable one, complicated by the fact that much of the 
data gathered by site visitors and generated by the dis- 
cussions of the SCG and staff is confidential. There 
are, however, a few broad, admittedly impressionistic 
observations one can make that seem to cut across 
most of the programs. 

Psychodynamic theory seems to be at the core of 
most present-day psychiatric therapy and consulta- 
tion, as well as most community work in programs we 
visited. This should come as no surprise, since it prob- 
ably reflects the most generally accepted theoretical 
framework for psychiatric practice in this country 
today. 

Setting educational goals, either implicitly or explicit- 
ly, is of major importance to a program's success. But 
only when educational goals are explicitly set can ade- 
quate evaluations occur and plans for curricular revi- 
sion be made. Consequently, the best and most flex- 
ible educational programs—ones that are responsive 
to ever-changing needs—are those in which there are 
explicit educational goals and a set of educational strat- 
egems. 

Psychiatric educational programs have frequently 
been the lightning rods of their institutions, serving to 
focus attention on emerging institutional (and even 
larger social) issues of importance. Frequently, this 
has interfered with their targeted educational responsi- 
bilities. 

Principles of continuity of patient care in the serv- 
ices performed by trainees are vital to the overall quali- 
ty of the program. This is of increasing importance 
when issues such as patient compliance and cost effec- 
tiveness of psychiatric services are receiving more 
public attention. 

The best way to develop a good psychiatric resi- 
dency training program is to fit it into an already func- 
tioning, high-quality service delivery system. In other 
words, a sound training program should evolve out of 
a soundly tested program of services, not the other 
way around. Consequently, however, as the training 
program increases in breadth and quality, there will be 
a decrease in the breadth (but not the quality) of the 
service program. 

Graduate education (i.e., post-M.D.) is best when 
trainees have at one time experienced primary respon- 
sibility for care of physically ill patients and are com- 
fortable with their ‘‘physicianship.’’ Similar observa- 
tions by others have led the American Board of Psychi- 
atry and Neurology to return an ‘‘internship-like’’ 
experience during the first part of a psychiatric resi- 
dency as a prerequisite for Board certification. 

The best chairpersons of departments of psychiatry 
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seem to be those whose administrative style is non- 
controlling and whose personal philosophic approach 
to psychiatric therapy is neither rigidly adhered to nor 
strongly reacted against within the department. Fur- 
ther, we observed that the better chairpersons are 
working very hard to develop a pluralistic funding base 
for their department—one that is not totally dependent 
upon public or private grants or service monies for sup- 
port of the department's activities. However, increas- 
ing public pressure on educational programs to pro- 
vide services, coupled with variable decreases in local 
and state funding, seems to have magnified the role of 
NIMH in the support of psychiatric education. 


CONCLUSIONS 


loday, more than ever, there is a great need for 
high-quality psychiatric educational programs that are 
responsive to this country's mental health and health 
needs of the future. Although the Psychiatry Educa- 
tion Branch of NIMH does not and should not set edu- 
cational standards for the profession, the branch is in a 
unique position to convene psychiatric educational ex- 
pertise and to encourage the continuing upgrading of 
psychiatric training. 

Psychiatric education today is in good health. This is 
due in part to the dedication and commitment of the 
102 people who served in the review process and the 
support of scores of other psychiatrists who provided 
backup in their offices and institutions during the heart 
of the last academic year. The momentum that began 
in 1974 continues. 
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Characteristics of Psychiatric Residency Programs and Quality of 


Education 


BY ROBERT S. DANIELS, M.D., ABE S. ABRAHAM, M.D.. RODOLFO GARCIA, M.D., 


AND CHARLES WILKINSON, M.D. 





As part of the fiscal year 1975 NIMH review of all 
psychiatric education grants, 144 basic residency 
training programs were thoroughly examined. In order 
to generate hypotheses about factors related to 
quality, the authors divided these grants into those 
given high priority rankings, those ranked in the 
middle, and those disapproved. Faculty and trainee 
characteristics, aspects of the service system, and 
organizational, educational, and evaluation factors 
were strongly related to quality. In general, good 
programs had a primary theoretical orientation with a 
tolerance for diversity, were not administratively 
responsible for community mental health centers but 
had strong community service ties, and tended to be in 
university settings. The authors point out the need to 
determine psychiatry's role vis-à-vis primary care and 
to develop a clear understanding of the place 
psychiatry will have in the health and mental health 
systems. 





THE REVIEW conducted by the Psychiatry Education 
Branch of NIMH of 144 requests for federal support 
for basic psychiatric residency training programs dur- 
ing 1974-1975 offered an unusual opportunity to evalu- 
ate the characteristics of residency education pro- 
grams in the United States. This figure represents 88% 
of all residency grant holdings administered by the 
branch and slightly more than 60% of all the accredited 
basic psychiatric residency training programs in the 
United States. 

The background and methodology of the review 
have been described extensively by Eaton and asso- 
ciates (1). Basically, each program submitted grant 
requests with detailed descriptions of the educational 
program, faculty and trainees, methods of evaluation, 
and itemized requests for federal support and was then 
visited by 2 site visitors for at least one day. As noted 
by Eaton and associates, these site visitors were care- 
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fully selected for their general expertise and experi- 
ence in the field and then matched to the particular 
type of program that they were most qualified to evalu- 
ate. Site visits and reports were done according to a 
relatively standard outline (2). Grant requests and site 
visit reports were than reviewed by 12 special consul- 
tants who each voted on approval or disapproval and 
assigned priority ratings (l1=highest, 5=lowest) to ap- 
proved programs. The final priority rating was the av- 
erage of the 12 consultants' ratings. 


QUALITY: IS IT MEASURABLE? 


The measurement of quality in an educational pro- 
gram is a difficult matter. Common methods of evaluat- 
ing educational programs include the following: 

l. Outcome measurements, such as assessing the ac- 
quisition of behavioral or content objectives (e.g., cer- 
tifying or qualifying examinations). 

2. Impressions of faculty and/or students about 
quality in such areas as performance of individual stu- 
dents or faculty, courses or seminars, and supervision 
or other teaching methods (e.g., most process evalua- 
tion). 

3. Review and rating by peers, an approach often 
taken by accrediting agencies. 

The method used in the NIMH review was primarily 
peer review. Extensive inquiries were made of each 
program about its use of outcome measures and facul- 
ty and student assessment of quality. Thus, data col- 
lected by these methods were received indirectly. The 
principal data available for this postreview study con- 
sisted of the grant request, the site visit by peers, the 
written report, review and presentation of these writ- 
ten materials, active discussions, and the vote of ap- 
proval or disapproval and priority ranking. 

In assessing the validity and reliability of a peer re- 
view process, it is important to examine the experi- 
ence, qualifications, and characteristics of the review- 
ers. The dangers of prejudice, conscious or uncon- 
scious, are obvious. The site visitors and special 
consultants were individuals experienced in medical 
education and mental health service, primarily in psy- 
chiatry. The majority came from medical college de- 
partments of psychiatry; others were from a variety of 
institutions and systems, both public and private. At- 
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tempts were made to provide balance on factors such 
as age, sex, race, geographical location, theoretical ori- 
entation, special interest, and experience. À number 
of subdisciplines, including child psychiatry and psy- 
choanalysis, were represented. The group also includ- 
ed individuals experienced in medical student educa- 
tion, resident education, consultation and liaison 
work, research, etc. Obviously, one person might 
have expertise in several of these areas, but no one in- 
dividual could have expertise in all. The composition 
of the site visit teams and special consultant group was 
obviously shaped by the concepts and experiences of 
the Psychiatry Education Branch, but there probably 
would be general agreement that all visitors and con- 
sultants were competent, experienced, leading psychi- 
atric educators. 


METHODOLOGY OF THE POSTREVIEW STUDY 


Of the 144 requests for support in the area of general 
psychiatry, 111 were approved and 33 were dis- 
approved—an approval rate of 77%. The distribution 
of the mean priority rankings on the 5-point scale was 
as follows: 1.00-1.99, N=6; 2.00-2.99, N —43; 3.00- 
3.99, N —50, and 4.00-4.99, N12. 

This paper is based on general impressions from all 
programs and on a more intensive re-review of 51 pro- 
grams—17 rated highly, 17 in the middle, and 17 that 
were disapproved. We hoped that by reviewing the 
available data we could develop hypotheses about 
characteristics related to quality and the lack thereof. 
We also hoped that the study might lead to greater uni- 
formity and standardization of the information sought 
by site visitors in the future so that the process would 
be more reliable. This paper will not contain statistical 
analyses because our study was retrospective and the 
data are not uniform. At this stage we are involved in 
generating, not testing, hypotheses. In examining 
these hypotheses, it is important to recognize that not 
every characteristic is present in every program, 
whether of high or low quality. 


CHARACTERISTICS ASSOCIATED WITH HIGH 
QUALITY 


Most training programs judged to be of high quality 
were found in population centers of 200,000 to 
1.000,000 people. The communities were character- 
ized by favorable attitudes toward educational and cul- 
tural activities, and many had relatively stable political 
groups that furnished continuity of organizational and 
fiscal support. 

Many of these programs had close ties to a universi- 
ty. Whether in a medical college or a hospital, the train- 
ing program was stronger if the psychiatry department 
was viewed as equivalent to other major departments 
such as medicine, obstetrics, pediatrics, and surgery. 
In many cases psychiatry was one of the three largest 
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departments as measured by budget, number of facul- 
ty and trainees, etc. Other factors that were important 
were the attitudes of the dean or the institutional lead- 
ership and participation by the psychiatry faculty or 
staff in the governance of the institution. 

Faculty and staff characteristics were related to the 
rankings of programs. In most highly ranked programs 
there was more than one full-time-equivalent faculty 
member for each full-time-equivalent resident. Most 
faculty members had been at the facility longer than 5 
years. Many were characterized by academic com- 
petence and even distinction, and in many cases had 
been leaders in local, state, regional, and national pro- 
fessional organizations. They had conducted psychiat- 
ric research and experimented with and evaluated clini- 
cal and educational methods; often their results had 
been published. In many of the high-priority programs, 
the faculty had a dominant theoretical orientation, but 
they also tolerated diversity. However, true eclecti- 
cism was rare and programs that were thoroughly ec- 
lectic were not often ranked highly. Faculties that in- 
cluded representation from several disciplines in terms 
of both quality and numbers were usually stronger. 

Meaningful participation of the faculty in the govern- 
ance and administration of the department was an im- 
portant factor in programs given higher ratings. Facul- 
ty morale was often improved by such participation. 
Morale was also better in departments where there 
were clear policies about appointment, promotion, ten- 
ure, and salaries. Clear policies about the disposition 
of professional income were important. In most pro- 
grams rated highly professional income was mainly dis- 
tributed to the faculty member and became a part of 
his/her total income. 

High quality was found more often in departments 
that had close service and educational ties to other de- 
partments in the institution and the associated universi- 
ty; high rankings were given only rarely to isolated 
single-purpose institutions, whether public or private. 


FACULTY AND TRAINEE CHARACTERIST!CS 


A number of characteristics associated with higher 
rankings had to do with trainee numbers and character- 
istics. Programs with four or fewer residents in each 
year of training were usually given lower ratings. If 
trainees represented racial, sexual, economic, and eth- 
nic diversity, the program was likely to be of higher 
quality. Good communication among residents and fac- 
ulty also characterized effective programs. Programs 
in which most trainees were foreign medical graduates 
were given lower ratings. 

The department and program leaders in facilities 
with highly rated residency training programs tended 
to be open and flexible individuals who had meaningful 
professional and personal relationships with faculty, 
staff, and trainees. Quality programs were more often 
led by individuals between 40 and 55 years of age who 
in most cases had previous administrative experience. 





Most leaders had a central theoretical focus and com- 
mitment but could tolerate diversity. 

The leader's primary theoretical orientation in most 
of the highly rated programs was psychoanalytic. Typi- 
cally, these individuals had been department chairper- 
sons or training program directors for at least 3 years 
but not longer than 8 years. The programs rated higher 
had both department heads and training program direc- 
tors. 


THE EDUCATIONAL AND EVALUATION PROCESS 


The higher quality residency program was character- 
ized by a well-established, carefully defined admis- 
sions process that was thoroughly and seriously fol- 
lowed by both faculty and current residents. Curricula 
in these programs were well developed and carefully 
evaluated on a regular basis. Individual courses, teach- 
ers, and residents were also evaluated. 

Multiple teaching methodologies and aids including 
self-instruction and self-evaluation were used. Rela- 
tionships between educational leaders and service sys- 
tem leaders were close; they communicated frequently 
and effectively. The better training programs had well- 
defined sequences in child psychiatry, and most were 
attempting to develop educational sequences in re- 
search and administration. The trainees had the oppor- 
tunity to continue treatment with some patients 
throughout their entire training period. Close associa- 
tions with the medical care system and with other serv- 
ice systems (social, educational, and legal) were re- 
lated to higher quality. Residents often participated in 
the education of medical students and house staff in 
other disciplines. 


THE SERVICE SYSTEM 


Characteristics of the service systems in which the 
resident gains clinical experience were strongly related 
to the quality of education. Governance and adminis- 
trative control of the service system by the department 
was one such factor. Size of the service system was 
another—the educational process seemed to suffer in 
systems that were too small or too large. In more high- 
ly rated programs, the resident delivered most but not 
all of the service. He was defined as the chief and re- 
sponsible physician. Service systems that were entire- 
ly open, with little or no control on amount of service, 
were generally associated with lower quality of educa- 
tion. Continuity of service to the patient by the resi- 
dent was associated with better training. Usually there 
were opportunities for patients to receive many differ- 
ent types of service, some of which were oriented to- 
ward socioeconomically disadvantaged and under- 
served ethnic minorities. Community mental health 
center ownership and/or ownership by state or local 
government of the service system was often associated 
with lower ratings. 


DANIELS, ABRAHAM, GARCIA, ET AL 


FURTHER OBSERVATIONS : 


We found that it is difficult for psychiatric residency 
programs to achieve balance among a variety of theo- 
retical viewpoints with equal representation. In the 
more highly rated programs, there was usually a pre- 
dominant theoretical focus, with encouragement and 
support of diversity. The chairman and faculty of these 
departments had clear beliefs about the theory and 
practice of psychiatry, but they were also interested in 
other approaches. The predominantly held view was in 
most instances a psychodynamic one, but there were 
high-quality training programs in which other orienta- 
tions were predominant. Although eclecticism was of- 
ten espoused, true eclecticism was rare in high-quality 
programs. 

The finding that CMHC ownership was not often as- 
sociated with programs of the highest quality is com- 
plex; it does not exclude the possibility that the weak- 
er academic departments were the ones that initially 
undertook such arrangements. Also, since a CMHC 
operation is a complex undertaking, there may be tran- 
sitory decreases in quality that could be improved up- 
on over time. However, high-quality educational pro- 
grams did have extensive community service com- 
mitments, often in other types of public service 
centers, and they had many contacts with community- 
related and owned service units. Most educational pro- 
grams based primarily in private nonuniversity set- 
tings also had deficiencies; it seemed very difficult to 
provide the necessary diversity of clinical opportuni- 
ties and richness of experience in nonpublic settings. 
The optimum was a balanced mix of public and private 
services, often under several ownership authorities. In 
most of the high-quality programs, educational pro- 
grams and trainees were not used to solve community 
service problems. 

Many programs had just begun to address the new 
requirement for an internship-like period in the first 
postgraduate year (effective in 1977). There was usual- 
ly a lack of clarity about what arrangements could be 
made or what educational opportunities would be asso- 
ciated with the change. Many educational leaders were 
dismayed about the relative suddenness of the deci- 
sion and the timing of this requirement. Many were al- 
ready struggling with the loss of public financial sup- 
port and therefore were reorganizing their training pro- 
grams. They were unclear about possible placements 
and content and were having difficulty with their col- 
leagues in internal medicine, family medicine, and pe- 
diatrics. Programs in internal medicine and pediatrics 
were already full in many cases and could not provide 
quality education for any more trainees. Groettin- 
ger (3) has documented the likelihood that there will 
not be enough training places in internal medicine and 
family medicine for interested applicants in the first 
postgraduate year by 1977. Places are scarce and fi- 
nancing is uncertain. Very few programs had given 
much thought to the future job specifications in psychi- 
atry and whether the diversified, longer training experi- 
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ence could result in individuals being better able to 
meet future service needs. 

The continuing absence of clear public policies 
about the organization, manpower, financing, and eval- 
uation of the medical care system, the mental health 
system, and related social services makes long-term 
planning complex. Most educational leaders were un- 
able to address effectively the likely practice patterns 
of the future. Such issues as the impact of organized 
care—whether in the medical care system (e.g., health 
maintenance organizations or multispecialty group 
practices), in the mental health care system (e.g., 
CMHGs), or in other service systems—are not clear. 
The matter was further complicated by the absence of 
health manpower legislation and of a scheme to fi- 
nance medical and mental health care. Thus educators 
were continuing to train students for diverse and uncer- 
tain career lines with mixtures of activity in at least 
three or four different settings and systems of care. 

The review group also considered a number of new 
applications. In the last 10 years, almost 40 new medi- 
cal schools have become operational or are in the plan- 
ning stages. Numerous new mental health centers and 
other mental health service systems also have started. 
Many of these new institutions want to start psychiat- 
ric residency education programs, often as a part of a 
comprehensive range of psychiatric educational serv- 
ices, and they have found it relatively easy to acquire 
accreditation. Most of these new programs are not of 
high quality at the outset. Some have the potential for 
offering high-quality education in the future; others do 
not. When should these developing programs be sup- 
ported? When should they not? Perhaps there should 
be some new medical colleges, and certainly there 
should be many new service systems that do not aspire 
to offer psychiatric residency education. It may be that 
systems which do want to offer psychiatric residency 
training should be permitted to do so only in consortia 
of multiple institutions and agencies. 

Psychiatric residency education continues to be cen- 
tered primarily on the eastern and western seaboards 
and in metropolitan areas. Given the propensity of phy- 
sicians to settle in the area in which they received their 
house staff education, this distribution is unlikely to 
improve the situation of geographic maldistribution of 
psychiatric manpower, one of our major problems. 
Should a federal program attend to such questions? If 
so, should it reduce or remove support from programs 
in locations where many others already exist? Should 
location become a substantial factor in the funding of 
new programs? Should there be special attempts to en- 
courage consortial arrangements or consolidation? 
The NIMH review group considered these questions, 
but its focus on quality in many cases excluded tack- 
ling location or manpower maldistribution questions. 

The impact of reduced federal financial support for 
psychiatric education has been troubling but not yet 
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catastrophic. The relatively gradual nature of the 
change, the occasional improvements in local funding, 
the relative flexibility in the federal grants as to wheth- 
er funds were to be used for teaching costs or as sti- 
pends, etc., have facilitated readjustments thus far. 
The reductions have been relatively modest to date, 
however, and few programs are prepared to continue 
at the same level of activity and quality without some 
continuing federal funding, at least for the foreseeable 
future. The continuing threats by the administration 
and by Congress to phase out federal support for psy- 
chiatric education were no less disturbing than those 
which had been experienced for the previous 5 years. 
Psychiatric educators have been facing a new threat- 
ened crisis each year. 

Most leaders in the educational system and in the 
field of psychiatry believe that we need more psychiat- 
ric manpower. Bertram Brown, M.D. (4) has suggested 
a short-term goal of 3,000 more psychiatrists by 1980, 
1096 above the figure for 1975. The number of resi- 
dency training places has been essentially constant for 
several years. We now have a situation in which the 
number of medical students continues to rise, while 
the number of psychiatrists in training remains con- 
stant or decreases. The percentage of physicians who 
are psychiatrists will fall unless corrective actions are 
taken. 

A special additional issue for psychiatry is the for- 
eign medical graduate. Recent legislation altering the 
immigration regulations may result in dramatic shifts in 
the availability of trainees and may require some 
programs to decrease in size or to close. The input of 
these new regulations has not been accurately esti- 
mated by policy makers. 

Society must develop a consensus about a range of 
manpower objectives. In qualitative terms, we must 
plan how psychiatrists will participate in the health 
and mental health care systems (5). Educationally, we 
must decide the likely extent and quality of our partici- 
pation in the education of all physicians, whether stu- 
dents, house staff, or practicing physicians. Perhaps 
most significantly, we must address the question of our 
participation in primary care education and service. 
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Governmental Peer Review of Training Programs in Child l 


Psychiatry 


BY LARRY B. SILVER, M.D., RICHARD BRUNSTETTER, M.D., DOMEENA RENSHAW, M.D.. 


AND JAMES P. COMER, M.D. 





The authors present the results of a review of grant 
applications from 84 child psychiatry training 
programs that was conducted by the Psychiatry 
Education Branch of NIMH during fiscal year 1975. 
They found that training programs whose applications 
were approved were (among other things) university 
based and successful in filling training positions; they 
provided experiences in two or more treatment 
modalities in varied settings and with diverse types of 
patients, had active liaison with community 
organizations and with departments of pediatrics, and 
provided research opportunities for trainees. 





FUNDAMENTAL TO THE fiscal year 1975 NIMH review 
of training grant applications in child psychiatry was 
the belief that in difficult times the key to the future of 
an evolving subspecialty is an unvarying insistence on 
quality. Although the intent of the Executive branch to 
phase out training support had been stalled by Con- 
gressional action, it was clear that general budgetary 
reductions and inflation would cause funds for child 
psychiatry training to be severely limited. Wise invest- 
ment of what remained would be necessary to prevent 
serious curtailment of training efforts just when child 
psychiatry was in greatest need of continuing input 
from the educational programs that are the wellspring 
of its growth and change. 


HISTORY OF TRAINING IN CHILD PSYCHIATRY 


Child psychiatry began as a clinical, not an academ- 
ic, subspecialty. It developed in the early years of this 
century in response to a clear need for clinical services 
for delinquent youth. Early training efforts were car- 
ried out in court-connected clinics and in the Common- 
wealth Fund-supported demonstration clinics of the 
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early 1920s. In this setting neurotic as well as delin- 
quent children were seen and the concept of direct 
treatment of the child and family slowly emerged to re- 
place the limited initial approach of evaluation and ad- 
vice giving. In the 1930s and early 1940s almost all 
training in child psychiatry took place solely in commu- 
nity clinics. 

From 1948 to 1958, accreditation for training pro- 
grams was obtained through the American Association 
of Psychiatric Clinics for Children, a federation of com- 
munity clinics that came into existence to establish 
standards in this important new area. 

As the subspecialty grew and its relationship to gen- 
eral psychiatry became better defined, it was given offi- 
cial recognition by the American Psychiatric Associa- 
tion. In 1959 the American Board of Psychiatry and 
Neurology established subspecialty certification, 
which led to a movement by training programs in child 
psychiatry away from the community child guidance 
clinics into medical schools and academic centers, 
whose fundamental task was not service but teaching. 
NIMH training grants in child psychiatry helped great- 
ly to facilitate this changeover. The establishment in 
1953 of the American Academy of Child Psychiatry 
provided an ongoing forum for academic child psychia- 
trists that did much to prepare the way for a new phase 
in the growth of the subspecialty. 

In the medical schools child psychiatry was freed, at 
least temporarily, from the restraints imposed by serv- 
ice needs and was stimulated by integration into de- 
partments of psychiatry, by its association with pediat- 
rics and other clinical departments, and by the avail- 
ability of research facilities. The subspecialty entered 
a period of rapid ferment and change from which, in 
many ways, it has yet to emerge. In the last two dec- 
ades we have seen a flood of new ideas and practices. 
In part this has been a reflection of change in psychia- 
try in general, which has evolved beyond its psycho- 
therapeutically oriented identity of the 1940s and 
1950s. However, a solid synthesis between child psy- 
chiatry and general psychiatry that is relevant to cur- 
rent health and mental health problems is yet to be 
achieved. 

In child psychiatry particularly, profound changes 
have been produced by the community mental health 
movement of the 1960s and by a variety of other 
forces, including the growth of family therapy, in- 
creased attention to school-related disorders, devel- 
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opment of pediatric psychopharmacology, new inter- 
est in consultation-liaison activities, and the emer- 
gence of behavior-shaping, symptom-suppressing 
techniques. The once-accepted model of a child psy- 
chiatrist oriented exclusively toward individual treat- 
ment and working either in a private office or as the 
leader of an interdisciplinary team in a child guidance 
clinic no longer holds. The insights and clinical skills 
of the individual therapist should not be abandoned in 
a rush to something new, but current problems and the 
potential for a broader spectrum of approaches are 
pushing us toward a more comprehensive definition of 
an effective child psychiatrist. 


THE NIMH REVIEW 


The review committee of special consultants saw 
the preservation of opportunities for continuing devel- 
opment in child psychiatry as a primary goal. In a time 
of diminishing financial support, adherence to rigorous 
standards of quality seemed the most effective ap- 
proach. An effort was made to fund programs that did 
more than just train practitioners to meet the current 
manpower needs of their area. The reviewers believed 
that programs should realistically work to address fu- 
ture community needs and should build on a founda- 
tion of psychotherapeutic skills, so that the profession 
cculd meet broader needs of children and adolescents 
in years to come while maintaining a capacity for 
change. 

Quality, of course, meant different things to differ- 
ent members of the Psychiatry Education Branch spe- 
cial consultant group (SCG), and these differences of 
opinion were seen as a strength in the peer review 
process. For most consultants, quality meant pro- 
grams run by dedicated, well-trained professionals 
who were seriously and enthusiastically involved in 
the job of teaching (e.g., formulating goals, developing 
teaching methods, monitoring effectiveness) and who 
attracted high-quality trainees who learned well and 
went on to meaningful careers. Quality child training 
programs were seen as a real national resource for the 
mental health of children and adolescents. 

The SCG reviewed applications from 84 of the 138 
federally funded training programs. The field had un- 
dergone a period of rapid growth since 1961, when on- 
ly 33 programs were funded. Although trainees in child 
psvchiatry in the United States have never numbered 
more than 550 to 600 at any given time, there is some 
evidence that the quality of trainees may have suffered 
somewhat in the rush toward expansion. A number of 
programs reviewed had not been able to maintain quali- 
ty faculty, to attract trainees, to sustain themselves 
through difficult periods, or to grow and develop. 
These programs no longer seemed capable of offering 
the high-quality training experiences that they once 
provided. Other programs, however, were providing 
creative experiences in child psychiatry in a sustained, 
constantly developing fashion, thereby contributing to 
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high standards of professionalism in the subspecialty. 

Some of the characteristics that differentiated suc- 
cessful training programs from those that seemed un- 
successful are discussed below. 


THE REVIEW PROCESS 


There were 4 child psychiatrists on the 12-member 
SCG. Grant applications from 84 training programs in 
child psychiatry were reviewed; each of these facilities 
had been previously approved for training in child psy- 
chiatry by the AMA/APA review body. Each program 
was ranked from 1 to 84 according to a scoring system 
that reflected both the vote for approval or disapproval 
and the priority of funding assigned by each member of 
the review group. For our review, the applicants were 
divided into 3 equal groups of 28 each—those ranked | 
to 28 were the “top group," those ranked 29 to 56 
were the ‘‘middle group," and those ranked 57 to 84 
were the “bottom group.” (All of the applications 
from programs in the bottom group were disapproved 
by the SCG.) 

All data came from either grant applications or from 
site visitors’ reports. An initial screening of these docu- 
ments yielded 34 items for specific assessment; several 
items were later eliminated because of insufficient 
data. In order to clarify important differences between 
grant applications approved by the consultant group 
and those which were disapproved, data from the top 
and bottom groups were compared. 


OBSERVATIONS 
The Training Facilities 


Details of findings in the two groups are presented in 
table 1. 

Approved grants were more likely to be from a facili- 
ty based within a medical school: disapproved grants 
were more likely to be from free-standing facilities. 

Grant applications from programs within a medical 
school were more likely to be approved if the program 
was associated with a stable department of psychiatry. 
Judgments of stability were based on observations and 
information obtained by the site visitors plus items 
noted on the grant application, such as whether or not 
the department had a chairperson. All of the 23 pro- 
grams in the top group that were based in a medical 
school were part of a stable department of psychiatry. 
Three of the 5 programs in the bottom group that were 
medical school based were part of unstable depart- 
ments. 

The division (or department) of child psychiatry 
sponsoring the training program was also more likely 
to be stable in the top than in the bottom group. Deter- 
minations of stability in this case were based on data 
from site visitors’ reports and on the presence or ab- 


TABLE 1 
Characteristics of 28 Approved and 28 Disapproved Child Psychiatry 
Training Programs 








Approved Disapproved 
Programs Programs 
Factor N % N % 
THE TRAINING FACILITY 
Based in a medical school 23* 82 5 18 
Sponsored by stable child 
psychiatry department 28 100 18 64 
Integrated with general psy- 
chiatry training program 28 100 11 39 
FACULTY AND TRAINEES 
Director of Training at least 
half-time position 28 100 10 36 
All current trainee positions 
filled 28 100 6 21 
All trainee positions filled in 
previous years 28 100 5 20** 
STRUCTURE AND 
CONTENT OF PROGRAM 
Training in 2 or more thera- 
py models 28 100 5 18 
Both inpatient and out- 
patient training 28 100 6 21 
Well-planned didactic 
elements 28 100 4 14 
Wide vanety of patients 28 100 8 29 
Liaison with community 
agencies, schools, and 
courts 28 100 12 43 
Liaison with pediatrics 
department 28 100 3 11 
Research opportunities 
available 28 100 I 3:5 


*Three of the 5 programs in the top group that were not based in a medical 
school did have active medical school affiliations. 
**Since there were 3 new grant applications in the bottom group, this item 
could be assessed only in the 25 programs that submitted applications for 
grant renewal. 


sence of a chairperson or chief who was distinct from 
the director of training. 

Approved programs were actively affiliated with and 
integrated into general psychiatry residency training 
programs; disapproved programs were more likely not 
to have such an affiliation. 


The Faculty and Trainees 


The director of training in approved programs spent 
at least half of his or her time in this role, whereas 18 of 


the 28 directors of programs in the bottom (dis- - 


approved) group spent less than one-quarter of their 
time acting as the director of training. The average ra- 
tio of full-time-equivalent faculty members to trainees 
was 1 to 2 in the top group and 1 to 4 in the bottom 
group. 

Approved programs had all fellowship positions 
filled at the time of the study and had a history of suc- 
cessfully filling most positions. On the other hand, dis- 
approved programs were not completely filled and had 
not been successful in filling training positions in the 
past. Since assessment of past success in filling pro- 
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grams was based on grant applications received prior 
to the study year, data were available in the bottom 
group only for those 25 programs that filed grant re- 
newal applications (3 programs in the bottom group 
submitted new applications). 


Content and Structure of the Training Programs 


Approved training programs provided training in 
two or more modalities of therapy; disapproved pro- 
grams were more often unimodal. All 28 of the pro- 
grams in the top group provided experience-based 
training in two or more models of therapy; psycho- 
dynamically oriented individual therapy plus family 
therapy was the most common combination. Twenty- 
three of the programs in the bottom group offered train- 
ing in only one model of therapy, usually psycho- 
dynamically oriented individual therapy. 

Approved training programs were more comprehen- 
sive in that they included outpatient as well as in- 
patient training experiences, whereas disapproved pro- 
grams usually focused only on training with out- 


. patients. 


The didactic aspects of approved programs were 
more clearly developed and better integrated into the 
total training experience and were more fully de- 
scribed in the grant application than was the case with 
disapproved programs. 

Patients seen by trainees in approved programs 
were more varied in age, sex, race, socioeconomic 
status, and diagnosis than were those to which trainees 
in disapproved programs were exposed. 

Approved programs had active consultation and liai- 
son training experiences with community agencies, 
Schools, and courts. They also provided consultation 
and liaison experiences for trainees within depart- 
ments of pediatrics or on pediatric wards. Dis- 
approved programs usually provided neither of these 
types of consultation-liaison experience. 

Research experiences or opportunities were avail- 
able for trainees in approved programs but not for 
those in disapproved programs. 


Other Observations 


Data were collected but lack of adequate specific in- 
formation prevented reaching conclusions on the role 
of such factors as: 1) the dependence of the training 
program on federal funds for faculty support and/or 
student stipends, 2) the qualifications of the faculty as 
clinical teachers, 3) the exact number of foreign medi- 
cal graduates in the program, 4) the availability of spe- 
cial programs to assist foreign medical graduates in un- 
derstanding cultural differences or in rectifying lan- 
guage difficulties, and 5) the question of service for 
training purposes only versus providing services 
beyond training needs. 

Although an attempt was made to compare the 
amount of training money requested per full-time- 
equivalent faculty member and per trainee, the range 
of data on this item was so great for each group that no 
meaningful comparison could be made. Data on two 
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factors-—the need for a training program in the geo- 
graphic area in which each program was located and 
the composition of the faculty (whether it consisted on- 
ly of psychiatrists or was multidisciplinary)—4did not 
show significant differences between the top and the 


bottom groups. since all programs were described as 


needed in their areas and all faculties were multi- 
disciplinary. 


THE DECISION-MAKING PROCESS 


All 28 of the grant applications in the top group were 
considered well written, adequately detailed, and use- 
ful in arriving at a decision by the SCG. This was not 
true with the disapproved group, in which all 28 grant 
applications were noted to be vague, poorly written, 
and/or incomp:ete. 

A positive site visitors’ report was markedly in- 
fluential in the decision-making process. These reports 
noted the thoroughness of preparations for the visit, 


the availability of appropriate faculty and trainees for. 


consultation with the site visitors, and evidence that 
the training program reflected the written description 
in the grant application. All of the programs in the top 
group had a very positive site visit report. Although 
half of the site visitors' reports for the programs in the 
bottom group contained some positive features, none 
was very positive, and half of the reports in this group 
were considered negative. 

The SCG had little difficulty arriving at a consensus 
following discussion of each program's grant applica- 
tion and the site visit report. There was usually general 
agreement between the child psychiatrists and non- 
child psychiatrists in the consultant group on the mer- 
its of the program. The votes for all programs in the 
top group (for approval) and for all programs in the bót- 
tom group (fo- disapproval) were unanimous. In the 


middle group. in which most programs were approved 


but some were disapproved, all but a few votes were 
decided by majority opinion rather than by ‘a unani- 
mous vote. 


DISCUSSION 
After many hours of reviewing and discussing grant 


applications, certain concepts relating to successful 
child psychiatry training began to evolve. SCG mem- 
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bers felt that child psychiatry programs were more suc- 
cessful when they were medical-school based and ac- 
tively affiliated with a general psychiatry residency 
training program. The training was more likely to be 
creatively attuned to present needs when it was multi- 
modal and included experiences with a varied patient 
population and in varied psychiatric and non- 
psychiatric settings. 

A complete and comprehensive grant application 
was essential for grant approval. It is possible that sev- 
eral good programs were disapproved because their 
faculty did not take the time, invest the energy, .or 
learn how to fully and effectively complete the grant 
application. 

Site visitors often reported that.their visit was not 
well planned for or organized by the applicant pro- 
gram. Despite distribution of the site visit schedule pri- 
or to the visit, in some cases essential people were not 
available to meet with the visitors, and some of those 
who were available were not knowledgeable about the 


- grant. Preparing for and conducting a site visit-are just 


as important as preparation of the grant application in 
presenting the merits of a training program. 

The SCG was concerned about several of the dis- 
approved programs because they felt that the training 
facility and program did not meet the minimal stan- 
dards established by the AMA and APA for approval 
as a training site. Accreditation had been obtained by 
these programs several or many years before the fiscal 
year 1975 grant review, but no further evaluations had 
been done since the initial approval, and the programs 
had changed in quality. There appeared to be no con- 
tinuing review mechanism to ensure that training pro- 
grams, once approved, would continue to meet mini- 
mal training requirements. 


CONCLUSIONS 


The field of child psychiatry continues to evolve and 
expand. The American Board of Psychiatry and Neu- 
rology, the American Academy of Child Psychiatry, 
and other organizations are actively involved in fur- 
thering excellence in the training of future child psychi- 
atrists. We hope that this report of the findings of the 
Psychiatry Education Branch's special consultant 
group will also contribute to increased quality in child 


psychiatry training. 


Medical Student Education in Psychiatry 


BY DONALD G. LANGSLEY, M.D., ALFRED M. FREEDMAN, M.D., MELVYN HAAS, M.D., 


AND JAMES H. GRUBBS, M.D. 


The authors interpret data obtained from 99 medical 
Schools which submitted grant applications for 
support of either undergraduate psychiatric education 
programs or human behavior programs. They 
tentatively conclude that high-quality programs for 
teaching medical students psychiatry are 
characterized by a well-rounded faculty, a ' 
psychodynamic orientation, a greater commitment to 
medical student education than to resident training, 
varied teaching methods, enthusiastic student 
response, and systematic evaluation that produces 
change in subsequent years. 


PSYCHIATRY IS a relative newcomer to medical educa- 
tion. In the first half of the twentieth century there 
were very few academic departments of psychiatry. 
Psychiatry was most often a division in a department 
of medicine, if it existed as an organized discipline at 
all. Psychiatric input to the medical curriculum con- 
sisted of a few lectures and demonstrations on clinical 
psychiatric syndromes. 


HISTORY OF PSYCHIATRY IN MEDICAL 
EDUCATION 


Romano (1) dates the beginning of psychiatric educa- 
tion in Britain to 1753, when William Battie, physician 
to St. Luke's Hospital, was authorized to take pupils. 
The first chair of psychiatry was established in Leipzig 
in 1811 and was occupied by Heinroth. In 1853, Pliny 
Earle of the New York Asylum delivered a first course 
of lectures on mental disease at the College of Physi- 
cians and Surgeons, New York City, but regular psy- 
chiatric education in medical schools in the United 
States was unheard of until the 1870s. In 1871 the Asso- 
ciation of Medical Superintendents of American Insti- 
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tutions for the Insane (the predecessor of the Ameri- 
can Psychiatric Association) called for psychiatric lec- 
tures and clinical experiences as a required part of 
medical education. Similar statements were made at 
the end of the nineteenth century and the beginning of 
the twentieth. In 1909 the Council on Medical Educa- 
tion of the American Medical Association recommend- 
ed a total of 30 hours of psychiatry in the medical cur- 
riculum, all in the fourth year. 

Surveys of psychiatric education in U.S. medical 
schools were undertaken in 1914 by Graves (2), in 
1933 by Noble (3), and in 1942 by Ebaugh and 
Rymer (4). A major conference on psychiatric educa- 
tion in medical schools took place at Cornell in the 
summers of 1951 and 1952 (5). In 1961 there was a con- 
ference on this topic sponsored by the World Health 
Organization (6); another conference was held in 1967 
at Atlanta. In 1975 the American Psychiatric Associa- 
tion, the National Institute of Mental Health, the 
American Association of Chairmen of Departments of 
Psychiatry, and the American Academy of Child Psy- 
chiatry sponsored the most recent conference on ‘‘The 
Education of the Psychiatrist” at Lake of the Ozarks, 
Mo. 

Webster (7) reviewed the startling increases in medi- 
cal school curriculum time devoted to psychiatry and 
behavioral science. In 1914 an average of 27 hours was 
devoted to this topic in the total 4-year curriculum; by 
1940 this average had jumped to 112 hours. Another 
survey in 1951 showed that the average had increased 
to 258 hours, and Webster's 1966 survey showed the 
average to be 458 hours. Not all of this increase has 
been in clinical teaching during the third and fourth 
years. The average preclinical time devoted to psychia- 
try was | hour in 1914, 20 hours in 1940, 56 hours in 
1951, and 96 hours in 1966. 

At present there are departments of psychiatry in all 
medical schools (8). They usually teach in every year 
of the required curriculum and function in both the ba- 
sic and clinical science areas. Psychiatry is often among 
the largest departments in the medical school. 

Following World War II there was an upsurge of in- 
terest in human behavior and the treatment and pre- 
vention of mental illness. The goal of medical educa- 
tion was to produce a scientific and compassioriate 
physician. In addition to the specialist role of caring 
for the seriously mentally ill, the academic psychiatrist 
took on more responsibility for teaching about behav- 
ioral science, about the physician-patient relationship, 
and about psychosomatic disorders as well as psycho- 
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logical responses to organic illness.. A growing body of 
knowledge about the interaction between emotions 
and organic processes and a deeper understanding of 
the connections between brain and behavior lent a 
more scientific basis to the discipline of psychiatry. 

The 1960s saw the development of interest in behav- 
ioral sciences. In an attempt to develop a basic science 
of human behavior five schools experimented with sep- 
arate departments of human behavioral science, but 
this movement has not grown. In almost all medical 
schools the department of psychiatry takes responsibil- 
ity for teaching about the psychosocial as well as the 
biological underpinnings of human behavior. The rec- 
ognition that this curriculum content is important to 
the study of medicine led to the establishment of part I 
examinations in behavioral science by the National 
Board of Medical Examiners. There has been an exam- 
ination in clinical psychiatry on part II of the National 
Boards since 1960 and an examination in behavioral 
science on part I since 1971. 


CURRENT CURRICULAR PATTERNS 


In most medical schools departments of psychiatry 
are currently responsible for teaching in the following 
. areas (9—11): 

1. Normal development and expectable human be- 
havior at various stages of the life cycle. 

2. Biological, psychological, and social forces that 
influence behavioral illness, and the treatment of such 
illness. 

3. Interviewing skills and the complexities of the 
doctor-patient relationship. 

4. Psychopathology—the recognition of abnormal 
behavior. 

5. Clinical psychiatric syndromes. 

6. Treatment and management of common behavior- 
al problems seen by the nonpsychiatric physician, in- 
cluding such areas às human crises, marriage counsel- 
ing, sexual dysfunction, death and dying, and child 
abuse. 

7. Psychiatric and mental health resources, includ- 
ing knowing which patients to refer and the process of 
referral. 

In addition, psychiatry departments emphasize a 
commitment to continuing self-education in order to 
master new knowledge of and treatment techniques for 
behavioral disturbances. 


PURPOSE OF STUDY AND BACKGROUND 


The purpose of this study was to take advantage of 
an unusual opportunity to examine programs in 99 dif- 
ferent departments of psychiatry. The paper by Eaton 
and associates (12) explains the circumstances that 
made this evaluation possible. Never before in the his- 
tory of psychiatric education have data been available 
about such a large proportion of the field during any 
single year. 
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Data from grant applications, site visit reports, pri- 
mary reviewer reports, and committee discussion con- 
stituted the bases for rating the ''quality'"' of the pro- 
gram in each of these 99 schools requesting federal sup- 
port. The final ratings of each program were therefore 
judgments based on the above data. As such they must 
be viewed with caution; their validity would be diffi- 
cult to establish. However, there was a high degree of 
interrater reliability, and since the judges are pre- 
sumed to have had a great deal of experience and ex- 
pertise, it seems worthwhile to explore the data collect- 
ed. 

Although the goal of the rankings was to determine 
quality, factors such as innovativeness, importance in 
underserved or isolated areas, and whether there were 
other grant proposals from the same institution also en- 
tered into the raters' judgments. Thus some concern 
about the limitations of the data must be kept in mind. 
Nevertheless, these data are a useful first step toward 
a workable definition of quality in the psychiatric edu- 
cation of medical students. The goal of this study is to 
try to determine what factors differentiated highly 
rated programs and poorly rated ones. 

Another caveat is in order. The differences between 
the highest and lowest rated medical student education 
programs may be less dramatic than differences found 
among residency training programs. Postgraduate resi- 
dency programs are carried on in medical schools, Vet- 
erans Administration hospitals, state mental hospitals, 
free-standing private psychiatric hospitals, and com- 
munity mental health centers. These settings are heter- 
ogeneous in comparison with that in which medical stu- 
dent education occurs. It is true that there are good 
medical schools and others that are not quite so good, 
but all medical schools are carefully accredited. They 
are not likely to survive unless they demonstrate a re- 
spectable level of quality in medical student education. 
The accreditation of residency programs (both general 
and child) is not nearly so rigorous. Therefore, judging 
differences among medical schools will require more 
sensitive measures, which perhaps have not yet been 
developed. In many instances we will have to settle for 
finding trends rather than clear-cut differences. There 
are few instruments to measure the quality of medical 
student education. It has been suggested that perfor- 
mance on the National Board exams represents some 
indication, but few medical educators would concede 
that two single examinations are a valid measure of 
quality. The field is still searching for appropriate cri- 
teria by which to judge the quality of medical educa- 
tion. 

Perhaps the quality of medical education will be 
more appropriately judged when we have outcome 
measures. The major movement among evaluators of 
psychiatric education is an attempt to develop mea- 
sures of clinical competence. Although this area is still 
very young, there is some reason to believe that clini- 
cal skills, attitudes, and knowledge can be measured 
and that specific measures of skill may be applied to 
students before, during, and after an educational pro- 


cess. The quality of an education should have some re- 
lationship:to the competence it engenders. 

Since this is a study of medical student education 
programs, we must also remember that departments of 
psychiatry have multiple missions. In addition to the 
education of the medical student, they are involved in 
general and child psychiatry residency programs and 
the education of other mental health professionals. 
They are also responsible for promoting the continuing 
education of psychiatrists and other health profession- 
als and have heavy commitments to clinical service 
and research. Can a department do all things equally 
well? More likely, it will give higher priority to one 
area than another; thus it 1s unlikely that departments 
which do an outstanding job in residency training will 
do equally well in medical student education. 


METHOD 


Ratings were made on 96 applications for support of 
undergraduate psychiatric education by the special 
consultant group (SCG), which made recommenda- 
tions about the grant applications. There were also 36 
applications for support of human behavior education 
programs, or a total of 132 applications. However, 
medical schools could apply for both undergraduate 
grants and human behavior grants; 33 of the 36 human 
behavior applications were from schools that had sub- 
mitted an application for support of undergraduate edu- 
cation in psychiatry. Therefore 99 different medical 
schools were represented in the sample. 

Comparisons were made of the 15 highest-rated psy- 
chiatry programs and the 10 highest-rated human be- 
havior programs with the 15 lowest-rated psychiatry 
and the 10 lowest-rated human behavior programs. 
Among the top 15 psychiatric programs and top 10 hu- 
man behavior applications there were only 3 over- 
lapping schools. We therefore had a total of 22 differ- 
ent departments (25 applications) in the high-scoring 
group. Among the bottom 15 psychiatry and 10 human 
behavior programs there was no overlap, so there 
were 25 programs in the lowest-rated group. It is inter- 
esting that 1 school’s psychiatry program was in the 
top group whereas its human behavior program was in 
the bottom group; another school was in the top group 
in human behavior and the bottom group in under- 
graduate psychiatry. This finding indicates that a 
school may do well in one educational program and 
poorly in another. 

The top and bottom groups were compared on 69 dif- 
ferent factors, which included factors related to the ap- 
plication itself, the schoo] and the department, the fac- 
ulty, the students, the total curriculum, and the 
school's evaluation program.! One additional item was 
related to the site visit. 


1A complete list of the 69 variables on which the high-rated and low- 
yea programs were compared may be obtained from Dr. Lang- 
sley. 
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FINDINGS . 


Comparison of the two groups of departments re- 
vealed differences on 24 factors. The differences were 
sometimes obviously significant and at other times rep- 
resented only a trend. Because of the type of data and 
the limitations explained above, tests of significance 
were not done. 


The Application 


Two differences between the high- and low-rated 
groups were noticed in connection with the application 
itself. Seventeen of the high-rated applications gave a 
clear description of the program, compared with 5 in 
the low-rated group. The clarity of the description was 
judged by two of the authors (D.G.L. and J. H.G.), one 
of whom (D.G.L.) had been a member of the Psychia- 
try Education Review Committee for 4 years. A clear 
description was obviously more likely to result in a 
higher rated application, but the application was not 
the only source of information used in the ratings. The 
judges were more likely to read the site visit reports in 
detail and to participate in the SCG discussion than to 
read the application word for word. It is probably fair 
to state that a clearly written application is associated 
with a clearly conceptualized program. 

The length of the application also had some relation- 
ship to higher ratings. The average number of pages 
for the high-rated group was 40.9 and for the low-rated 
group, 32.6. An examination of the distribution of page 
length data is even more revealing. Low-rated applica- 
tions were either very brief or very long. Perhaps the 
ideal grant application is one that gives a full descrip- 
tion of the program without repetition or rhetoric. Any 
candid grant reviewer would be willing to admit that 
there is merit ina carefully organized, neatly typed, and 
easy to read application. 


Budget 


One factor related to budget seemed to differentiate 
the high- and low-rated programs. Fourteen of the 
high-rated programs indicated that federal funds con- 
stituted more than 3596 of the department's budget, 
whereas only 5 of the low-rated programs showed such 
a dependence on federal funds. The most cynical inter- 
pretation of this would be that some departments are 
more successful entrepreneurs than others. A more 
generous interpretation would suggest that medical 
schools are successful in obtaining federal support if 
they demonstrate high quality, financial need, and a re- 
alistic assessment of the availability of federal support. 


Faculty 


Five items describing the faculty differentiate high- 
and low-rated groups. A department with an “‘inbred”’ 
faculty was more likely to be in the low-rated group. 
The other four distinguishing factors concerned the 
chairperson or director of medical student education. 
The department with a ‘‘charismatic’’ director of medi- 
cal student education or chairperson was more likely 
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to be in. the high-rated group. A higher proportion of 
chairpersons im the high-rated group were psycho- 
analysts; 12 chairpersons in the high-rated group were 
analysts, compared with 4 in the low-rated group. A 
department with a new chairperson (less than 2 years 
in the position) was more likely to be rated low; there 
were 6 departments with new chairpersons in the low- 
rated group, compared with 2 in the high-rated group. 
It is also interesting to look at the factors that did not 
differentiate the high- and low-rated groups. For in- 
stance, the ratio of full-time or part-time salaried facul- 
ty to students was not remarkably different in the two 
groups. 

It would have been interesting to assess the overall 
quality of the faculty of a given department, but, unfor- 
tunately, techniques for such an assessment were not 
available. It would be difficult or impossible to obtain 
agreement on what constitutes the ‘‘global quality” of 
a faculty—perhaps achieving such a consensus should 
be one of the goals of this assessment of psychiatry 
education prozrams. 


Ihe School and the Department 


We examined many factors related to the medical 
school and the psychiatry department to determine 
which contributed to quality. Four gave suggestive or 
clear information. The most dramatic indicator was 
whether the department gave higher priority to resi- 
dency training than to medical student education. Fif- 
teen such departments were in the low-rated group, 
compared with 3 in the high-rated group. 

Other elements related to whether the department 
had strong research activities, was strong in child psy- 
chiatry, and whether it had a psychiatric liaison pro- 
gram. The most interesting finding was that more de- 
partments rated strong in research activity were found 
in the low-rated group (7 of 25 in the low-rated group, 
compared with 2 of 22 in the high-rated group). This 
finding challenges the idea that the quality of an educa- 
tional program and strength in research are synony- 
mous. Of the psychiatry departments in which child 
psychiatry was rated weak, 20 were rated low, com- 
pared with 15 rated high. Of those departments with no 
psychiatric liaison service, 16 were in the low-rated 
group and 10 in the high-rated group. 

Other factors examined included the population of 
the community, whether the medical school was the 
only one in its area, whether it was a new or an estab- 
lished school, whether there was a specific behavioral 
science program supported by the psychiatry depart- 
ment, and the ratio of departmental budget to number 
of residents. Departmental budget figures were particu- 
larly difficult to interpret. In many cases budgets did 
not separate education costs from costs incurred by 
service or research programs; thus, comparisons were 
unreliable. 


The Curriculum 
As might be expected in a situation in which medical 
schools must meet certain standards to be accredited, 
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the curricula were fairly uniform. There were some lo- 
cal variations and a number of fascinating innovations, 
but generally the medical student education programs 
were similar. The survey found that the first year of 
medical education usually focuses on normal devel- 
opment and the life cycle as well as on topics in the 
general area called behavioral science. Psychiatrists al- 
so often teach in the medical interviewing or physical 
diagnosis course. In the second year most departments 
teach psychopathology and clinical psychiatric syn- 
dromes. The third or fourth year is likely to include 
a clerkship. 

Variations consisted of differences in the number of 
hours for each course and the length of the curriculum. 
The content of each part of the curriculum varied. The 
length of the clerkship also varied; most schools had a 
6-week required clerkship, but a few devoted 4 or 8 
weeks. Four departments of psychiatry had a totally 
elective clerkship and some students did not take the 
clinical experience—all of these schools were in the 
low-rated group. When the clerkship was only on the 
inpatient service the program was more likely to be in 
the low-rated group (15 such programs were in the 
low-rated group, compared with 9 in the high-rated 
group). 

The number of hours in the first-year course showed 
some difference between groups. The average number 
of hours in the high-rated programs was 82, compared 
with 57 in the low-rated group. Another distinguishing 
factor was multidepartmental teaching; 14 of the high- 
rated programs had multidepartmental teaching in the 
first year (and sometimes in the second), compared 
with only 7 departments in the low-rated group. More 
programs in which teaching was mostly in the form of 
lectures were rated low; 17 low-rated programs but on- 
ly 10 high-rated ones used lectures as the major teach- 
ing format. Programs with a psychodynamic orientation 
in preclinical teaching were more likely to be in the 
high-rated group than in the low-rated group (17 versus 
8 programs). Programs with a psychodynamic ap- 
proach in clinical areas were also more often found in 
the high-rated group (15 programs, versus 9 in the low- 
rated group). All departments indicated that they had a 
number of electives. Almost all departments gave a 
course in human sexuality but this feature did not dis- 
tinguish high- and low-rated groups. 


Student Opinion 


It was not surprising that student opinion correlated 
with the assessed quality of the program. Those pro- 
grams in which electives were rated as very popular 
with students were much more likely to be in the high- 
rated group. Six such programs were in the high-rated - 
group, compared with 1 in the low-rated group. Stu- 
dents were enthusiastic about the psychiatric educa- 
tion programs in 13 of the high-rated programs but on- 
ly 1 of the low-rated programs. The student enthusi- 
asm ratings were derived from information specifically 
mentioned in the site visit reports. ' 


Systematic Evaluation 


Schools that did systematic evaluations of their pro- 
gram were more likely to be in the high-rated group. 
Among the schools that sought evaluations of individ- 
ual faculty members, 12 were in the high-rated group 
and 5 in the low-rated group. Fifteen programs with no 
individual evaluation of specific courses were in the 
low-rated group, compared with 8 in the high-rated 
group. There was also a difference between programs 
based on whether the evaluation had any effect. Of 
those departments which did not change their program 
after evaluation, 12 fell into the low group and 4 into 
the high group. Clearly, systematic evaluation that re- 
sulted in some change in the education program was 
associated with higher quality. It would be nice to 
claim that systematic evaluation and feedback actually 
improve programs, but such an assertion would re- 
quire data from a longer period of time than was cov- 
ered by this study. 


Other Suggestive Trends 


Certain other trends appeared in the data. Although 
there was no difference between the number of new 
schools in the high- and low-rated groups, if one looks 
at the data somewhat differently it is apparent that 8 of 
22 medical schools in the high-rated group could be 
called ‘‘new schools.” Since new schools represent on- 
ly about 20% of the total medical schools in the United 
States, they are clearly overrepresented in this high- 
rated group. By the same token, the medical schools 
generally reputed to be prestigious are under- 
represented in the high-rated group. Although depart- 
ment chairpersons who were very recently appointed 
(less than 2 years in the position) were more likely to 
be found among the low-rated schools, most depart- 
ment chairpersons in the high-rated schools had held 


office for 2 to 10 years. There were 14 such individuals : 


among the high-rated group, compared with 7 among 
the low-rated group. 


DISCUSSION 


Since the ratings for this study were made by 12 indi- 
viduals, they could conceivably be dismissed as the 
product of a group of biased people who happened to 
agree with one another about the criteria for ratings. 
On the other hand, these ratings could also be de- 
scribed as the product of highly experienced psychiat- 
ric educators who are in a position to make appropri- 
ate judgments about the quality of educational pro- 
grams. 

The study seems to point to a definition of ‘‘quality’’ 
that includes a well-rounded faculty (including charis- 
matic individuals in leadership positions), a psycho- 
dynamic orientation, a higher commitment to medical 
students than residents, adequate time in the curricu- 
lum, avoidance of lectures as the only teaching meth- 
od, enthusiastic student response, and a systematic 
evaluation scheme that produces change. 
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Psychiatry departments are strong units in medical 
schools and will doubtless continue tn this direction. 
Some have suggested that psychiatry is a ''soft" 
course, that it is easy for students and does not give 
demanding exams. Perhaps the content is, indeed, less 
rigorous than some of the laboratory sciences, but psy- 
chiatry has not been popular for this reason alone. It is 
often the first department to introduce the student to a 
‘‘live patient.” It deals with social and behavioral is- 
sues that are not totally unfamiliar to today’s medical 
student. It often provides more patient care responsi- 
bility than other clinical disciplines. The individual su- 
pervision and group discussion teaching is popular 
with students because of the close contact with facul- 
ty. 

Psychiatry also has introduced some new, fashion- 
able topics such as sexuality, treatment of sexual dys- 
functions, marital counseling, rape, death and dying, 
and psychological reactions to organic disease. The 
life cycle is also a popular subject, as is the orientation 
to family. Psychiatry has been a leader in moving to- 
ward the community, using multidisciplinary teams, 
and avoiding unnecessary hospitalization. 

On the other hand, psychiatry deals with unpopular 
topics that carry a history of stigma. We still struggle 
with the sneers of other clinical disciplines that ask for 
quantifiable data. 

A major defect in all medical education Is the lack of 
agreed-upon objectives. The field will be improved if 
psychiatric educators can agree on terminal objectives 
and describe the knowledge, skills, and attitudes about 
psychiatry that each physician should acquire in medi- 
cal school. Unfortunately, there is no such agreement. 
Educational programs in psychiatry have been '*jerry- 
built” for the most part. We have added pieces here 
and there as evidenced by the growth of the curricu- 
lum, but this has not been the consequence of agreed- 
upon measurable objectives. Rather, it has come about 
because of the interest and enthusiasm of psychiatric 
educators and because many of our ‘‘scientific’’ col- 
leagues in medical education have been all too willing 
to turn over humanitarianism and behavioral concerns 
to the department of psychiatry. Only the achievement 
of agreed-upon objectives and measures of com- 
petence will allow psychiatric educators to design a ra- 
tional educational program. 

There are still problems to be solved. Romano (1) 
points to some areas, including behavioral genetics, 
functional neuroanatomy, neurochemistry, and behav- 
ioral neurophysiology, that are too often neglected. 
Sabshin (13) cited four areas of concern for the future 
of academic psychiatry: 1) training teachers, 2) in- 
stilling in each student a sense of responsibility for his 
education, 3) more systematic evaluation of student 
learning, and 4) the development and use of newer 
medical education methods. 

We hope that this compilation of data and our im- 
pressions will stimulate further research leading to- 
ward a definition of quality in medical student educa- 
tion in psychiatry. 
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The Educational Challenge of Consultation-Liaison Psychiatry 


BY JAMES S. EATON, JR., M.D., RICHARD GOLDBERG, M.D., EDWIN ROSINSKI, ED.D., 


AND WILLIAM S. ALLERTON, M.D. 


The authors examine issues related to quality of 
psychiatric consultation-liaison education programs 
on the basis of data from the fiscal year 1975 NIMH 
review of grant proposals for 71 such programs. This 
category received the lowest percentage of approval 
(31 approved, 40 disapproved), which is seen as a 
reflection of the state of development of the field. 
Although this is a difficult field in which to teach and 
practice, the authors feel that the numbers and quality 
of consultation-liaison programs will grow over the 
next 10 years and that the proliferation of training 
programs for primary care physicians and the return 
of psychiatry to the mainstream of medicine will 
facilitate this growth. 


THE RELATICNSHIP between mind and body has al- 
ways been a difficult issue in the abstract; it is even 
more difficult in terms of the illness of a particular 
patient. There is no greater challenge in medical educa- 
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tion than teaching the practicing physician a holistic 
apprcach to the patient that emphasizes not only bio- 
logicel phenomena but those intrapsychic, inter- 
persoaal, and sociocultural factors that affect both ill- 


. ness and health. Consultation-lieison psychiatry tries 


to meet this challenge. 


GROWTH OF CONSULTATION-LIAISON 
PSYCHAIATRY 


Over the past 10 years, there has been a growing in- 
terest in consultation-liaison psychiatry. Lipowski (1) 
has caronicled the expansion of the field from the early 
efforts of Henry and Dunbar to the present. Perhaps 
the strongest influences in terms of consultation-liai- 
son education have been those which are only in- 
direc ly related to patient care. Caplan's development 
of community mental health consultation theory and 
techraque in the early 1960s, along with the later appli- 
catioa of systems theory to health care delivery set- 
tings. enabled consultation-liaison psychiatry to devel- 
op efective intervention techniques and educational 
strategies directed toward a variety of health care pro- 
viders. 

There was significant resistance to the growth of 
consultation-liaison psychiatry, which came at a time 
wher the interest in community psychiatry was at a 


peak and role diffusion and disavowal of the medical 
model were in vogue. Much of the consultation-liaison 
psychiatrist’s work is hospital-based and involves in- 
teraction with nonpsychiatric physicians, who work 
very much within the medical model. Some chairmen 
of departments of psychiatry and residency program 
directors saw consultation-liaison programs as being 
of only secondary importance and relegated experi- 
ence in this area to an elective status. 

A 1966 study by Mendel (2) showed that 76% of all 
psychiatric residency programs had a consultation ex- 
perience in the curriculum, but the author did not as- 
sess the breadth and depth of the experience, its man- 
datory versus elective status, or the emphasis on liai- 
son activities. 

As recently as 1973, a report by a group of respected 
psychiatric educators failed to mention consultation-li- 
aison experience in an otherwise full list of require- 
ments for an ''ideal' psychiatric residency program 
(3). Only within the past few years has there been gen- 
eral acceptance of the idea that consultation-liaison 
psychiatry should be an integral part of basic resi- 
dency training. 


NIMH SUPPORT OF CONSULTATION-LIAISON 
PSYCHIATRY 


In 1974, the Psychiatry Education Branch of NIMH 
began to give high priority to the development and ex- 
pansion of psychiatric consultation-liaison teaching 
services throughout the country. 

Among the many reasons for this emphasis was the 
fact that the country was moving toward a comprehen- 
sive health delivery system that would rely heavily on 
primary care physicians, who would be expected to 
handle preventive, diagnostic, and therapeutic tasks 
for which their training had not prepared them. An ac- 
tive consultation-liaison program would help educate 
nonpsychiatric house officers and staff to recognize 
and manage the less complicated mental illnesses and 
to develop a more comfortable approach to the ‘‘prob- 
lem patient.” This would improve the sophistication of 
psychiatric referrals and increase manpower available 
for the care of mental illness. 

Second, superspecialization and inadequate cooper- 
ation among specialists had tended to fragment medi- 
cal care. Àn educational program for both non- 
psychiatric physicians and psychiatrists designed to 
develop a holistic approach to the patient would foster 
a good working relationship among specialties and con- 
sequently minimize this fragmentation. 

Third, there seemed to be increasing interest on the 
part of primary care physicians in behavioral medicine 
and behavioral pediatrics. The socially conscious col- 
lege students of the late 1960s had completed medical 
school and were looking for residency programs that 
would emphasize a more humanistic, psychosocial ap- 
proach to the patient. There also seemed to be increas- 
ing awareness on the part of primary care practitioners 


EATON, GOLDBERG, ROSINSKI, ET AL 


that the effectiveness of treatment depended largely on 
the degree of ‘‘patient compliance," which in turn de- 
pended on the physician's approach to the patient. The 
consultation-liaison psychiatrist would certainly be 
well equipped to teach primary care faculty and train- 
ees an open, comfortable approach to patients. Such 
programs might also provide an excellent vehicle for 
the effective teaching of the behavioral sciences to 
medical students—a universally difficult area for medi- 
cal educators. 

Fourth, branch staff felt that psychiatric residency 
programs had been moving headlong toward a total fo- 
cus on community psychiatry to the exclusion of con- 
sultation-liaison work, training in psychiatric emer- 
gencies in general hospitals, psychopharmacology and 
other "organic" therapies, and “‘psychosomatic’” ill- 
ness. Previous NIMH influences had ‘‘enticed’’ psy- 
chiatric education programs into approaches that in 
some ways eschewed the medical underpinnings of 
psychiatry and neglected the identity of the psychia- 
trist as a physician. However, branch staff were aware 
that the new emphasis on consultation-liaison psychia- 
try might cause the pendulum to swing too far in a 
purely ‘‘organic-biologic’”’ direction, excluding some 
very positive features of community psychiatry. Con- 
sequently, branch guidelines and verbal communica- 
tions to training directors emphasized that consulta- 
tion-liaison programs should not be considered reac- 
tionary, dehumanizing, pill-pushing services that 
would produce medical technocrats. Staff envisioned 
broadly based programs that would provide indirect 
services to medically ill patients as well as rich educa- 
tional opportunities for individuals in a variety of dis- 
ciplines and settings. It was hoped that these programs 
would foster a more holistic and humanistic approach 
to patient care on the part of all health care deltverers. 


TYPES OF PROGRAMS REVIEWED 


Of the 527 psychiatric education programs com- 
petitively reviewed in 1975 by the Psychiatry Educa- 
tion Branch, 71 were in the consultation-liaison cate- 
gory (previously designated as '*GP Special"). Fifty- 
two were renewal applications and 19 were new pro- 
posals. 

These programs were of four types: 1) training in 
consultation-liaison techniques and ''psychosomatic"' 
medicine for psychiatric residents and child psychiat- 
ric fellows who rotated through the consultation-liai- 
son service during a basic psychiatric residency or 
child fellowship, 2) training for nonpsychiatric house 
staff during the course of their regular residency train- 
ing programs, 3) stipend-supported fellowships of at 
least 1 year for psychiatrists at the end of the 3-year 
basic residency or 2-year child fellowship, or for non- 
psychiatric physicians at the end of their residency 
training, and 4) combinations of the other three types 
of programs. Most proposals included both psychiatric 
and nonpsychiatric trainees. 
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CONSULTATION-LIAISON PSYCHIATRY 


THE 1975 REVIEW PROCESS 


The review process, which has been described in de- 
tail elsewhere (4, 5) consisted of four phases: 1) the 
site visit, 2) review by the special consultant group 
(SCG) (12 educators who recommended approval or 
disapproval of grants and assigned priorities to those 
approved), 3) the Psychiatry Education Branch review 
of SCG recommendations before final recommenda- 
tions were made to the National Advisory Mental 
Health Council (NAMHC), and 4) the NAMHC re- 
view, wherein final decisions were made on grant 
requests on the basis of staff recommendations.. 

Of the 71 consultation-liaison programs, 44% 
(N=31) were approved and 56% (N=40) were dis- 
approved. The distribution of priority ratings for the 31 
approved programs on the scale of 1—4 (1=highest pri- 
ority, 4=lowest priority, 5=disapproved) was as fol- 
lows: 1.00-1.99, N=5; 2.00-2.99, N=18; 3.00-3.99, 
N=5; 4.00-4.99, N=3. 

After the NIMH review was completed, we made a 
more intensive study of 10 approved programs with 
the highest priority scores, 10 with middle and low rat- 
ings, and 10 randomly selected disapproved programs. 
Data reviewed included grant applications, site visit re- 
ports, notes from the SCG discussions, and staff sum- 
mary statements. A number of common character- 
istics were identified that seemed to be associated with 
high-quality programs (defined herein as those ap- 
proved and given high priority ratings) and low-quality 
(disapproved) programs.! 

We hope that at a later date and with a larger 
sample, these characteristics can be developed into 
testable hypotheses. 


CHARACTERISTICS OF PROGRAMS 


Without exception, the proposals that received high- 
priority ratings were extremely well written and con- 
tained little jargon. Descriptions left no doubt as to the 

purpose of the program or the nature of the curricu- 
-~ lum. Funding requests were not excessive, and often 
there were several faculty members for whom no 
funds were requested. i 

Highly rated programs had curricula with many of 
the following features: 1) formal conferences for train- 
ees (2 hours or more a week), 2) regularly scheduled 
supervision of the consultation-liaison work of psychi- 
atric trainees (at least 1 hour a week), 3) well-attended 
joint conferences with other departments (at least once 
a month), 4) regular formal reading assignments and re- 
print files available for trainees, 5) at least a 3-month 
rotation on the service for all psychiatric residents at 
some time during their training, 6) involvement of med- 
ical students in all program activities, including 


*It should be understood that because the review process resulted in 
all programs being ranked, one cannot assume that a program's 
ranking can be arbitrarily equated with its relative ''quality."' 
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rounds, conferences, and research, 7) active in- 


volvement of faculty and trainees in research, 8) teach- 
ing opportunities for trainees, and 9) emphasis on con- 
tinuity of care. 

All highly rated programs had a relatively greater 
emphasis on liaison than on consultation activities. Li- 
aison efforts were focused on a few.medical.or surgical 
units where need and desire seemed to be the greatest. 
The liaison component had been slow in developing 
but was solid and actively functioning before the pro- 
posal was submitted. 

Unfortunately, well-developed evaluation plans 
were rarely present in either the approved or dis- 
approved programs. This was the greatest weakness in 
all of the programs reviewed. Some programs, how- 
ever, did do follow-up studies of their graduates in 
terms of current location and professional activities. 

No pattern was found that could describe institu- 
tions with highly ranked programs. Not all of these 
highly rated programs were affiliated with ‘‘prestige”’ 
medical schools; rather, they represented a broad 
range of institutions, with the majority perhaps being 
in schools with a ''low profile." Conversely, a number 
of poorly rated programs were located in institutions 
of national renown. 

However, there were some shared characteristics. 
High-priority programs tended to have been active for 
5 or more years and were located in institutions with 
350 or more beds. The setting of these programs often 
included inpatient, outpatient, and, in some instances, 
satellite services. Future growth had been well 
planned. Most had strong support from a variety of 
sectors within their institutions, and in all cases the af- 
filiated department of psychiatry demonstrated excep- 
tional support, which represented a policy decision of 
the department and was well documented in the pro- 
posals and site visit reports. Cooperation with other 
participating departments, their chairmen, and the 
dean was also verified by site visitors. In most highly 
ranked programs the trainees—both psychiatric and 
nonpsychiatric—were enthusiastic about their experi- 
ence. 

Most highly ranked programs had a full-time direc- 
tor who had some training in a nonpsychiatric special- 
ty in addition to psychiatric training. Support staffing 
for the better programs was considered adequate and 
generally included social workers, nurses, and a half- 
or full-time secretary. 


DISCUSSION 


It should be noted again that only 44% of consulta- 
tion-liaison grant proposals were approved—the low- 
est percentage in any of the eight program categories 
reviewed. This might seem paradoxical in view of the 
fact that branch staff had assigned the highest priority 
to this area, but we feel it merely reflects the relatively 
undeveloped state of the field. It also reflects the con- 
sistent standard of quality applied by the SCG through- 


out this review, regardless of branch priorities. 

There are other possible reasons why consultation- 
liaison proposals did so poorly; most are related to the 
nature of the work itself. First, consultation-liaison 
programs take longer to ‘‘mature’’ than other psychiat- 
ric education or service programs. Interpersonal rela- 
tionships between the consultation-liaison psychiatrist 
and his/her colleagues are at the heart of a program's 
success or failure, and the necessary mutual trust and 
respect can develop only over time. 

Second, trainees in nonpsychiatric disciplines mani- 
fest little initial interest in working collaboratively with 
the psychiatric consultation-liaison team. The consul- 
tation-liaison psychiatrist works quite differently than 
consultants in other medical specialties and subspe- 
cialties. Further, the consultation-liaison psychiatrist 
focuses on the attitudes and behaviors of ward and 
clinic staff. Thus, much time is needed for the devel- 
opment of mutual trust and respect, which must pre- 
cede acceptance, which in turn must precede effective 
learning by the trainees. 

Many psychiatric trainees are also initially unenthu- 
siastic about the consultation-liaison service. The 
hours are erratic, schedules are generally at the conve- 
nience of the consultee, and the psychiatric resident is 
often given an icy reception and little positive feed- 
back from the consultee and the patients. The trainee 
receives less direct gratification on this service be- 
cause the patient still **belongs'' primarily to the con- 
sultee, with the consultation-liaison psychiatrist pro- 
viding only indirect services. 

In addition, the psychiatric resident generally goes 
into his residency to learn the ‘‘meat and potatoes'' of 
the discipline rather than to teach *'fuzzy'' concepts of 
holistic medicine and elementary psychopathology to 
other residents. These are concepts about which psy- 
chiatric residents themselves still feel ignorant. Of 
course, with some experience, most psychiatric train- 
ees find consultation-liaison work sufficiently challeng- 
ing and enjoyable and derive much gratification from 
their work with other house officers and support staff. 

Third, consultation-liaison services are based on 
many systems, and the director of the training program 
must be sensitive to numerous complex issues in- 
volving a variety of professional colleagues, parapro- 
fessionals, patients, and students, all of whom have 
their own support systems and settings. Further, each 
group of consultees has its own expectations of the 
consultation-liaison psychiatrist. 

Fourth, teaching consultation-liaison psychiatry is 
heavily predicated on the personalities of the consul- 
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tant and consultee. Consequently, only a body of 
knowledge and certain basic principles can be learned; 
techniques and methods that may be unique to an indi- 
vidual psychiatrist must be developed and then prac- 
ticed under supervision. In no other facet of a psychia- 
trist's work is his/her personality, style of communica- 
tion, and professional experience so likely to play a 
direct part in success or failure. 

Finally, another reason why these programs have 
not developed at the same pace as other educational 
programs is that there have been few studies of the ef- 
fectiveness of consultation-liaison education. Evalua- 
tion of educational effectiveness is admittedly difficult 
in view of the goals of consultation-liaison psychia- 
try, namely, to effect a change in the physician's atti- 
tude and approach. The effects of educational pro- 
grams designed to impart knowledge and develop 
skills can be measured fairly easily, but attitudinal 
changes are extremely difficult to evaluate. Therefore, 
many consultation-liaison programs have no real idea 
of their effectiveness or lack thereof. 


CONCLUSIONS 


We anticipate that the number of psychiatric consul- 
tation-liaison programs will continue to grow over the 
next 10 years. The proliferation of training programs 
for primary care physicians will encourage this 
growth, as will psychiatry's gradual return to the main- 
stream of medicine. The role of the consultation-liai- 
son psychiatrist is a difficult one, and he must be 
trained solidly and well. It is our hope that the observa- 
tions presented in this paper, impressionistic though 
they are, will further stimulate interest in more serious 
studies of psychiatric consultation-liaison education. 
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Research Training in Psychiatry 


BY HERBERT PARDES, M.D., ALFRED M. FREEDMAN, M.D., AND VICTOR REUS, M.D. 


The authors examined data on 13 requests for federal 


support for psychiatric research investigation that 
were evaluated as part of the NIMH review of 
psychiatric education grants in fiscal year 1975. 
Thirteen factors were found to be associated with 
quality of psychiatric research training, and the 
interaction and importance of these factors are 
illustrated in summaries of 5 programs. The ideal 
program is described as one in which there is a clearly 
stated concept, content that is broad and relevant 
enough to interest trainees in psychiatry, a continuing 
evaluation process, and superior research that can be 
documented. Adequate depth and breadth in terms of 
faculty and facilities are also essential. The authors 
believe that all psychiatrists should be encouraged to 
integrate scientific observation into their professional 
work and to evaluate systematically the effectiveness 
of their clinical interventions. 


IF A MEDICAL discipline is to flourish, it must have the 
capacity to add new insights and new data to its knowl- 
edge base. Thus the research component is of critical 
import. In a growing discipline, some time must elapse 
before a cadre of investigators, a research methodolo- 
gy, and an armamentarium of techniques can be devel- 
oped. Psychiatry ostensibly is at this stage; but there is 
concern about the relatively small proportion of psy- 
chiatrists who are engaged in active research, which is 
due in part to the relative lack of emphasis in the train- 
ing of psychiatrists on the attitudes necessary for scien- 
tific investigation (1—4). This is probably partly a func- 
tion of the characteristics of training directors and/or 
students who are interested in a career in psychiatry 
and of the forces that mandate an almost exclusive at- 
tention to clinical issues in training. There are also un- 
resolved questions as to what constitutes an ideal envi- 
ronment for the production of a career researcher. 
Few opportunities have arisen to study this issue sys- 
tematically. 
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Recently, however, such an opportunity did present 
itself—the unique NIMH evaluation of psychiatric 
training grants in fiscal year 1975, which provided ex- 
tensive data that could be used to assess important cri- 
teria related to quality. The process of isolating such 
criteria is different for training programs that are few 
and highly specialized, such as research training, than 
it 1s for more numerous and wide-ranging programs, 
such as residency and undergraduate education. The 
latter programs can be divided into high- and low-qual- 
ity groups, and the critical characteristics that differ- 
entiate the two can then be identified. This is difficult 
with research training programs because the total num- 
ber evaluated was small (N=13) and there are major 
differences within this group. For example, some pro- 
grams are geared toward applicants who enter training 
near the end of or after residency and continue as fel- 
lows, while others are built into a residency program 
for all residents. . 

In order to extricate the primary criteria that form 
an evaluation matrix for research training, we re- 
viewed all grant proposals, site visit reports. and spe- 
cial consultant group (SCG) discussions from the 
NIMH review (see Eaton and associates [5] for a more 
complete discussion of the methodology). We then 
compared programs with comparable structures to de- 
termine whether these criteria did influence quality as 
measured by the evaluation process. 

One approach to exploring the influence of various 
criteria in research training is to examine quantifiable 
data on the programs reviewed. However, the neces- 
sary information was either unavailable for all pro- 
grams or was presented in such different forms as to 
preclude comparison.. Table 1 illustrates factors that, 
while demonstrating some trends, revealed no statisti- 
cally significant differences, probably because of the 
small sample size. Overall, programs with more facul- 
ty and trainees tended to be in the approved category. 
However, a systematic study designed to examine spe- 
cific factors in each program would be necessary if 
more definite conclusions were to be reached. 

Of more value, perhaps, are the less quantifiable 
data gleaned from this re-review of 13 grant requests in 
the area of psychiatric investigation. 


FACTORS RELATED TO QUALITY 
In our review of these requests, 7 of which were dis- 


approved and 6 approved, we found 13 factors, de- 
scribed below, that were associated’ with quality. 


TABLE 1 
Selected Descriptive Varlables on Research Tralning Programs 


Approved Disapproved 


Variable (N=6) (N=7) 
Money requested $101,700 $61,000 
Years of program 9.0 10.3 
Number of fellows requested 4.3 2.6 
Estimate of number of faculty 13.7 8.7 
Current trainees* 4.8 1.3 
Total trainees during life of program* 19.8 11.0 


*Based on 8 programs; data were unavailable for 4 disapproved programs and 
1 approved program. 


Cross-Fertilization and Department Impact 


Programs that were sequestered and unrelated to 
other programs in the department had a narrow im- 
pact. The general climate for the development of re- 
searchers is markedly enhanced by open research con- 
ferences and seminars or by research faculty being in- 
volved in residency programs. This generates a larger 
pool of potential psychiatric researchers, fosters a 
sympathetic and supportive attitude toward research 
within the general faculty of a department, and desig- 
nates research and research training as an important 
departmental priority. These trends were seen as both 
positive reflections and fruits of a strong research train- 
ing program. 

Productivity of Trainees or Program 


One would expect a research training program to 
produce people for whom investigation becomes a ca- 
reer or an important part of a career. Productivity 
might also be demonstrated by research that emanates 
from the program as a result of the training. Therefore, 
the production of investigators or investigation-orient- 
ed academicians and clinicians, scholarly productivity 
(e.g., publications), and assessment of major areas of 
research development were critical to the evaluation 
of these programs. 


Grant Quality 


Although there was a major attempt to make the 
quality of the grant proposal itself a small part of the 
overall evaluation, this factor did have some influence, 
particularly in 4 of the 13 proposals. Some grant pro- 
posals did not effectively communicate the nature of 
the program; in others, a great deal of ''filler" had 
been inserted to compensate for possible in- 
sufficiencies in data demonstrating the usefulness or 
productivity of the programs. Some proposals be- 
trayed an absence of sound, sophisticated knowledge 
and thinking about research training. 


Program Content 


One program seemed to have been very concerned 
with training exercises that would facilitate the train- 
ee's capacity to conceptualize, develop a research ori- 
entation, and to solve problems actively, rather than 
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simply focusing on acquisition of knowledge in a given 
area. Another program very effectively integrated re- 
search training with active clinical issues of concern in- 
that setting. A third program had a major focus on 
problems that were of considerable immediate interest 
to trainees in psychiatry. À fourth program very care- 
fully nurtured the investigator in terms of his/her spe- 
cific research interest and developed an individualized 
program to facilitate development in that area. 

On the other hand, there were programs that seemed 
devoid of content, which raised the question of wheth- 
er they were actually asking for research associates 
rather than trainees in their proposals. The SCG's at- 
tention to this area does not mean that they had pre- 
conceived ideas regarding the desirability of a formal- 
ized curriculum. Instead, the evaluators usually 
looked for some cogent strategy as to how training 
would function in a given setting, whether in a highly 
structured or very unstructured way. The evaluators 
were leery of programs that seemed to emphasize the 
prominence of the facilities or of the investigators on 
the faculty, with little or no attention to the needs of 
the trainees. 


Evaluation 


A lack of evaluation within programs, whether they 
were new or had been in existence for some time, was 
of course deemed a shortcoming. Insufficiencies in this 
area were noted in 5 of the 13 programs. However, 
there were programs that gave either individual pro- 
files of graduates or overall statements on careers or 
scholarly productivity of graduates. Some programs 
had generated convincing data on their productivity. 
However, evaluators were careful to note differences 


` in productivity over time. Although evaluators recog- 


nized the difficult situations some training programs 
had to deal with over the past several years, an extend- 
ed period of meager productivity that seemed unex- 
plained by recent funding difficulties was deemed a 
negative sign, even if the program had demonstrated 
substantial productivity in the past. 


Structure of the Program 


Some programs had a clear administrative structure 
for evaluating candidates, determining the nature of 
training, and supervising and reviewing fellows. Some 
were actively concerned with other issues facing re- 
search fellows, e.g., arranging opportunities for aug- 
menting income that would not require excessive ex- 
penditure of time and energy. Unfortunately, some 
programs paid little attention to the nature of the edu- 
cational process, the faculty's responsibility in evalua- 
tion of trainees, or to complex challenges involved in 
training investigators. | 


Faculty 


The track record of the faculty in terms of research’ 
activity and research training expertise was of major 
importance to the quality of the program. Grant pro- 
posals and site visits gave some indications of the fac- 


Am J Psychiatry 134, March 1977 Supplenrent 25 


RESEARCH TRAINING IN PSYCHIATRY 


ulty’s degree of sophistication regarding research train- 
ing. Another factor that emerged was interest and dedi- 
‘cation in the actual training process. Some researchers 
were willing to be listed as available but were not in a 
position to be involved in actual training or super- 
vision of research candidates. Having distinguished 
and outstanding researchers available seemed of little 
consequence if they were not actually participating in 
training. ) 

The availability of research faculty for informal con- 
sultation and supervision as well as more organized 
curricular events was important in evaluating the quali- 
ty of programs. In addition to general questions about 
the faculty, there were separate questions about the 
talents and involvement of the program director. Eval- 
uators were concerned when programs seemed depen- 
dent on one faculty member because his/her departure 
could mean either the end of the program or a marked 
reduction in its quality. 


Resources and Facilities 


The variety of actual research laboratories and popu- 
lations available was of major concern. Wide ranges of 
research possibilities enrich training programs and in- 
crease the probability that trainees will find the particu- 
lar areas of research that dovetail with their interests. 
Thus, the general resources and facilities of a depart- 
ment were important issues, but mere availability was 
not enough—the facilities had to be used by the train- 
ees. This was also the case with resources in the geo- 
graphical area or at the academic center. 


Incorrect Program Category 


An incorrect category, obviously a negative factor, | 


was found in 2 programs. However, there were other 
instances in which the nature of the trainees’ educa- 
tion did not fit the guidelines of the program or the pro- 
gram might more appropriately have been considered 
as an enrichment of another program rather than a sep- 
arate entity. Finally, in some instances questions were 
raised as to the real existence of training as opposed to 
simple enrichment of ongoing research. 


Applicants or Trainees 


The availability and quality of trainees and their de- 
gree of research interest were all related to the quality 
of a program. Some programs had a paucity of applica- 
tions, while others seemed to have a steady stream of 
qualified students. In order to avoid the dangers of ‘‘in- 
breeding," some programs seemed to seek applicants 
from outside the department. However, an absence of 
trainees from within the department would indicate 
that the research training program was of minor inter- 
est or consequence to the residents. This at times was 
a significant reflection of either the attitudes that had 
been generated within the rest of the department or the 
excitement or attractiveness of the research training 
program itself. 
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Site Visit 

Naturally, the site visit touched on many of the oth- ` 
er factors described in this section. However, some 
site visit reports were at variance with what was 
known about a program from the grant proposal or 
from general information. In one instance, a program 
considered to be very positive on many other grounds 
was given a poor evaluation by the site visitors. Site 
visitors’ comments about the activity or productivity 
of a given program gave an additional perspective to 
information gleaned from other sources. 


Overall Quality 


Statements of overall quality naturally overlapped 
with other factors but often represented more than the 
sum of the parts. Site visitors, consultants, or other 
sources might identify programs as being of the highest 
quality, most unique, creative, or productive. At times 
the idea of a national resource model was invoked to 
characterize unique programs of outstanding quality. 
Although this was obviously a function of a variety of 
factors, there were instances in which clear summary 
impressions were developed after all the data were re- 
viewed. | 


Nature or Quality of Research 


Comments were made about the caliber of research 
within the given institutions, particularly research di- 
rected by people primarily involved in the training pro- 
gram. In addition to quality, the specific nature of the 
research and its applicability to psychiatry was consid- 
ered particularly important. It was felt, for example, 
that the availability of some clinical research was a 
very positive factor that might induce trainees from 
clinical programs to seek inclusion in research training 


programs. 


PROGRAM SUMMARIES 


To some degree, isolating the factors we have de- 
scribed was an attempt to identify and delineate vari- 
ous areas in which research training programs could be 
measured. It does not reflect a conviction that these 
factors are independent; in fact, they are often in- 
extricably interwoven. To illustrate this, we will pre- 
sent summaries of several programs. i 


Program 1 


This is a program of relatively long duration that has 
attracted good people over the years. However, it is 
basically a one-man program, and the director is sched- 
uled for retirement. It is separated from a somewhat 
related program in the same department and there is 
no cross-fertilization; in fact, it is isolated from the rest 
of the university. Another disturbing issue is the rela- 
tive absence of such evidence of productivity as lists 
of published papers or descriptions of specific research 
products. Only one or two graduates of the program 
have pursued major research careers. In fact, there 


was some question as to whether this program de- 
served to-be called a research training program or 
should be thought of as part of the basic residency. 


Program 2 


This program has had major successes: its faculty is 
widely recognized and the entire department has been 
involved in research. The faculty includes outstanding 
clinicians as well as outstanding researchers. The defi- 
nition of research is such that incoming trainees can 
easily become involved in the research in a meaningful 
way. Further, the nature of the research, which has 
been heavily clinical, is readily communicated to train- 
ees. It seems that this type of research would attract 
people coming out of a psychiatric training program. 
The directors do not pretend to have all the answers 
about research training, but they attract highly quali- 
fied candidates. They also care enough about their can- 
didates to attempt to create a setting in which the latter 
can focus primarily on their research activities. Fur- 
ther, they involve candidates in the activities of the rest 
of the department. There are rich, diverse programs 
capable of supporting a substantial number of trainees. 
This program was judged of the highest quality. 


Program 3 


A unique factor in this program is that the overall de- 
partment has a research orientation. It is a first-class 
program with an outstanding research faculty and labo- 
ratories and receives many highly qualified applicants. 
Although there is no formal course work in the re- 
search training program itself, many of these graduates 
have had a research focus by virtue of their in- 
volvement in the residency training program in the de- 
partment. The research program is individually tai- 
lored to the development of the trainee's research ca- 
reer. Only 2 of 18 trainees have gone into private 
practice. 


Program 4 


An accent on individual research, a distinguished 
faculty, and a wide variety of research laboratories 
make this a very fine program. The faculty is knowl- 
edgeable about research training, and their sophisti- 
cation and concern about the quality of the program 
was illustrated in the data on their program. State- 
ments are available on all trainees, including a list of 
published papers and a statement of career directions. 
There is a focus on the development of thinking pro- 
cesses and approaches to research questions. While the 
program's record is good, there is some concern be- 
cause recent graduates have not entered research ca- 
reers at as high a rate as in the past. Another concern 
was that research training did not have an optimum 
amount of influence on other programs in the depart- 
ment. 


Program 5 


Research training in this program was said to be an 
important force ih strengthening the academic quality 
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of the department. There has been a long and, impres- 
sive record of training researchers; this also has had an 
influence on medical students. The strong and produc- 
tive faculty is involved in impressive research. How- 
ever, the research training of psychiatrists has been 
somewhat more modest than that of nonpsychiatrists. 
Further, research training seems to be somewhat sepa- 
rate from the rest of the department. There has been a 
paucity of trainees recently, with very few applicants 
from within the department. Two of the recent trainees 
did not seem to be very strong applicants. The general 
feeling was that although the research faculty was 
strong, their enthusiasm about involving themselves in 
the process of developing researchers was not clear. In 
addition, the program seemed to have weakened sub- 
stantially over time, and there was some question as to 
whether the substantial resources identified were real- 
ly used in the training program. The curriculum was 
considered meager, and the question arose as to wheth- 
er what was being supported was really research rath- 
er than research training. 


DISCUSSION 


The frustrations of research and the special needs of 
the researcher have been described in the litera- 
ture (6, 7), but interestingly, these issues received min- 
imal attention in the grant proposals we reviewed. 
Still, some of the best programs did demonstrate an 
awareness of issues unique to research training. These 
programs also tended to seek active participation and 
feedback from fellows. 

Although the need for research training and research 
emphasis in clinical training seems to enjoy consid- 
erable support in academic psychiatry, little system- 
atic exploration of the general issues and concerns has 
been undertaken. There has been dialogue on the opti- 
mal amount of structure in the curriculum—some 
would emphasize no formal curriculum, favoring an ap- 
prentice model in which the budding researcher is pro- 
vided with strong role models, while others believe 
that the basic principles of investigation can be taught 
and that an apprentice model might jeopardize flexibili- 
ty in choice of research focus by giving the trainees a 
narrow exposure to limited types of problems. Until 
there are hard data proving one model's superiority, 
all should be fostered. However, there is a distinction 
between programs with maximum flexibility and mini- 
mal structure and those with no overall conceptual fo- 
cus or guiding principles. 

The ideal program should have a clearly stated con- 
cept that is presented in the proposal. Its content 
should be broad and relevant enough to excite the in- 
terest of trainees in psychiatry, who should know the 
program by virtue of its impact on the department, per- 
haps on the residency program in particular. This im- 
pact should provide all psychiatry residents with some 
appreciation and understanding of the perspective of 
an investigator. 
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The administrative structure should include contin- 
uing evaluation of candidates, and they should be in- 
.volved in discussing the nature and concept of the 
training program and of their own work. The faculty 
should have research expertise and an appreciation of 
the problems of research training. There should be 
enough strength to cover a reasonable section of the 
field and enough depth to ensure that one faculty mem- 
ber is not indispensable. There must also be adequate 
research resources, settings, and populations. À pool of 
talented and motivated candidates is, of course, a ne- 
cessity. The research conducted by the faculty should 
be superior, and the program should have some dis- 
tinct feature or character that gives it emphasis. Most 
critically, the program must plan for and demonstrate 
its productivity. 

Obviously these criteria describe an ideal rather 
than a standard for approval. It was distressing that, in 
spite of the high priority assigned research training by 
the Psychiatry Education Branch, only 6 of the 13 ap- 
plications were approved. This may indicate that only 
a limited number of institutions have the necessary in- 
gredients to organize a research training program. 

The issue of productivity is critical for all training 
programs, and more studies like that by Fisher (8) 
should be undertaken. Perhaps a survey of all research 
training programs specifically designed to explore fac- 
tors linked to productivity might be useful. Some of 
the programs made exceptional efforts to demonstrate 
follow-up of trainees and specify productivity, while 
others gave the issue short shrift. 

All psychiatrists should be encouraged to integrate 
scientific observation into their professional work and 
to evaluate systematically the effectiveness of their 
clinical interventions (9, 10). Basic residency training 
. programs should develop in their trainees a continuing 
awareness of the research product and an ability to 
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evaluate data. Examination of these products of re- 
search training programs is as useful as evaluation of 
the productivity of the smaller group of identified new 
investigators. 

Caution is urged in interpreting the findings of this 
review, given the earlier comments regarding the mod- 
est character of the data. Still, it is felt that useful sug- 
gestions and leads for further efforts can be gleaned 
from the review. Also, since the vitality of the field 
rests so heavily on the issue of research and research 
training, the stakes are high enough to warrant squeez- 
ing the data hard to learn as much as we can. 
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Postscript 


BY FRANCIS N. WALDROP, M.D. 


DURING THE PAST DECADE the delivery of health care 
has been the subject of increasing scrutiny and debate 
by the public and the health professions and within the 
legislative, fiscal, and judicial systems. As a con- 
sequence, several persistent and systemic problems in 
the delivery of health care services have emerged with 
growing clarity. Among these problems are: widely 
varying access to and utilization of services, uneven 
quality of available services, and continuing escalation 
of service costs. Because the health care system is la- 
bor intensive, these problems in turn bear upon issues 
of health manpower (including mental health manpow- 
er), particularly geographic distribution, proportion of 
primary care versus specialty care providers, assur- 
ance of continued competence, adequate and consis- 
tent standards for awarding credentials to ensure quali- 
ty, and improved utilization and productivity of the. 
existing manpower pool. These problems are subtle 
and complex. Their resolution is probably no less diffi- 


Dr. Waldrop is Deputy Director, Alcohol, Drug Abuse, and Mental 
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cult than the need is urgent. The collective and cre- 
ative efforts of all concerned with mental health man- 
power education will be needed to shape strategies for 
coping with these problems in the next decade. 

The papers comprising this supplement were stimu- 
lated by a unique set of circumstances that necessitated 
a technical review in fiscal year 1975 of virtually all 
psychiatric education programs supported by NIMH. 
The sheer magnitude of this task, the extraordinary lo- 
gistics of its implementation, the close coordination be- 
tween the Psychiatry Education Branch and the aca- 
demic community, all combined with the high quality, 
intensiveness, and integrity of the effort, are particular- 
ly noteworthy. The perspective supplied by this re- 
view—trom the standpoint of both its process and con- 
tent—affords a helpful point of reference in consid- 
ering the manpower and training issues noted above. 
and the kinds of modified or new approaches in psychi- 
atric education that will be needed. 
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Hallucinations- 
and delusions 
rapid ly controlled 


Trapped by unrealistic perceptions... 

...and terrified by his hallucinations and delusions on admission. Because 
Navane (thiothixene) is particularly effective in controlling these symptoms and 
their resulting suspiciousness and anxiety, it can provide the essential first step 
toward restoring stabilization and facilitating the development of purposeful activity. 
Extensive clinical data and widespread experience confirm the effectiveness of 
Navane in rapidly controlling such typical psychotic behavior on admission. 

Long-term therapy is facilitated... 

...because Navane offers an unsurpassed safety record among effective 
neuroleptic agents, permitting continuing control of symptoms of psychoses such 
as hallucinations and delusions. Like other antipsychotic agents, extrapyramidal 
symptoms may occur, but are readily controlled through dosage adjustments 
or antiparkinsonian agents. Cardiovascular effects such as hypotension, and hepatic 
or hematopoietic effects rarely occur and are generally mild and transient, with 
no jaundice or agranulocytosis reported to date. 





An effective first step towards discharge... 


Navane 
(thiothixene) (thiothixene HCI) 


Capsules 1 mg., 2 mg., 5 mg., 10 mg., 20 mg. Concentrate 5 mg./ml.—Intramuscular 2 mg./ml. 


For prescribing information, including adverse reactions and ROCRIG Pfizer 


TT : . . : A division of Pfizer Pharmaceuticals 
contraindications, please see following page of this advertisement. New York, New York 10017 


E TRETMR war? à 
E. IN AVANE (thiothixene) (thiothixene hydrochlori 


Capsules: 1 mg, 2 mg, 5 mg, 10 mg, 20 mg Concentrate: 5 mg/ml Intramuscular: 2 mg/m 


PRESCRIBING INFORMATION 
e® (thiothixene) 
psules 1 mg,,2 mg, 5 mg, 10 mg, 20 mg 
(thiothixene hydrochloride) Concentrate: 5 mg/ml, 
Intramuscular: 2 mg/ml : 
Actions. Navane is a psychotropic agent of the 
thioxanthene series. Navane possesses certain 
‘chemical and pharmacological similarities to the 
piperazine phenothiazines and differences from the 
aliphatic group of phenothiazines. Navane's mode 
of action has not been clearly established. 
-Indications. Navane is effective in the manage- 
ment of manifestations of psychotic disorders. | 
: - Contraindications. Navane is contraindicated in 
EN atients with circulatory collapse, comatose states, 
| X Cental nervous system depression due to any 
‘cause, and blood dyscrasias. Navane is contra- 
indicated in individuals who have shown hyper- 
- "sensitivity to the drug. It is not known whether 
there is a cross-sensitivity between the thioxan- 
— thenes and the phenothiazine derivatives, but this 
ET ossibility should be considered. 
m, arnings. Usage in Pregnancy — Safe use of 
"nm Navane during pregnancy has not been estab- 
lished. Therefore, this drug should be given to 
pregnant patients only when, in the judgment of 
the physician, the expected benefits from the 
treatment exceed the possible risks to mother and 
p fetus. Animal reproduction studies and clinical 
E experience to date have not demonstrated any 
teratogenic effects. E F. 

In the animal reproduction studies with Navane, 
there was some decrease in conception rate and 
litter size, and an increase in resorption rate in 
rats and rabbits, changes which have been simi- 
j larly reported with other psychotropic agents. 
> After repeated oral administration to rats (5 to 

15 mg/kg/day), rabbits (3 to 50 mg/kg/day), and 
E monkeys (1 to 3 mg/kg/day) before and during 

gestation, no teratogenic effects were seen. (See 

Precautions.) i 

Usage in Children—The use of Navane in chil- 
dren under 12 years of age is not recommended 
because safety and efficacy in the pediatric age 
group have not been established. 

As is true with many CNS drugs, Navane may 
impair the mental and/or physical abilities re- 
quired for the performance of potentially hazard- 
ous tasks such as driving a car or operating ma- 

- chinery, especially during the first few days of 
therapy. Therefore, the patient should be cau- 
tioned accordingly. , 

As in the case of other CNS-acting drugs, pa- 

tients receiving Navane should be cautioned about 
the possible additive effects (which may include 
hypotension) with CNS depressants and with 
alcohol. 
Precautions. An antiemetic effect was observed 
in animal studies with Navane; since this effect 
may also occur in man, it is possible that Navane 
may mask signs of overdosage of toxic drugs and 
may obscure conditions such as intestinal ob- 
struction and brain tumor. 

In consideration of the known capability of 
Navane and certain other psychotropic drugs to 
precipitate convulsions, extreme caution should 
be used in patients with a history of convulsive 

' disorders or those in a state of alcohol withdrawal 
since it may lower the convulsive threshold. Al- 
though Navane potentiates the actions of the bar- 
biturates, the dosage of the anticonvulsant therapy 
should not be reduced when Navane is admin- 
istered concurrently. 

Caution as well as careful adjustment of the 
dosage is indicated when Navane is used in con- 
junction with other CNS depressants other than 
anticonvulsant drugs. 

Though exhibiting rather weak anticholinergic 
properties, Navane should be used with caution 

‘ in patients who are known or suspected to have 

iy glaucoma, or who might be exposed to extreme 
heat, or who are receiving atropine or related 
drugs. 

» Use with caution in patients with cardiovascu- 
lar disease. 

Also, careful observation should be made for 
pigmentary retinopathy, and lenticular pigmenta- 
tion (fine lenticular pigmentation has been noted 
in a small number of patients treated with Navane 
for prolonged periods). Blood dyscrasias (agran- 
ulocytosis, pancytopenia, thrombocytopenic pur- 
pura), and liver damage (jaundice, biliary stasis) 
have been reported with related drugs. 

ndue exposure to sunlight should be avoided. 

Photosensitive reactions have been reported in 

patients on Navane. 

Intramuscular Administration — As with all in- 
tramuscular preparations, Navane Intramuscular 
should be injected well within the body of a rela- 
tively large muscle. The preferred sites are the 
upper outer quadrant of the buttock (i.e., gluteus 
maximus) and the mid-lateral thigh. 

The deltoid area should be used only if well de- 
veloped, such as in certain adults and older chil- 

1 dren, and then only with caution to avoid radial 
nerve injury., Intramuscular injections should not 
be made into the lower and mid-thirds of the 
upper arm. As with all intramuscular injections, 
aspiration is necessary to help avoid inadvertent 
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injection into a blood vessel. 

Adverse Reactions. Note: Not all of the following 
adverse reactions have been reported with Navane 
(thiothixene). However, since Navane has certain 
chemical and pharmacologic similarities to the 
phenothiazines, all of the known side effects and 
toxicity associated with phenothiazine therapy 
should be borne in mind when Navane is used. 

Cardiovascular effects: Tachycardia, hypoten- 
sion, lightheadedness, and syncope. In the event 
hypotension occurs, epinephrine should not be 
used as a pressor agent since a paradoxical further 
lowering of blood pressure may result. Nonspe- 
cific EKG changes have been observed in some 
patients receiving Navane. These changes are usu- 
ally reversible and frequently disappear on con- 
tinued Navane therapy. The incidence of these 
changes is lower than that observed with some 
phenothiazines. The clinical significance of these 
changes is not known. 

CNS effects: Drowsiness, usually mild, may 
occur although it usually subsides with continu- 
ation of Navane therapy. The incidence of seda- 
tion appears similar to that of the piperazine group 
of phenothiazines, but less than that of certain 
aliphatic phenothiazines. Restlessness, agitation 
and insomnia have been noted with Navane. Sei- 
zures and paradoxical exacerbation of psychotic 
symptoms have occurred with Navane_ infre- 
quently. 

Hyperreflexia has been reported in infants de- 
livered from mothers having received structurally 
related drugs. 

In addition, phenothiazine derivatives have been 
associated with cerebral edema and cerebrospinal 
fluid abnormalities. 

Extrapyramidal symptoms, such as pseudo- 
parkinsonism, akathisia, and dystonia have been 
reported. Management of these extrapyramidal 
symptoms depends upon the type and severity. 
Rapid relief of acute symptoms may require the 
use of an injectable antiparkinson agent, More 
slowly emerging symptoms may be managed by 
reducing the dosage of Navane and/or adminis- 
tering an oral antiparkinson agent. 

Persistent Tardive Dyskinesia: As with all anti- 
psychotic agents tardive dyskinesia may appear in 
some patients on long term therapy or may occur 
after drug therapy has been discontinued. The 
risk seems to be greater in elderly patients on 
high-dose therapy, especially females. The symp- 
toms are persistent and in some patients appear 
to be irreversible. The syndrome is characterized 
by rhythmical involuntary movements of the 
tongue, face, mouth or jaw (e.g., protrusion of 
tongue, puffing of cheeks, puckering of mouth, 
chewing movements). Sometimes these may be 
accompanied by involuntary movements of ex- 
tremities, 

There is no known effective treatment for tar- 
dive dyskinesia: antiparkinsonism agents usually 
do not alleviate the symptoms of this syndrome. 
It is suggested that all antipsychotic agents be 
discontinued if these symptoms appear. 

Should it be necessary to reinstitute treatment, 
or increase the dosage of the agent, or switch to a 
different antipsychotic agent, the syndrome may 
be masked. 

It has been reported that fine vermicular move- 
ments of the tongue may be an early sign of the 
syndrome and if the medication is stopped at that 
time, the syndrome may not develop. 

Hepatic effects: Elevations of serum trans- 
aminase and alkaline phosphatase, usually tran- 
sient, have been infrequently observed in some 
patients. No clinically confirmed cases of jaun- 
dice attributable to Navane have been reported. 

Hematologic effects: As is true with certain 
other psychotropic drugs, leukopenia and leuco- 
cytosis, which are usually transient, can occur 
occasionally with Navane. Other antipsychotic 
drugs have been associated with agranulocytosis, 
eosinophilia, hemolytic anemia, thrombocytopenia 
and pancytopenia. 

Allergic reactions: Rash, pruritus, urticaria, 
photosensitivity and rare cases of anaphylaxis 
have been reported with Navane. Undue exposure 
to sunlight should be avoided. Although not ex- 
perienced with Navane, exfoliative dermatitis and 
contact dermatitis (in nursing personnel) have 
been reported with certain phenothiazines, 

Endocrine disorders: Lactation, moderate breast 
enlargement and amenorrhea have occurred in a 
small percentage of females receiving Navane. If 
persistent, this may necessitate a reduction in 
dosage or the discontinuation of therapy. Pheno- 
thiazines have been associated with false positive 
pregnancy tests, gynecomastia, hypoglycemia, hy- 
perglycemia, and glycosuria. 

Autonomic effects: Dry mouth, blurred vision, 
nasal congestion, constipation, increased sweat- 
ing, increased salivation, and impotence have oc- 
curred infrequently with Navane therapy. Pheno- 
thiazines have been associated with miosis, my- 
driasis, and adynamic ileus. 

Other adverse reactions: Hyperpyrexia, anorex- 
ia, nausea, vomiting, diarrhea, increase in appe- 
tite and weight, weakness or fatigue, polydipsia 
and peripheral edema. 






Although not reported with Navane, 
indicates there is a relationship] betweeg pheno- 
thiazine therapy and the occurrehce of a systemic 
lupus erythematosus-like syndrome. 

NOTE: Sudden deaths have occasionally been 
reported in patients who Have received certain 
phenothiazine derivatives. In some cases the cause 
of death was apparently carde arrest or asphyxia 
due to failure of the cough rèfiex. In others, the 
cause could not be determined nor could it be 
established that death was due XQ phenothiazine 
administration. 

Dosage and Administration, Dosage of Navane 
should be individually adjusted depending on the 
chronicity and severity of the condition. In gen- 
eral, small doses should be used initially and 
gradually increased to the optimal effective level, 
based on patient response. 

Some patients have been successfully main- 
tained on once-a-day Navane therapy. 

Usage in children under 12 years of age is not 
recommended because safe conditions for its use 
have not been established. 

Navane Intramuscular Solution—For Intramus- 
cular Use Only. Where more rapid control and 
treatment of acute behavior is desirable, the intra- 
muscular form of Navane may be indicated. It is 
also of benefit where the very nature of the pa- 
tient’s symptomatology, whether acute or chronic, 
renders oral administration impractical or even 
impossible. 

For treatment of acute symptomatology or in 
patients unable or unwilling to take oral medica- 
tion, the usual dose is 4 mg of Navane Intramus- 
cular administered 2 to 4 times daily. Dosage may 
be increased or decreased depending on response. 
Most patients are controlled on a total daily dos- 
age of 16 to 20 mg. The maximum recommended 
dosage is 30 mg/day. An oral form should sup- 
plant the injectable form as soon as possible. It 
may be necessary to adjust the dosage when 
changing from the intramuscular to oral dosage 
forms. Dosage recommendations for Navane Cap- 
sules and Concentrate appear in the following 
paragraphs. 

Navane Capsules; Navane Concentrate—In 
milder conditions, an initial dose of 2 mg three 
times daily. If indicated, a subsequent increase to 
15 mg/day total daily dose is often effective. 

In more severe conditions, an initial dose of 5 
mg twice daily. 

The usual optimal dose is 20 to 30 mg daily. If 

indicated, an increase to 60 mg/day total daily 
dose is often effective. Exceeding a total daily 
dose of 60 mg rarely increases the beneficial 
response. 
Overdosage. Manifestations include muscular 
twitching, drowsiness, and dizziness. Symptoms of 
gross overdosage may include CNS depression, 
rigidity, weakness, torticollis, tremor, salivation, 
dysphagia, hypotension, disturbances of gait, or 
coma, 

Treatment: Essentially symptomatic and sup- 
portive. For Navane oral, early gastric lavage is 
helpful. For Navane oral and Intramuscular, keep 
patient under careful observation and maintain an 
open airway, since involvement of the extrapyra- 
midal system may produce dysphagia and respira- 
tory difficulty in severe overdosage. If hypoten- 
sion occurs, the standard measures for managing 
circulatory shock should be used (I.V. fluids and/ 
or vasoconstrictors). 

If a vasoconstrictor is needed, levarterenol and 
phenylephrine are the most suitable drugs. Other 
pressor agents, including epinephrine, are not rec- 
ommended, since phenothiazine derivatives may 
reverse the usual pressor elevating action of these 
agents and cause further lowering of blood pres- 
sure. 

If CNS depression is present, recommended 
stimulants include amphetamine, dextroampheta- 
mine, or caffeine and sodium benzoate. Picro- 
toxin or pentylenetetrazol should be avoided. Ex- 
trapyramidal symptoms may be treated with anti- 
parkinson drugs, 

There are no data on the use of peritoneal or 

hemodialysis, but they are known to be of little 
value in phenothiazine intoxication, 
How Supplied. Navane (thiothixene) is available 
as capsules containing 1 mg, 2 mg, 5 mg, and 10 
mg. of thiothixene in bottles of 100 and 1,000. 
Navane is also available as capsules containing 
20 mg of thiothixene in bottles of 100 and 500. 

Navane (thiothixene hydrochloride) Concen- 
trate is available in 120 ml (4 oz.) bottles with an 
accompanying dropper calibrated at 2 mg, 4 mg, 
5 mg, 6 mg, 8 mg, and 10 mg. Each ml contains 
thiothixene hydrochloride equivalent to 5 mg of 
thiothixene. Contains alcohol, U.S.P. 7.096 v/v 
(small loss unavoidable). 

Navane (thiothixene hydrochloride) Intramus- 
cular solution is avaflable in a 2 ml amber glass 
vial in packages of 10. Each ml contains thio- 
thixene hydrochloride equivalent to 2 mg of thio- 
thixene, dextrose 5% w/v, benzyl alcohol 0.9% 
w/v, and propyl gallate 0.02% w/v. 

More detailed professional information avail- 


able on request. 
ROeRIG «Z5 


A division of Pfizer Pharmaceuticals 
New York, New York 10017 b 


When a period of intensive 
residential treatment is indicated:, 
THE BROWN SCHOOLS 


A community within a community to provide individualized treat- 
ment within a residential milieu. 
A program designed for: psychiatric illness, behavior problems in 
neurological patients, and rehabilitation of the mentally retarded. 
Three separate treatment centers plus a transitional treatment 
center provide individually prescribed programs of care, education, 
treatment and training for children, adolescents and adults. The cen- 
. ters are geographically separated to provide the proper residential 
iN group, yet near enough to benefit from the combined 
training and experience of a wide range of staff members. 


For information, write: The Director of Admissions, Department C-0, 
(J THE BROWN SCHOOLS, P.O. Box 4008, Austin, Texas 78765 


` 
—_ 


Meg = Toll Call: (512) 478-6662/Out of State Free: (800) 531-5305/From 
BY — Texas Free: (800) 292-5404 
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All our programs are accredited by the 
appropriate Councils of the Joint Com- BROWN 
mission on Accreditation of Hospitals. 


An Equal Opportunity Employer SCHOOLS 











The June 1977 issue of 


The American Journal of Psychiatry 


will feature 


e Images of the Mind: 


Psychiatry in the Commercial Film 
By Irving Schneider 


In the psychoneurotic patient 


\ 
_As Valium (diazepam) reduces- 
anxiety... secondary depressive 
symptoms often disappear _ 
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The patient's primary diagnosis: neurotic anxiety. But her excessive 
anxiety appears to be accompanied by secondary depressive symptoms 
as well. For patients like this, Valium (diazepam) can be doubly helpful. 
Because frequently, as Valium reduces the primary symptoms of psycho- 
neurotic anxiety, secondary depressive symptoms also tend to diminish. 

Moreover, Valium works promptly. The tense, anxious patient 
often feels calmer and more relaxed within hours. For most patients — 
particularly psychoneurotics — such prompt calming action can be 
immensely reassuring. It's immediate, tangible proof that their medication 
is providing significant benefits. 

More pronounced and long-lasting improvement, of course, takes 
additional time. But as Valium reduces overwhelming symptoms of 
anxiety and secondary depressive symptoms, most patients are likely to 
begin feeling better in a matter of days, rather than weeks. Equally 
important is the fact that, at recommended dosages, Valium is generally 
well tolerated. Reactions more serious than drowsiness, fatigue and 
ataxia are rarely reported. However, as with most CNS-acting agents, 
patients should be cautioned against drinking alcohol while on therapy 
with Valium. The use of minor tranquilizers during the first trimester of 
pregnancy should almost always be avoided. 


| (diazepam) 


2-mg, 5-mg, l0-mg scored tablets 
can help in more ways than one 


Please see following page fora summary of product information} 
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In the psychoneurotic patient“ 


Valium (diazepam) 


2-mg, 5-mg, l0-mg scored tablets 
can help in more ways than one . 






* 


Initial calming in hours Your anxious patient will be reassured by the prompt action of 
Valium. It's immediate, tangible proof that the medication is working. 


Significant improvement in days Because of the way Valium reduces the overwhelming 
symptoms of anxiety — with or without associated secondary symptoms — your patient begins 


to feel better often within a few days. 


Patient response you know, want and trust You get a certain kind of response with 
Valium. It's a pronounced response. A response which quickly reduces the patient's sense of 
being overwhelmed by anxiety and permits her to begin adapting to her problems and 


their solutions. 


Before prescribing, please consult complete product informa- 
tion, a summary of which follows: 
Indications: Tension and anxiety states; somatic complaints 
which are concomitants of emotional factors; psychoneurotic 
states manifested by tension, anxiety, apprehension, fatigue, 
depressive symptoms or agitation; symptomatic relief of acute 
agitation, tremor, delirium tremens and hallucinosis due to 
acute alcohol withdrawal; adjunctively in skeletal muscle spasm 
due to reflex spasm to local pathology; spasticity caused by 
upper motor neuron disorders; athetosis; stiff-man syndrome; 
-convulsive disorders (not for sole therapy). 
Contraindicated: Known hypersensitivity to the drug. Children 
under 6 months of age. Acute narrow angle glaucoma; may be 
used in patients with open angle glaucoma who are receiving 
appropriate therapy. 
Warnings: Not of value in psychotic patients. Caution against 
hazardous occupations requiring complete mental alertness. 
When used adjunctively in convulsive disorders, possibility of 
increase in frequency and/or severity of grand mal seizures 
may require increased dosage of standard anticonvulsant 
medication; abrupt withdrawal may be associated with tempor- 
ary increase in frequency and/or severity of seizures. Advise 
against simultaneous ingestion of alcohol and other CNS de- 
pressants. Withdrawal symptoms (similar to those with barbitu- 
rates and alcohol) have occurred following abrupt discon- 
tinuance (convulsions, tremor, abdominal and muscle cramps, 
vomiting and sweating). Keep addiction-prone individuals under 
careful surveillance because of their predisposition to habitua- 
tion and dependence. 

Usage in Pregnancy: Use of minor tranquilizers dur- 

ing first trimester should almost always be avoided 

because of increased risk of congenital malformations 

as suggested in several studies. Consider possibility 

of pregnancy when instituting therapy; advise patients 

to discuss therapy if they intend to or do become 

pregnant. 
Precautions: |f combined with other psychotropics or anticon- 
vulsants, consider carefully pharmacology of agents employed; 
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drugs such as phenothiazines, narcotics, barbiturates, MAO in- 
hibitors and other antidepressants may potentiate its action. 
Usual precautions indicated in patients severely depressed, or 
with latent depression, or with suicidal tendencies. Observe 
usual precautions in impaired renal or hepatic function. Limit 
dosage to smallest effective amount in elderly and debilitated to 
preclude ataxia or oversedation. 

Side Effects: Drowsiness, confusion, diplopia, hypotension, 
changes in libido, nausea, fatigue, depression, dysarthria, — 
jaundice, skin rash, ataxia, constipation, headache, inconti- 
nence, changes in salivation, slurred speech, tremor, vertigo, 
urinary retention, blurred vision. Paradoxical reactions such as 
acute hyperexcited states, anxiety, hallucinations, increased 
muscle spasticity, insomnia, rage, sleep disturbances, stimula- 
tion have been reported; should these occur, discontinue drug. 
Isolated reports of neutropenia, jaundice; periodic blood counts 
and liver function tests advisable during long-term therapy. 
Dosage: Individualize for maximum beneficial effect. Adults: 
Tension, anxiety and psychoneurotic states, 2 to 10 mg b.i.d. to 
q.i.d.; alcoholism, 10 mg t.i.d. or q.i.d. in first 24 hours, then 5 
mg t.i.d. or q.i.d. as needed; adjunctively in skeletal muscle 
spasm, 2 to 10 mg t.i.d. or q.i.d.; adjunctively in convulsive 
disorders, 2 to 10 mg b.i.d. to q.i.d. Geriatric or debilitated pa- 
tients: 2 to 2V» mg, 1 or 2 times daily initially, increasing as 
needed and tolerated. (See Precautions.) Children: 1 to 2⁄2 mg 
t.i.d. or q.i.d. initially, increasing as needed and tolerated (not 
for use under 6 months). 

Supplied: Valium* (diazepam) Tablets, 2 mg, 5 mg and 10 
mg—bottles of 100 and 500; Tel-E-Dose* packages of 100, 
available in trays of 4 reverse-numbered boxes of 25, and in 
boxes containing 10 strips of 10; Prescription Paks of 50, avail- 
able singly and in trays of 10. 


Roche Laboratories 
ROCHE » Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 









. Amino Acid Analysis 


> O N — 


. Trace Metal Analysis 
Lead Zinc 
Arsenic Copper 
Cadmium Magnesium 
Mercury 


Yours for the asking from 

*including 

blood and urine 
P.S. 
Call Toll Free 
(800) 423-3062 
In California 
Call Collect 
(213) 781-4934 





Speaking Out for 


America's Children 
Milton J. E. Senn 


A fascinating volume, based on state- 
ments by leading authorities in child 
development, that debunks the myth 
that America is a child-oriented society 
and exposes the basic inadequacy of our 
commitment to our children. 


"Once we can begin to expose the fact 
that we are not child-oriented, that we 
are hypocrites, ... we may be able to 
begin to do something. But it means a 
long hard road." 

—Marian Wright Edelman 
Cloth $13.50 Paper $4.95 


Psychoanalytic 
Assessment: 
The Diagnostic 


An Anthology of The Psychoanalytic 
Study of the Child 


Ruth S. Eissler, Anna Freud, Marianne 
Kris, and Albert J. Solnit, editors 
Foreword by Anna Freud 


This collection gathers together the most 
important contributions on developmen- 
tal assessment as originated by Anna 

Freud. Cloth $17.50 Paper $5.95 





Laboratory 
Services 


(On Hair and Other Organic Materials*) 





. Mechanical Optical Properties 
. Scanning Electron Microscopy 


and many more 
9. Transmission Electron Microscopy 
6. plus many other capabilities and their... 
... Medical importance are described in 
the new Laboratory Handbook. 


HEMEDCO 


ANALYTICAL LABORATORY 


HEW Lic. 404-1156 
14721 Califa Street, Van Nuys, CA 91411 


































Also available 


The Journal of the American 


Academy of Child Psychiatry 
Volume 16 (1977) 


Melvin Lewis, M.D., editor 
One-year subscription $21.50 
Single issues $6.00 


Yale University Press 
New Haven and London 


THE WOODS 
SCHOOLS 
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è co-educational, 12-month residential and day 
school for children and adults 


e developmental disabilities and multi-handicaps, 
mentally retarded, emotionally disturbed and 
cerebral palsied 


è therapeutic treatment programs supervised by 
multi-disciplinary teams 


e Camp Willowood, co-ed summer camp 
for ages 8 to 18 


aer 


Langhorne, Pa. 
19047 
(215) 757-3731 








The Challenge 


of Daycare 
Sally Provence, Audrey Naylor, 
and June Patterson 


A remarkably objective examination of 
the problems and potentials of daycare 
that stresses the importance of making 
daycare flexible and responsive to the 
individual child—realizing that a child’s 
changing emotional and physical needs 
continuously place new demands on the 
daycare setting. 


“The children, their parents, the day-to- 


day observations and reports provided 
in this volume are vivid and compel- 
ling."—Selma Fraiberg $15.00 


Physical Illness 
and Handicap 
in Childhood 


An Anthology of The Psychoanalytic 
Study of the Child 


Ruth S. Eissler, Anna Freud, Marianne 
Kris, and Albert J. Solnit, editors 
Foreword by Albert J. Solnit 


The papers collected in this volume 
show, in clinical detail, how an under- 
standing of emotional stresses can help 
adults and children to deal with and 
overcome the psychic consequences of 
illness. Cloth $17.50 Paper $5.95 









: Everybody 
B. knows somebo 
^ A— A whos been helped. 








| 
9e 


,o0222 799. 


The United Way is reaching out. It goes into 
every neighborhood. To every age group. Across 
every income level. 


To help. In a thousand ways. Thanks to you 


A neighbor. A relative. Maybe someone down the it works 


street who's out of work. Or sick. Or in trouble. 


Chances are the United Way helps someone you know. : 
Maybe someday it'll be helping you. FOR ALL OF US 


® United Way 





A Public Service of This Magazine & The Advertising Council è $ 
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United Way 
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SHARP: 

DOHME 

For a brief summary of prescribing 


information, please see last page of this advertisement; 





Dualaction 


— Trid 


containing perphenazine and amitriptyline HCI 






Marked agitation accompanying depression is a 
common problem in psychiatric practice, a problem 
often requiring dual-action therapy to effectively 
cope with both components of the disorder. TRIAVIL 
N 4-25 helps treat both. A formulation particularly 

= suited to psychiatric practice when higher doses are 
required, TRIAVIL 4-25 affords the psychiatrist the 
opportunity to treat marked agitation—each tablet 
containing 4 mg of the tranquilizer, perphenazine 
while helping to relieve the coexisting depression 

with 25 mg of the tricyclic antidepressant, 
amitriptyline HCI. 





N 


helps treat both 
the marked agitation 


and the depression 


An antidepressant alone may be adequate when 
^e accompanying anxiety is mild, but dual-action 
.RIAVIL should prove more appropriate when 
he anxiety or agitation (accompanying depression) 
» moderate or severe. 

The four formulations of TRIAVIL permit the 
isychiatrist to treat a relatively broad spectrum 
f depressed patients who manifest symptoms 
anging from moderate anxiety to severe agitation, 
nd allow for individualized dosage adjustment. 


[he advantages of dual-action 
'RIAVIL in psychiatric practice. 
Vith TRIAVIL, as anxiety or agitation with depres- 


on Is relieved, the patient may become more 
ccessible and cooperative. Many symptoms such as 


1somnia, fatigue, anorexia, and functional G.I. com- 


laints are frequently alleviated; symptomatic relief 


1ay enable the patient to function more effectively in 
is daily activities, and the psychotherapeutic process 


self may be aided. 





TRIAVIL simplifies therapy; 
encourages compliance. 


A single tablet encourages patients to take medication 
properly and reduces the risk of dosage confusion 
and error. Cost of therapy to the patient is usually less 
than when the components are prescribed individ- 
ually. To date, clinical evaluations of TRIAVIL have 
revealed no undesirable reactions peculiar to the 
combination. 


‘Treatment with TRIAVIL— 
a balanced view. 


TRIAVIL is contraindicated in CNS depression from 
drugs. in the presence of evidence of bone marrow 
depression, and in patients hypersensitive to pheno- 
thiazines or amitriptyline. It should not be used 
during the acute recovery phase following myocardial 
infarction or in patients who have received an 

MAOI within two weeks. Patients with cardiovascular 
disorders should be watched closely. It is not recom- 
mended in children or during pregnancy. The drug 
may impair mental or physical abilities required in 
the performance of hazardous tasks and may enhance 
the response to alcohol. Antiemetic effect may 
obscure toxicity due to other drugs or mask other dis- 
orders. Since suicide is a possibility in any depressive 
illness, patients should not have access to large 
quantities of the drug. Hospitalize as soon as possible 
any patient suspected of having taken an overdose. 





SHAB For a brief summary of prescribing information, 
OHME please see following page. 


* 


for moderate 

to severe anxiety 
or agitation 

and depression 


Available: 
TRIAVIL® 2-25: Each tablet contains 
2 mg perphenazine and 25 mg amitriptyline HCI. 


TRIAVIL® 2-10: Each tablet contains 
2 mg perphenazine and 10 mg amitriptyline HCl. 


TRIAVIL® 4-25: Each tablet contains 
4 mg perphenazine and 25 mg amitriptyline HCI. 


TRIAVIL® 4-10: Each tablet contains 
4 mg perphenazine and 10 mg amitriptyline HCl. 


INITIAL THERAPY FOR MANY PATIENTS 
TRIAVIL® 2-25 (or TRIAVIL® 4-25) t.i.d. or q.i.d. 


FOR FLEXIBILITY IN ADJUSTING MAINTENANCE THERAPY 
TRIAVIL? 2-10 (or TRIAVIL? 4-10) 


CONTRAINDICATIONS: Central nervous system depression from drugs 
(barbiturates, alcohol, narcotics, analgesics, antihistamines); bone marrow 
depression; known hypersensitivity to phenothiazines or amitriptyline. Do 
not give concomitantly with MAOI drugs because hyperpyretic crises, 
severe convulsions, and deaths have occurred from such combinations. 
Allow minimum of 14 days between therapies, then initiate therapy with 
TRIAVIL cautiously, with gradual increase in dosage until optimum 
response is achieved. Not recommended for use during acute recovery phase 
following myocardial infarction. 

WARNINGS: TRIAVIL should not be given with guanethidine or similarly 
acting compounds. Use cautiously in patients with history of urinary reten- 
tion, angle-closure glaucoma, increased intraocular pressure, or convulsive 
disorders. In patients with angle-closure glaucoma, even average doses may 
precipitate an attack. Patients with cardiovascular disorders should be 
watched closely. Tricyclic antidepressants, including amitriptyline HCl, par- 
ticularly in high doses, have been reported to produce arrhythmias, sinus 
tachycardia, and prolongation of conduction time. Myocardial infarction and 
stroke have been reported with tricyclic antidepressant drugs. Close super- 
vision is required for hyperthyroid patients or those receiving thyroid medi- 
cation. Caution patients performing hazardous tasks, such as operating 
machinery or driving motor vehicles, that drug may impair mental and/or 
physical abilities. In patients who use alcohol excessively, potentiation may 
increase the danger inherent in any suicide attempt or overdosage. Not rec- 
ommended in children or during pregnancy. 


PRECAUTIONS: Suicide is a possibility in depressed patients and may 
remain until significant remission occurs. Such patients should not have 
access to large quantities of this drug. 

Perphenazine: Should not be used indiscriminately. Use with caution in 
patients who have previously exhibited severe adverse reactions to other 
phenothiazines. Likelihood of untoward actions is greater with high doses. 
Closely supervise with any dosage. The antiemetic effect of perphenazine 
may obscure signs of toxicity due to overdosage of other drugs or make more 
difficult the diagnosis of disorders such as brain tumor or intestinal obstruc- 
tion. A significant, not otherwise explained, rise in body temperature may 
suggest individual intolerance to perphenazine, in which case discontinue. 

If hypotension develops, epinephrine should not be employed, as its 
action is blocked and partially reversed by perphenazine. Phenothiazines 
may potentiate the action of central nervous system depressants (opiates, 
analgesics, antihistamines, barbiturates, alcohol) and atropine. In concurrent 
therapy with any of these, TRIAVIL should be given in reduced dosage. 
May also potentiate the action of heat and phosphorous insecticides. 
Amitriptyline: In manic-depressive psychosis, depressed patients may 
experience a shift toward the manic phase if they are treated with an 
antidepressant. Patients with paranoid symptomatology may have an exag- 
geration of such symptoms. The tranquilizing effect of TRIAVIL seems to 
reduce the likelihood of this effect. When amitriptyline HCI is given with 
anticholinergic agents or sympathomimetic drugs, including epinephrine 
combined with local anesthetics, close supervision and careful adjustment of 
dosages are required. Paralytic ileus may occur in patients taking tricyclic 
antidepressants in combination with anticholinergic-type drugs. 

Caution is advised if patients receive large doses of ethchlorvynol concur- 
rently. Transient delirium has been reported in patients who were treated 
with 1 g of ethchlorvynol and 75-150 mg of amitriptyline HCI. 

Amitriptyline HCI may enhance the response to alcohol and the effects of 
barbiturates and other CNS depressants. 

Concurrent administration of amitriptyline HCI and electroshock therapy 
may increase the hazards associated with such therapy. Such treatment 
should be limited to patients for whom it is essential. Discontinue several 
days before elective surgery if possible. Elevation and lowering of blood 
sugar levels have both been reported. Use with caution in patients with 
impaired liver function. 

ADVERSE REACTIONS: Similar to those reported with either constituent 
alone. 
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riavil : 


containing perphenazine and amitriptyline HCI 


Perphenazine: Side effects may be any of those reported with phenothiz 
drugs: extrapyramidal symptoms (opisthotonus, oculogyric crisis, hw 
reflexia, dystonia, akathisia, acute dyskinesia, ataxia, parkinsonism) 
usually be controlled by the concomitant use of effective antiparkinso 
drugs and/or by reduction in dosage, but sometimes persist after disco: 
uation of the phenothiazine. 

Tardive dyskinesia may appear in some patients on long-term theraps 
may occur after drug therapy with phenothiazines and related agents 
been discontinued. The risk appears to be greater in elderly patients on Bi 
dose therapy, especially females. Symptoms are persistent and in s 
patients appear to be irreversible. The syndrome is characterized by rb 
mical involuntary movements of the tongue, face, mouth, or jaw (e.g., 
trusion of tongue, puffing of cheeks, puckering of mouth, chew 
movements). Involuntary movements of the extremities sometimes od 
There is no known treatment for tardive dyskinesia; antiparkinsonism agi 
usually do not alleviate the symptoms. It is advised that all antipsyct 
agents be discontinued if the above symptoms appear. If treatment is rei 
tuted, or dosage of the particular drug increased, or another drug substit 
the syndrome may be masked. It has been suggested that fine vermic 
movements of the tongue may be an early sign of the syndrome, and tha: 
full-blown syndrome may not develop if medication is stopped when lin 
vermiculation appears. 

Other side effects are skin disorders (photosensitivity, itching, erythe 
urticaria, eczema, up to exfoliative dermatitis); other allergic react 
(asthma, laryngeal edema, angioneurotic edema, anaphylactoid reactic 
peripheral edema; reversed epinephrine effect; hyperglycemia; endoc 
disturbances (lactation, galactorrhea, gynecomastia, disturbances of r 
strual cycle); altered cerebrospinal fluid proteins; paradoxical excitem 
hypertension, hypotension, tachycardia, and ECG abnormalities (quinic 
like effect); reactivation of psychotic processes; catatonic-like states; é 
nomic reactions, such as dry mouth or salivation, headache, anoré 
nausea, vomiting, constipation, obstipation, urinary frequency or in 
tinence, blurred vision, nasal congestion, and a change in pulse rate; 
notic effects; pigmentary retinopathy; corneal and lenticular pigmentat 
occasional lassitude, muscle weakness, mild insomnia. Other adverse 1 
tions reported with various phenothiazine compounds include blood dy: 
sias (pancytopenia, thrombocytopenic purpura, leukopenia, agranulocyt 
eosinophilia); liver damage (jaundice, biliary stasis); grand mal convulsi 
cerebral edema; polyphagia; photophobia; skin pigmentation; and failur 
ejaculation. 

Amitriptyline: Note: Listing includes a few reactions not reported for 
drug, but which have occurred with other pharmacologically similar tricy 
antidepressant drugs. Cardiovascular: Hypotension; hypertension; tach) 
dia; palpitation; myocardial infarction; arrhythmias; heart block; str 
CNS and Neuromuscular: Confusional states; disturbed concentration; 
orientation; delusions; hallucinations; excitement; anxiety; restlessn 
insomnia; nightmares; numbness, tingling, and paresthesias of the extr 
ties; peripheral neuropathy; incoordination; ataxia; tremors; seizures; é 
ation in EEG patterns; extrapyramidal symptoms; tinnitus; syndrom: 
inappropriate ADH (antidiuretic hormone) secretion. Anticholinergic: 
mouth; blurred vision; disturbance of accommodation; increased intraoc 
pressure; constipation; paralytic ileus; urinary retention; dilatation of uri: 
tract. Allergic: Skin rash; urticaria; photosensitization; edema of face 
tongue. Hematologic: Bone marrow depression including agranulocyt 
leukopenia; eosinophilia; purpura; thrombocytopenia. Gastrointestii 
Nausea; epigastric distress; vomiting; anorexia; stomatitis; peculiar té 
diarrhea; parotid swelling; black tongue. Rarely hepatitis (including alt 
liver function and jaundice). Endocrine: Testicular swelling and gyneco 
tia in the male; breast enlargement and galactorrhea in the female; incre: 
or decreased libido; elevated or lowered blood sugar levels. Other: D 
ness, weakness; fatigue; headache; weight gain or loss; increased pers 
tion; urinary frequency; mydriasis; drowsiness; alopecia. Withdra 
Symptoms: Abrupt cessation after prolonged administration may pro 
nausea, headache, and malaise. These are not indicative of addiction. 
OVERDOSAGE: All patients suspected of having taken an overdo 
should be admitted to a hospital as soon as possible. Treatment is syn 
matic and supportive. However, the intravenous administration of 1—3 
of physostigmine salicylate is reported to reverse the symptoms of tric; 
antidepressant poisoning. Because physostigmine is rapidly metabolized 
dosage of physostigmine should be repeated as required particularly if 
threatening signs such as arrhythmias, convulsions, and deep coma rect 
persist after the initial dosage of physostigmine. On this basis, in se 
overdosage with perphenazine-amitriptyline combinations, sympton 
treatment of central anticholinergic effects with physostigmine salicy 
should be considered. JéTRO6R! (DC6613212) Mt 


For more detailed information, consult your MSD Representative wary 
or see full Prescribing Information. Merck Sharp & Dohme, vi 


Division of Merck & Co., INC., West Point, Pa. 19486. i 


CHARLES € THOMAS - PUBLISHER - 


BASIC ,PRINCIPLES OF LONG-TERM PATIENT 
CARE: Developing a Therapeutic Community by Charles 
H. Kramer and Jeannette R. Kramer, Family Institute of 
Chicag\ Chicago. "76, 380 pp., 1 il., 21 tables, $19.75 


SCHOOL CONSULTATION: Readings about Preventive 

Techniques for Pupil Personnel Workers edited by Joel 
Peas. Roy Martin and Irwin Hyman, all of Temple 
Univ., Philadelphia. (29 Contributors) '77, 368 il., 20 tables, 
$14.95, paper 


HUMANIZING ORGANIZATIONAL BEHAVIOR edited 
by H. Meltzer, Washington Univ., St. Louis, Missouri, and 
Frederic R. Wickert, Michigan State Univ., East Lansing. 
(20 Contributors) '76, 456 pp., 14 il., $29.75 


THE EVOLUTION AND CHEMISTRY OF AGGRES- 
SION by Delbert D. Thiessen, Univ. of Texas, Austin. Fore- 
word by I. Newton Kugelmass. '76, 232 pp., 38 il., 27 tables, 
$18.50 


REHABILITATION MEDICINE AND PSYCHIATRY 
edited by Jack Meislin, Albert Einstein College of Medicine, 
Bronx, New York. Foreword by Walter E. Barton. (29 Con- 
tributors) '76, 564 pp., 1 il., 12 tables, $24.75 


BECOMING A PSYCHOTHERAPIST by Jacquelin 
Goldman, Univ. of Florida, Gainesville. '76, 140 pp., 2 il., 
$9.50 


IDENTITY GROUP PSYCHOTHERAPY WITH ADO- 
LESCENTS by Arnold W. Rachman, Private Practice, New 
York City. '75, 336 pp., $16.75 


MENTAL EVALUATION OF THE DISABILITY 
CLAIMANT by Frank O. Volle, Denver Mental Health 
Center, Inc., Denver, Colorado. '75, 132 pp., $10.50 


ARMED ROBBERY: Offenders and Their Victims by John 
M. Macdonald. Univ. of Colorado, Denver. Chapters by C. 
Donald Brannan. ’75, 456 pp., 8 tables, $18.50 


A VIEW INTO A MODERN, STATE-OPERATED, 
MENTAL HEALTH FACILITY: The Madden Zone Center 
edited by Robert A. deVito and Richard P. Tapley, both of 
Madden Zone Center, Hines, Illinois. (47 Contributors) '75, 
308 pp., 16 tables, $19.75 


PARAPSYCHOLOGY: Frontier Science of the Mind (5th 
Ptg.) by J. B. Rhine and J. G. Pratt, both of Duke Univ., 
Durham, North Carolina. '74, 236 pp., 10 il, 10 tables, 
$6.75 


THE PROMISCUOUS TEENAGER by Daniel T. Gian- 
turco and Harmon L. Smith, both of Duke Univ., Durham, 
North Carolina. '74, 128 pp., 14 il., $8.50 


THE OPEN TOKEN ECONOMY SYSTEM: A Handbook 
for a Behavioral Approach to Rehabilitation by Michael W. 
Welch and Jerre W. Gist, both of the Vocational Rehabilita- 
tion Center for Developmental and Learning Disorders, 
Univ. of Alabama, Birmingham. Foreword by Gerard i 
Bensburg. ’74, 224 pp. (6 3/4 x 9 3/4), 64 iL, $13.75 


PSYCHIATRIC ASSESSMENT BY SPEECH AND 
HEARING BEHAVIQR by Clyde L. Rousey, The Men- 
ninger Foundation, Topeka, Kansas. Foreword by J. Cotter 
Hirschberg. (18 Contributors) ’74, 392 pp., 12 tables, $18.75 





301-327 East Lawrence Avenue 


Principles and Techniques of INTERVENTION WITH 
HYPERACTIVE CHILDREN edited by Marvin J. Fine, 
Univ. of Kansas, Lawrence. (11 Contributors) '77, 328 pp., 
44 il., $21.50 ° 


HUMAN BEHAVIOR GENETICS compiled and edited by 
Arnold R. Kaplan, Ohio Dept. of Mental Health and 
Mental Retardation Research Center, Cleveland. (21 Con- 
tributors) '76, 496 pp. (6 3/4 x 9 3/4), 69 il., 86 tables, $67.75 


CRISIS SERVICES FOR CAMPUS AND COMMUNITY: 
A Handbook for the Volunteer by E. Robert Sinnett, Kansas 
State Univ., Manhattan. In collaboration with Cecil J. Kil- 
lacky, Anthony P. Jurich, Marylyde Kornfeld, Orma Lin- 
ford, Kathleen Keen Sinnett and Nancy Burnett. Foreword 
by Edward D. Greenwood. 76, 260 pp., 5 il, 12 tables, 
$12.50 


CASE STUDIES OF THE CLINICAL INTERPRETA- 
TION OF THE BENDER GESTALT TEST: Illustrations 
of the Interpretive Process for Graduate Training and Con- 
tinuing Professional Education by Clifford M. DeCato and 
Robert J. Wicks, both of Hahnemann Medical College and 
Hospital, Philadelphia. Foreword by Zygmunt A. Pio- 
trowski. '76, 152 pp., 31 il., $9.75 


OBESITY: Etiology, Treatment and Management edited by 
Milton V. Kline, The Institute for Research in Hypnosis, 
New York City; Lester L. Coleman, Albert Einstein College 
of Medicine, New York City; and Erika E. Wick, St. John's 
Univ., Jamaica, New York. (39 Contributors) '76, 480 pp., 
14 il., 34 tables, $21.75 


A PRIMER ON SCHOOL MENTAL HEALTH CON- 
SULTATION by Morton I. Berkowitz, Univ. of Pittsburgh, 
Pittsburgh, Pennsylvania. '75, 132 pp., $10.00 


CONTROVERSIAL ISSUES IN HUMAN RELATIONS 
TRAINING GROUPS edited by Kenneth T. Morris, Cen- 
tral Michigan Univ., Mount Pleasant, and Kenneth M. Cin- 
namon, Gestalt and Social Competency Institute, Shawnee 
Mission, Kansas. Foreword by Mike Kanitz. (7 Contributors ) 
'75, 168 pp., cloth-$9.75, paper-$5.95 


MENTAL EXAMINER'S SOURCE BOOK edited by 
Julian C. Davis, Florida State Hospital, Chattahoochee, and 
John P. Foreyt, Baylor College of Medicine, Houston, 
Texas. (11 Contributors) '75, 248 pp., 18 il. (5 in full color), 
37 tables, $14.50 


THE VARIETIES OF ABNORMALITY: A Phenomeno- 
logical Analysis by Raymond J. McCall, Marquette Univ., 
Milwaukee, Wisconsin. '75, 592 pp., 4 il., cloth-$22.50, 
paper-$16.95 


THE EMOTIONALLY DISTURBED CHILD: A Book of 
Readings (2nd Ptg.) compiled and edited by Larry A. Faas, 
Arizona State Univ., Tempe. (46 Contributors) '75, 400 pp., 
7 il., 10 tables, $14.50 


GESTALT THERAPY PRIMER: Introductory Readings 
in Gestalt Therapy edited by F. Douglas Stephenson, Con- 
sultation and Guidance Services and Gestalt Institute of 
North Florida, Gainesville. Foreword by Vincent O'Con- 
nell. (77 Contributors) ’75, 232 pp., 2 il., $16.50, paper 


Orders with remittance sent, on approval, postpaid 


Springfield e Illinois e 62717 
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WELL IT 
WORKS 


Rapidly effective 
in acute schizophrenia’ 


Average length of hospitalization was 6.1 days (range 1 to 8) for 13 
acutely psychotic schizophrenic patients treated with Prolixin 
Decanoate using the rapid neuroleptization technique. Dosage the 
first 72 hours averaged 73.2 mg. 


Psychotic symptoms diminished rapidly during the first week and * 
continued to abate throughout the 2-month study. 


Statistically significant improvement in 13 target symptoms of the 
Brief Psychiatric Rating Scale, including disorientation, hostility 
and uncooperativeness, occurred between pretreatment and final 
evaluation. 


Often works 
where others fail..: 


Of 52 chronic schizophrenic patients, hospitalized an average 175 
years, /1% showed Clinical improvement after Prolixin Decanoate 
therapy (25 mg every 7 to 14 days). 32 patients were refractory to 
prior therapy, including haloperidol combined with chlorpromazine 
or thioridazine. 


General mobilization of the patients was the most significant effect. 
/ patients could be discharged from the hospital. In 30 patients 
refractory to other medication, Prolixin Decanoate tended to inhibit 
withdrawal symptoms. 


4. at a fraction of the cost 


Prolixin Decanoate therapy at a maintenance dose of 25 mg. every 
28 days can cost from 53% to 6996 less than the lowest maintenance 
dosages of several oral medications (see table below). 


Comparison of estimated annual hospital costs for oral and injectable therapy, given the 
following examples: 
































Drug = Assumed > Form Cost Annual 
adult dosage* and potency per unit cost 
Prolixin 12.5-100 mg 5 mi vials 8Ct $ 13.00— 
Decanoate® every 28 days 25 mg/ml per mg 104.00 
Thorazine® (SKF 300-600 mg 100 mg tablets 5.1¢ 55.84 — 
brand of chlorpromazine) per day bottles of 1000 per tab™** 111.69 
Mellaril®(Sandoz 200-800 mg 100 mg tablets 11.6¢ 84.68 — 
brand of thioridazine) per day bottles of 1000 per tab** 338.72 
Haldol®(McNeil 5-50 mg 5 mg tablets 20.1¢ 133T— 
brand of haloperidol) per day bottles of 1000 per tab™ 733.65 
Navane®(Roerig 20-60 mg 20 mg tablets 21.5¢ 78.48 — 
brand of thiothixene) per day bottles of 500 per tab** 235.43 























See following page for brief summary. 


"Dosage level and interval should be determined on an individual basis, in accordance with 
patient's response to the particular drug as well as the manufacturer's specific recommenda- 
tions for the use of the product. **Based on prices listed in 1976 Red Book. *Based on Squibb 
list price of $9.95 per 5 ml vial. 


1. Donlon PT, Axelrad AD, Tupin JP and Chien C-p: Comp Psychiat 17:369-376, 1976. 
2. Christodoulidis H and Frangos H: Curr Ther Res 18:193-198, 1975. 
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Fluphenazine 
Decanoate Injection 


PROLIXIN DECANOATE 


Often works where 
others fail... 
at a fraction of the cost 





Prolixin Decanoate (Fluphenazine Decanoate Injection) provides 25 mg. 
fluphenazine decanoate per ml. in a sesame oil vehicle with 1.2% (w/v) benzyl 
alcohol as a preservative. 


CONTRAINDICATIONS: In presence of suspected or established subcortical 
brain damage. In patients who have a blood dyscrasia or liver damage, or who 
are receiving large doses of hypnotics, or who are comatose or severely 
depressed. In patients who have shown hypersensitivity to fluphenazine; 
cross-sensitivity to phenothiazine derivatives may occur. 

Not intended for use in children under 12. 


WARNINGS: Mental and physical abilities required for driving a car or oper- 
ating heavy machinery may be impaired by use of this drug. Physicians should 
be alert to the possibility that severe adverse reactions may occur which 
require immediate medical attention. Potentiation of effects of alcohol may 
occur. Safety and efficacy in children have not been established because of 
inadequate experience in use in children. 


Usage in Pregnancy: Safety for use during pregnancy has not been estab- 
lished; weigh possible hazards against potential benefits if administering this 
drug to pregnant patients. 


PRECAUTIONS: Caution must be exercised if another phenothiazine com- 
pound caused cholestatic jaundice, dermatoses or other allergic reactions 
because of the possibility of cross-sensitivity. When psychotic patients on 
large doses of a phenothiazine drug are to undergo surgery, hypotensive 
phenomena should be watched for; less anesthetics or central nervous sys- 
tem depressants may be required. Because of added anticholinergic effects, 
fluphenazine may potentiate the effects of atropine. 


Use fluphenazine decanoate cautiously in patients exposed to extreme 
heat or phosphorus insecticides; in patients with a history of convulsive 
disorders since grand mal convulsions have occurred; and in patients with 
special medical disorders such as mitral insufficiency or other cardiovascular 
diseases, and pheochromocytoma. Bear in mind that with prolonged therapy 
there is the possibility of liver damage, pigmentary retinopathy, lenticular 
and corneal deposits, and development of irreversible dyskinesia. 


Fluphenazine decanoate should be administered under the direction of a 
physician experienced in the clinical use of psychotropic drugs. Periodic 
checking of hepatic and renal functions and blood picture should be done. 
Renal function of patients on long-term therapy should be monitored; if BUN 
becomes abnormal, treatment should be discontinued. "Silent pneumonias” 
are possible. 


ADVERSE REACTIONS: Central Nervous System—Extrapyramidal symp- 
toms are most frequently reported. These include pseudoparkinsonism, dys- 
tonia, dyskinesia, akathisia, oculogyric crises, opisthotonos, and hyperreflexia; 
most often these are reversible, but they may be persistent. One can expect 
a higher incidence of such reactions with fluphenazine decanoate than with 
less potent piperazine derivatives or straight-chain phenothiazines. The inci- 
dence and severity will depend more on individual patient sensitivity, but 
dosage level and patient age are also determinants. As these reactions may 
be alarming, the patient should be forewarned and reassured. These reactions 
can usually be controlled by administration of antiparkinsonian drugs such as 
benztropine mesylate or intravenous Caffeine and Sodium Benzoate Injection 
U.S.P., and by subsequent reduction in dosage. 


Persistent Tardive Dyskinesia: As with all antipsychotic agents, persistent 
and sometimes irreversible tardive dyskinesia may appear in some patients 
on long-term therapy or may occur after discontinuation of drug. The risk 
seems greater in elderly patients, especially females, on high dosages. The 
syndrome is characterized by rhythmical involuntary movements of tongue, 
face, mouth, or jaw (e.g., protrusion of tongue, puffing of cheeks, puckering 
of mouth, chewing movements) and may be accompanied by involuntary 
movements of extremities. There is no known effective therapy for tardive 
dyskinesia; usually the symptoms are not alleviated by antiparkinsonism 
agents. If the symptoms appear, discontinuation of all antipsychotic agents 
is suggested. The syndrome may be masked if treatment is reinstituted, or 
drug dosage increased, or a different antipsychotic agent used. Reports are 
that fine vermicular movements of the tongue may be an early sign of the 
syndrome which may not develop if medication is stopped at that time. 


Phenothiazine derivatives have been known to cause restlessness, excite- 
ment, or bizarre dreams; reactivation or aggravation of psychotic processes 
may be encountered. If drowsiness or lethargy occur, the dosage may have 
to be reduced. Dosages, far in excess of the recommended amounts, may 
induce a catatonic-like state. 


d 


Autonomic Nervous System —Hypertension and fluctuations in blood pres 
sure have been reported. Although hypotension is rarely a problem, patient: 
with pheochromocytoma, cerebral vascular or renal insufficiency or severe 
cardiac reserve deficiency such as mitral insufficiency appear to be particu 
larly prone to this reaction and should be observed carefully. Supportive 
measures including intravenous vasopressor drugs should be instituted im 
mediately should severe hypotension occur; Levarterenol Bitartrate Injectior 
U.S.P. is the most suitable drug; epinephrine should not be used since pheno 
thiazine derivatives have been found to reverse its action. Nausea, loss o 
appetite, salivation, polyuria, perspiration, dry mouth, headache and constipa 
tion may occur. Reducing or temporarily discontinuing the dosage will usually 
control these effects. Blurred vision, glaucoma, bladder paralysis, feca 
impaction, paralytic ileus, tachycardia, or nasal congestion have occurred ir 
some patients on phenothiazine derivatives. 


Metabolic and Endocrine —Weight change, peripheral edema, abnorma 
lactation, gynecomastia, menstrual irregularities, false results on pregnancy 
tests, impotency in men and increased libido in women have occurred ir 
some patients on phenothiazine therapy. 


Allergic Reactions—ltching, erythema, urticaria, seborrhea, photosensi: 
tivity, eczema and exfoliative dermatitis have been reported with phenothia 
zines. The possibility of anaphylactoid reactions should be borne in mind 


Hematologic—Blood dyscrasias including leukopenia, agranulocytosis 
thrombocytopenic or nonthrombocytopenic purpura, eosinophilia, and pan: 
cytopenia have been observed with phenothiazines. If soreness of the mouth 
gums or throat or any symptoms of upper respiratory infection occur anc 
confirmatory leukocyte count indicates cellular depression, therapy shoulc 
be discontinued and other appropriate measures instituted immediately. 


Hepatic—Liver damage manifested by cholestatic jaundice, particularly 
during the first months of therapy, may occur; treatment should be discon 
tinued. A cephalin flocculation increase, sometimes accompanied by altera 
tions in other liver function tests, has been reported in patients who have hac 
no clinical evidence of liver damage. 


Others— Sudden deaths have been reported in hospitalized patients on 
phenothiazines. Previous brain damage or seizures may be predisposinc 
factors. High doses should be avoided in known seizure patients. Shortly 
before death, several patients showed flare-ups of psychotic behavior pat- 
terns. Autopsy findings have usually revealed acute fulminating pneumonia 
or pneumonitis, aspiration of gastric contents, or intramyocardial lesions. 
Although not a general feature of fluphenazine, potentiation of central nervous 
system depressants such as opiates, analgesics, antihistamines, barbiturates 
and alcohol may occur. 

Systemic lupus erythematosus-like syndrome, hypotension severe enough 
to cause fatal cardiac arrest, altered electrocardiographic and electroen: 
cephalographic tracings, altered cerebrospinal fluid proteins, cerebral edema 
asthma, laryngeal edema, and angioneurotic edema; with long-term use, skin 
pigmentation and lenticular and corneal opacities have occurred with pheno- 
thiazines. Local tissue reactions occur only rarely with injections of fluphena- 
zine decanoate. 

For full prescribing information, consult package insert. 


HOW SUPPLIED: 1 ml. Unimatic* single dose preassembled syringes and 
cartridge-needle units, and 5 ml. vials. 





Films on psychiatric management 
available from Squibb 


e A Step Beyond 

e A Chance for Change 

e A Way Out 

e Community Treatment of the Psychotic Patient 
e A New Concept in Psychiatric Management 

e Psychiatric Services in General Hospitals 

e The Quality of Care 


For further information contact your Squibb Representative 
or write: Squibb, Dept.FR Box 4000, Princeton, N.J. 08540 








©1977 E.R. Squibb & Sons, Inc.. H427-501 


A24 


S UIBB? The Priceless Ingredient of every product 
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Announcing Publication . . . 


MANUAL OF PSYCHIATRIC 
\ PEER REVIEW SE 


by the Peer Review Committee of the American Psychiatric Association, Donald G. Langsley, M.D., Chairperson in cooperation 
with the Joint Task Force on Diagnostic Criteria for Analyzability of the American Psychoanalytic Association, William Off- 
enkrantz, M.D., Chairperson, and the Peer Review Committee of the American Academy of Child Psychiatry. Larry B. Silver, 
M.D., Chairperson. 


MANUAL | 
OF | 


PSYCHIATRIC PEER REVIEW 








“This Manual provides a set of guidelines for district branches of APA and their peer review committees which should be adapted and 
modified in terms of local criteria, standards, and practices. The guidelines are not intended to be hard and fast rules. They are 
screening criteria, and not regulations to control practice. They are so designed that they can be utilized by non-physicians to identify 
those cases that can profitably be reviewed by psychiatrists serving on peer review committees. This document should be viewed as 
transitional, subject to revision as experience is gained, and continually updated in response to advances in psychiatric knowledge and 


changes in patterns of practice.... The application of these standards, and refinement through experience must rest with the peer 

review committees of district branches. ... It should help them to move ahead in the development of a peer review for American 
psychiatry.” 

Robert W. Gibson, M.D. 

President 


Part I titled PSYCHIATRIC PEER REVIEW contains sections on Basic Relationships and Responsibilities, Appointment of 
Peer Review Committees, Funding, Operations and Procedures, Medical Care Evaluation Studies, Appeals Processes, Special 
Problems, Confidentiality, Educational Aspects, Medical Ethics, Advocacy, Interdisci linary Aspects, with Appendices on Model 
Screening Format for Inpatient Treatment for Alcoholism, Model Screening Format for Outpatient Treatment, Sample Form for 
Requesting Extension of Office Treatment, Claims Review Guidelines Suggestions, APA Position Papers on Peer Review, 
Bibliography. 

Part II titled PSYCHOANALYTIC PEER REVIEW has sections on Steps in Peer Review for Psychoanalysis, Guidelines for 


Model Criteria Sets, Pilot Application of Guidelines for Model Criteria Sets, Sample Peer Review Form, Sample data from Pilot 
Applications of Guidelines, and Glossary of Terms Used. 


Part III titled PEER REVIEW AND CHILD PSYCHIATRY contains sections of Special Considerations, Legal Rights of Chil- 
dren, Issue of Confidentiality, Conclusions, References, and Appendices on Model Screen Criteria Format for Intermediate Care, 
for Acute Care in a Short Stay Facilities, and for Partial Hospitalization, Outpatient Diagnostic Evaluation Procedures, and Out- 
patient Treatment for Children and Adolescents. 


Published by the American Psychiatric Association, Washington, D.C., September 1976. 114 pages. Spiral binding. Single cop- 
ies, $6.00. For orders of 10 or more, $5.00 per copy. 


Send coupon to: 

Publication Services Division, 

American Psychiatric Association 

1700 18th St., N.W. 

Washington, D.C. 20009. 

"te send me copy(ies) of Manual of Psychiatric Peer Review, order #168, @ $6.00 ea; 10 or more copies. 
.00 ea. 
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The first epileptic seizure 

is most likely to occur EM 
duringearlychildhoodand © 
at the onset of puberty 


About 9 out of 10 epileptics experience their first seizure before the — 


age of 20— with the highest incidence between 5 and 7, when chil- ‘a 


dren start school, and at the onset of puberty, a time of physiological | eo 
and psychic turmoil.! The most common type, grand mal, occurs: 

in approximately 75% of epileptic children? and more than 50% 

of patients who suffer initially from petit mal develop grand mal E : 
seizures before they reach the age of 162 EC 


Mysoline(primidone)for . . 
controlofgrandmal,psycho- . 
motorandfocalepilepsy 

At the onset and afterwards — used alone or as concomitant 


therapy, MYSOLINE may reduce the frequency and. severity ok : 
major motor seizures—or even eliminate them. Excellent for com. 


trol of grand mal. Valuable for control of psychomotor!34 and 3 " 
focal epilepsy as well. e 


Add Mysoline when control with other anticon 
sants is inadequate —As concomitant therapy, MYSOLINE 
improve seizure control in grand mal and psychomotor e il 
The combined use of phenobarbital, diphenylhydantoin, ; 
MYSOLINE may have additive anticonvulsant effects without. 
tive side effects.ó s 


Change to Mysoline when other anticonvulsants fail 
A changeover to MYSOLINE is frequently warranted wher 
anticonvulsants must be discontinued because of importat 
effects, or when grand mal seizures are refractory to phenok 
with or without diphenylhydantoin.’ SUN 


advertisement for prescribing information, 





~~ Mysoline (primidong 


may be the start of a better life for the epileptic 


initial and maintenance therapy for 
grand mal, psychomotor and focal epilepsy 
, . 


BRIEF SUMMARY 
(For full prescribing information, 
see package circular.) 


Ayerst. 


AYERST LABORATORIES 
New York, N. Y. 10017 
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MYSOLINE ” Brand of PRIMIDONE 


Anticonvulsant 


ACTIONS: MYSOLINE acts on the central nervous system 
to raise seizure threshold or alter seizure pattern. The mecha- 
nism(s) of action of anticonvulsant drugs is not known. 


Primidone has anticonvulsant activity per se. In addition, its 
two metabolites possess anticonvulsant qualities. The major 
metabolite is phenylethylmalonamide (PEMA); the other is 
phenobarbital. In addition to its own anticonvulsant potential, 
PEMA potentiates phenobarbital. 


INDICATIONS: MYSOLINE, either alone or used con- 
comitantly with other anticonvulsants, is indicated in the con- 
trol of grand mal, psychomotor, and focal epileptic seizures. It 
may control grand mal seizures refractory to other anticonvul- 
sant therapy. 


CONTRAINDICATIONS: Primidoneis contraindicated 
in: 1) patients with porphyria and 2) patients who are hyper- 
sensitive to phenobarbital (see ACTIONS). 


WARNINGS: The abrupt withdrawal of antiepileptic 


medication may precipitate status epilepticus. 


The therapeutic efficacy of a dosage regimen takes several days 
before it can be assessed. 


Use in pregnancy: Recent reports strongly suggest an asso- 
ciation between the use of anticonvulsant drugs by women with 
epilepsy and an elevated incidence of birth defects in children 
born to these women. Reference has been made to primidone in 
several cases in which it was used in combination with other 
anticonvulsants; but its teratogenicity has not been conclusively 
demonstrated. The possibility exists that other factors, e.g., 
genetic factors or the epileptic condition, may contribute to the 
higher incidence of birth defects. The data also indicate that the 
great majority of mothers receiving anticonvulsant medication 
deliver normal infants. 


Anticonvulsant drugs should not be discontinued in patients in 
whom the drug is administered to prevent major seizures be- 
cause of the strong possibility of precipitating status epilepticus 
with attendant hypoxia and risk to both mother and the unborn 
child. 

When the nature, frequency, and severity of the seizures do not 
pose a clear threat to the patient, good medical practice requires 
that the physician weigh the expected therapeutic benefit of 
anticonvulsant therapy against possible risk on an individual 
basis. 


Neonatal hemorrhage, with a coagulation defect resembling 
vitamin K deficiency, has been described in newborns whose 
mothers were taking primidone and other anticonvulsants. 
Pregnant women under anticonvulsant therapy should receive 
prophylactic vitamin K, therapy for one month prior to, and 
during, delivery. 


The physician should weigh all of the foregoing considerations 
when treating and counseling epileptic women of childbearing 
potential. 


PRECAUTIONS: The total daily dosage should not exceed 
2 Gm. Since MYSOLINE therapy generally extends over pro- 
longed periods, a complete blood count and a sequential mul- 
tiple analysis-12 (SMA-12) test should be made every six 
months. 


In nursing mothers: There is evidence that in mothers 
treated with primidone, the drug appears in the milk in sub- 
stantial quantities. Since tests for the presence of primidone in 
biological fluids are too complex to be carried out in the average 
clinical laboratory, it is suggested that the presence of undue 
somnolence and drowsiness in nursing newborns of 
MYSOLINE-treated mothers be taken as an indication that 
nursing should be discontinued. 


ADVERSE REACTIONS: The most frequently occur- 
ring early side effects are ataxia and vertigo. These tend to dis- 
appear with continued therapy, or with reduction of initial 
dosage. Occasionally, the following have been reported: nausea, 
anorexia, vomiting, fatigue, hyperirritability, emotional dis- 
turbances, sexual impotency, diplopia, nystagmus, drowsiness, 
and morbilliform skin eruptions. Occasionally, persistent or 
severe side effects may necessitate withdrawal of the drug. 
Megaloblastic anemia may occur as a rare idiosyncrasy to 
MYSOLINEand toother anticonvulsants. The anemia responds 


to folic acid, 15 mg. daily, without necessity of « continuing 
medication. 


DOSAGE AND ADMINISTRATION: The averag 

adult dose is 0.75 to 1.5 Gm. per day. The initial dose is 250 m 

Increments of 250 mg. are added, usually at weekly inte 

to tolerance, or therapeutic effectiveness, up to daily dos no 
exceeding 2.0 Gm. A typical dosage schedule for the introduc 
tion of MYSOLINE (primidone) is as follows: 


Adults and Children Over 8 Years of Age 









lst Week 
250 mg. daily at bedtime 





2nd Week 
250 mg. b.i.d. 









3rd Week 
250 mg. t.i.d. 


4th Week 
250 mg. q.i.d. 






In children under 8 years of age. maintenance levels are es 
tablished by a similar schedule, but at one-half the adult dosage 
It is best to begin with 125 mg., with gradual weekly increases 
of 125 mg. a day, to a daily total usually between 500 mg. and 
750 mg. 


In patients already receiving other anticonvulsants. 
MYSOLINE should be gradually increased as dosage of the 
other drug(s) is maintained or gradually decreased. This reg 
men should be continued until satisfactory dosage level is 
achieved for combination, or the other medication is completely 
withdrawn. When therapv with this product alone is 
the objective, the transition should not be completed in less 
than two weeks. 


MYSOLINE 50 mg. Tablet can be used to practical adyantage 
when small fractional adjustments (upward or downward) 
may be required, as in the following circumstances: 
* for initiation of combination therapy 
* during "transfer" therapy 
* for added protection in periods of stress or stressful situa 
tions that are likely to precipitate seizures (menstruation 
allergic episodes, holidays, etc.) 


HOW SUPPLIED: MYSOLINE Tablets —No. 430 — Each 
tablet contains 250 mg. of primidone (scored), in bottles of 
100 and 1,000. Alsoin unitdose package of 100. No. 431 — Each 
tablet contains 50 mg. of primidone (scored), in bottles of 100 
and 500. MYSOLINE Suspension — No. 3850 — Each 5 cc. (tea 
spoonful) contains 250 mg. of primidone, in bottles of 8 fluid 
ounces. 


References: 1. Livingston, S.: Comprehensive Management 
of Epilepsy in Infancy, Childhood and Adolescence, Springfield 
IlI., Charles C Thomas, 1972, pp. 6, 7, 584. 2. Grossman, H.J.: 
Ill. Med. J. 135:260 (Mar.) 1969. 3. Scholl, M.L., in Conn 
H.F.: Current Therapy 1973, Philadelphia, Saunders, 1973. 
pp. 675-7. 4. Metrick, S.: C. M.D. 37:49( Jan.) 1970. 5. Forster. 
F.M.: Med. Clin. North Am. 47:1579 (Nov.) 1970. 6. White. 
P.T.: Wis. Med. J. 68:178 (Apr.) 1969. 7. Millichap, J.G.: 
Drug Ther. 1:15 (Oct.) 1971. 
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^ The Rape Victim 


by Elaine Hilberman, M.D. 


Mythologies about rape are legion. However, in recent years behavioral scientists hen 
mulated a body of information about rape and about an unfolding series of reaction 
-enced by the victim after rape. The aim of this concise, tightly reasoned book is to summa 
. what is now known about the needs and experiences of the victim and her family, and 0| 
-vide a framework in which the clinician can more knowledgeably supply assistance a! 
X. port. This document, published by the American Psychiatric Association, is the res 
. project of the Association's Committee on Women. 


Pointing out that the profound impact of rape stress is best understood in the context. of rape | 

as "a crime against the person and not the hymen," Dr. Hilberman sees rape as the ultimate 
violation of the self short of homicide, as an act of violence and humiliation in which not only is 
the victim's very existence threatened, and her inner and most private space invaded, but her . 
autonomy and control are totally demolished. Dr. Hilberman shows that if and when the victim = 
reports the crime, she is confronted with a complex series of yet additional stresses. growing —. 
out of her contact with the hospital, police, courts, media and community opinion. Additionally, —. 
her crisis differs from other crises in that her usual social support system is likely to be dis- 
rupted. Her immediate needs are for empathy and safety, and a sense of control over whatis 
happening in her dealings with the several agencies. Dr. Hilberman shows that in the absence f 
of sensitivity to these needs, the experience of reporting becomes another assault. 


This book presents a professional, sobering, and balanced picture of the problems of the 
victim and details what the clinician must know—about local hospital policy, criminal jt 
procedure, rape statutes, and community attitudes and services—in order to be able to tr 
victims with an understanding of the larger context in which rape occurs. E 


ELAINE HILBERMAN, M.D., is in the Department of Psychiatry at the iibi of No 
Carolina School of Medicine. 


. Paperback edition—$5.00 each, may be ordered from the AMERICAN PSYCHIATR! 
SOCIATION, Publication Sales, 1700 18th St., N.W., Washington, D.C. 20009. 


. Hardback edition—$7.95 may be ordered from Basic Books, Inc., 10 East 53rd Stree 
York, New York 10022. 
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From the Sleep Research Laboratory 
Dalmane urazepam HCl 


proved the most 


TOTAL SLEEP TIME (MEAN) 


effective hypnotic | "ses 
over 14 nights... 


For those patients who need it, 
Dalmane (flurazepam HCI) alone BASELINE PLACEBO | 
provides continued effectiveness” aa: 


Since insomnia is often transient and intermittent, the 
prolonged administration of a hypnotic is generally not 
necessary or recommended. But for those patients whose 

insomnia is a chronic problem, the continued effectiveness of 78 hr* 
Dalmane is a decided benefit. Even at the end of a 28-night 

medication period, patients with chronic insomnia were falling 

asleep faster, spending less time awake during the night, and DALMANE (flurazepam HCI) NIGHTS 1- 
sleeping substantially longer on Dalmane 30 mg A.s. than on 
baseline placebo nights (average results). This effectiveness was 
proved? and confirmed’ in two independent sleep research 
studies using a new 47night protocol. When similarly evaluated, 
pentobarbital was ineffective at the end of two weeks." 








DALMANE (flurazepam HCl) NIGHTS 2€ 


* Sienificantly increased over baseline placebo (p< 


14 consecutive nights: 
3 in sleep laboratory, 8 at home, 
3 in sleep laboratory 





..and now, the only one 
proved effective 
over 28 nights." 


[n previous studies, ^ 
chloral hydrate and glutethimide 
lost most or all effectiveness 


In fact, continued effectiveness for both inducing and maintain- 
ing sleep over 14 consecutive nights! has long been an exclusive 
benefit of Dalmane. No other available sleep agent, including 
chloral hydrate or glutethimide; has been able to demonstrate 
such effectiveness in the sleep research laboratory. 


Ihe safety record of 
Dalmane (flurazepam HCl) is well 
established 


Dalmane is relatively safe and well tolerated. Prolonged 
administration is not generally necessary, but if used repeatedly, 
periodic blood counts and liver and kidney function tests 
should be performed. 





noneed 
to Increase 
dosage 


Dalmane 
(flurazepam HCI) 


relatively safe... 


28 consecutive nights: 
3 in sleep laboratory, 7 at home, 
4 in sleep laboratory, 10 at home, 
4 in sleep laboratory’ 


Please see following page for a summary of product information. 

















1,5,714,28 nights... 


as needed, the effectiveness 


= £Dal 


flurazepam HCI) & 





maneoneAPs 


One 30-mg capsule h.s.—usual adult dosage /. 
(15 mg may suffice in some patients). 

One 15-mg capsule h.s.—initial dosage for 
elderly or debilitated patients. 


meets the challenge 


lll Patients fall asleep rap- 
idly, sleep longer on a single 
h.s. dose 

EB Nighttime awakenings 
and time spent awake are 
reduced 


EB Effectiveness maintained 
without dosage increase 
from night to night 


W Patients generally awaken 
refreshed; morning "hang- 
over” is infrequent 


Before prescribing Dalmane (flurazepam 
HCI), please consult complete product 
information, a summary of which follows: 
Indications: Effective in all types of insom- 
nia characterized by difficulty in falling 
asleep, frequent nocturnal awakenings and/ 
or early moming awakening; in patients 
with recurring insomnia or poor sleeping 
habits; in acute or chronic medical situa- 
tions requiring restful sleep. Since insomnia 
is often transient and intermittent, pro- 


longed administration is generaily not neces- 


sary or recommended. 

Contraindications: Known hypersensitivity 
to flurazepam HCI. 

Warnings: Caution patients about possible 
combined effects with alcohol and other 
CNS depressants. Caution against hazard- 
ous occupations requiring complete mental 


alertness (e.g., operating machinery, driving). 


Usage in Pregnancy: Several studies 
of minor tranquilizers (chlordiaze- 
poxide, diazepam, and meproba- 


mate) suggest increased risk of 
congenital malformations during the 


first trimester of pregnancy. Dalmane 
(flurazepam HCI), a benzodiazepine, 
has not been studied adequately to 
determine whether it may be asso- 
ciated with such an increased risk. 
Because use of these drugs is rarely a 
matter of urgency, their use durin 
this period should almost always k 
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of insomnia 


TOTAL SLEEP TIME (OVERALL MEAN)’ 


(5 patients with insomnia) 





Dalmane (flurazepam HCI) 
nights 1-3, 12-14, 26-28 


*Significantly increased 
over baseline placebo (p< .05). 


avoided. Consider possibility of preg- 

nancy when instituting therapy; 

advise patients to discuss therapy 

if they intend to or do become 

pregnant. 
Not recommended for use in persons under 
I5 years of age. Though physical and psy- 
chological dependence have not been 
reported on recommended doses, use cau- 
tion in administering to addiction-prone 
individuals or those who might increase 
dosage. 
Precautions: In elderly and debilitated, limit 
initial dosage to 15 mg to preclude overseda- 
tion, dizziness and/or ataxia. Consider 

otential additive effects with other hypnot- 

ics or CNS depressants. Employ usual pre- 
cautions in patients who are severely 
depressed, or with latent depression or sui- 
cidal tendencies. Periodic blood counts and 
liver and kidnev function tests are advised 
during repeated therapy. Observe usual pre- 
cautions in presence of impaired renal or 
hepatic function. 
Adverse Reactions: Dizziness, drowsiness, 
lightheadedness, staggering, ataxia and fall- 
ing have occurred, particularly in elderly or 
debilitated patients. Severe sedation, leth- 
argy, disorientation and coma, probably 
indicative of drug intolerance or overdosage, 
have been reported. Also reported: head- 
ache, heartburn, upset stomach, nausea, 
vomiting, diarrhea, constipation, GI pain, 


REFERENCES: 

I. Kales A, et al: Arch Gen Psychiatry 
23:226-232, Sep 1970 

2. Kales A, et al: Clin Pharmacol Ther 
18:356-363, Sep 1975 

3. Dement WC, et al: Long-term effectiveness 
of flurazepam 30 mg h.s. on chronic 
insomniacs. Presented at the I5th annual 
meeting of the Association for 
Psvchophvsiological Study of Sleep, 
Edinburgh, Scotland, Jun 30-Jul 4, 1975 


nervousness, talkativeness, apprehension, 
untavility, weakness, palpitations, chest 
pains, body and joint pains and GU com- 
plaints. There have also been rare occur- 
rences of leukopenia, granulocytopenia, 
sweating, flushes, difficulty in focusing, 
blurred vision, burning eyes, faintness, 
hypotension, shortness of breath, pruritus, 
skin rash, dry mouth, bitter taste, excessive 
salivation, anorexia, euphoria, depression, 
slurred speech, confusion, restlessness, hal- 
lucinations, paradoxical reactions, e.g., 
excitement, stimulation and hyperactivity, 
and elevated SGOT, SGPT, total aná direct 
bilirubins and alkaline phosphatase. 
Dosage: Individualize for maximum benefi- 
cial effect. Adults: 30 mg usual dosage; 15 
mg may suffice in some patients. Elderly or 
debilitated patients: 15 mg initially until 
response is determined. 

Supplied: Capsules containing 15 mg or 

30 mg flurazepam HCI. 
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ROCHE LABORA ORIES 
Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 
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Egited by Christian Guilleminault & William C. Dement, both of 
Stanford University, & Pierre Passouant, Service de Physio-Pathologie des 
Maladies Nerveuses, Montpellier, France 

Explores the clinical and polygraphic aspects of narcolepsy with 
discussions of daytime sleep attack and auxiliary symptoms of cata- 
plexy, hypnagogic hallucinations, and sleep paralysis. Also examines 
possible interrelations between age and the inversion of the two sleep 
states, frequency of behavioral changes, and the disorder's socio- 
economic impact. Volume 3 in Advances in Sleep Research. (A Spectrum 
publication) 

(0 470 15124-2) 1976 689pp. $40.00 


C PHARMACOLOGY OF 
BEHAVIOR AND MEMORY 


R. Yu. Il’'yuchenok, U.S.S.R. Academy of Sciences 


Surveys international literature on the subject and analyzes the 
influence of different pharmacological substances on behavior and 
memory stages. Details the roles of central cholinergic structures in 
emotion and memory, and the limbic and ascending reticular activating 
system in memory function. (A Hemisphere publication) 

(O 470 15116-I) 1976 2l6pp. $22.50 


C CRITICAL RATIONALITY IN 
PSYCHIATRY Quests and Inquiries 


Edited by Theo C. Manschreck & Arthur M. Kleinman, 

both of Harvard Medical School 

Here's a fresh appraisal of what's wrong with psychiatry today. The 
editors argue that psychiatry's broadly oriented fields have a common 
function in the critical appraisal of psychiatric knowledge in terms of 
development, testing, and elaboration. Coverage includes the brain 
and behavior, psychosis, the need for a clinical social science, psy- 
chosomatis in children, fatherhood and child psychology, psycho- 
history, drug abuse, and more. A volume in Clinical and Community 
Psychology (A Hemisphere publication) 

(0 470 99108-9) 1977 approx.400pp. $23.50 


C FROM GROUP DYNAMICS 

TO GROUP PSYCHOANALYSIS 
Therapeutic Applications of Group 
Dynamic Understanding 


Edited by Morton Kissen, Adelphi University 

A conceptual analysis of the associative connections between group 
dynamics and the group psychoanalytic approach to the treatment of 
various emotional disturbances. Discusses the entire range of group 
therapies, from psychoanalytic psychotherapy groups to non-ther- 
apeutic t-groups and group workshops. Extensive bibliography in- 
cluded. A volume in Clinical and Community Psychology. (A Hemisphere 


publication) 
(0 470 15132-3) 1976 362pp. $21.95 


C INTERPERSONAL APPROACH 
TO PSYCHOANALYSIS 
Contemporary View of 

Harry Stack Sullivan 


Gerald Chrzanowski, William Alanson White Institute, 
New York Medical College 


A critical study of interpersonal relations that expands Sullivanian 
psychiatry beyond its present theoretical and clinical boundaries to 
include a change in the concept of the self. (A Gardner publication) 


"...a timely and useful addition to the literature concerned with human 
behavior. Doctor Chrzanowski has presented a careful review of the 
interpersonal conceptualization of human growth and development 
and has extended some of Sullivan's ideas in ways that illuminate the 
earlier work and open it to further investigation." 

— Otto Allen Will, Jr., M.D., Medical Director, Austen Riggs Center, Inc. 
(0 470 99071-6) 1977 256pp. $16.95 


4. 
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L CATHARSIS IN PSYCHOTHERAPY 


Michael P. Nichols, Albany Medical College of Union University, 
& Melvin Zaxs, University of Rochester x 


Traces the use of catharsis from pre-scientific healing rituals to the 
present, and includes the various groups who currently use catharsis 
in treatment. Also explains its practical implication for clinical use. 
Exhaustive in scope. (A Gardner publication) 

(0 470 99064-3) 1977 approx.285pp. $17.50 


C METHODOLOGIES OF HYPNOSIS 
A Critical Appraisal of Contemporary 


Paradigms of Hypnosis 


Peter W. Sheehan, University of Queensland, Australia, 

& Campbell W. Perry, Concordia University, Montreal 

Evaluates the models of Hilgard, Barber, Sarbin, Sutcliffe, Orne, and 
Lond and Fuhrer. An historical introduction details the field's evolu- 
tion, and conclusions are drawn about future research directions from 
the models presented. Also outlines existing theoretical issues and 
establishes guidelines to research practices. (A Lawrence Erlbaum 
Associates publication) 

"A much-needed analysis of the contemporary state of the 
methodologies of hypnosis." — Choice 

(0 470 15028-9) 1976 329pp. $18.00 


C STRESS AND ANXIETY 
Vol. 4 


Edited by C.D. Spielberger, University of South Florida, 

& I.G. Sarason, University of Washington 

Considers environments and lifestyles, the nature and measure of 
state/trait anxiety, school children's anxiety, and clinical manifestations 
of anxiety in patients. A volume in Clinical and Community Psychology 
(A Hemisphere publication) 

(O 470 99016-3) 1977 336pp. $18.95 (tent.) 


[ ] FAMILY THERAPY 


Theory and Practice 
Edited by Philip J. Guerin, Jr., Center for Family Learning 


(A Gardner publication) 
(0 470 15089-0) 1976 553pp. $24.50 


wl Dept. AJP-78 
HALSTED PRESS 
Press A Division of John Wiley & Sons, Inc. 
605 Third Avenue 


New York, New York 10016 


Please send me the books checked above. 


O PAYMENT ENCLOSED plus applicable sales tax. Halsted pays 
postage/handling. We normally ship within 10 days. If shipment 
cannot be made within 90 days, full payment refunded. 
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CLEARING OF 


with i es 
once-a-day A:S. dosage* 


100-mg, 50- «mg, 258 10-mg CAPSULES and 
ORAL CONCHA lo mg/ml, 120-ml (4-oz) bottles 


*The total daily dosage of Sinequan, up to 150 mg. moy 
administered on a once-a-day schedule without loss of 


see Brief Summary on next DaGQe for information or 


contraindications, wari ings precautions ang adverse réaction: 





IN THE TREATMENT OF 
CLINICAL DEPRESSION— 


4 Cs 


-SINEQUAN 


- (DOXEPIN HCI) 


PROVIDES 
ANTIDEPRESSANT 


EFFECTIVENESS 


IN ADDITION IO 
OTHER, OF TEN BENEFICIAL, 
PROPERTIES... 















BRIEF SUMMARY 

SINEQUAN* (doxepin HCI) Capsules/Oral Concentrate 

Contraindications. Contraindicated in individuals who have shown hypersensitivity to the 
drug, and in patients with glaucoma or a tendency to urinary retention. Possibility of cross 
sensitivity with other dibenzoxepines should be kept in mind 

Warnings. The once-a-day dosage regimen of SINEQUAN in patients with intercurrent illness or 
patients taking other med:cations should be carefully adjusted. This is especially important in 
patients receiving other medications with anticholinergic effects. 

Usage in Geriatrics: The use of SINEQUAN on a once-a-day dosage regimen in geriatric 
patients should be adjusted carefully based on the patient's condition 

Usage in Pregnancy: Reproduction studies performed in animals have shown no evidence of 
harm to the animal fetus. Since there is no experience in pregnant women receiving this drug, 
safety in pregnancy has nct been established. There are no data with respect to the secretion of 
the drug in human milk and its effect on the nursing infant 

Usage in Children: Usage in children under 12 years of age is not recommended because 
safe conditions for its use have not been established 

MAO Inhibitors: Serious side effects and even death have been reported following the 

concomitant use of certain drugs with MAO inhibitors. Therefore, MAO inhibitors should be 
discontinued at least two weeks priortothe cautious initiation of therapy with this drug. The exact 
length of time may vary and is dependent upon the particular MAO inhibitor being used, the 
length of time it has been administered and the dosage involved. 
Precautions. Since drowsiness may occur with the use of this drug, patients should be warned 
of that possibility and cautioned against driving a car or operating dangerous machinery while 
taking this drug. Patients should also be cautioned that their response to alcohol may be 
potentiated 

Since suicide is an inherent risk in any depressed patient, and may remain so until significant 
improvement has occurred, patients should be closely supervised during the early course of 
therapy 

Should increased symptoms of psychosis or shift to manic symptomatology occur, it may be 
necessary to reduce dosage or add a major tranquilizer to the dosage regimen 
Adverse Reactions. NOTE: Some of the adverse reactions noted below have not been 
specifically reported with SINEQUAN use. However, due to the close pharmacological 
similarities among the tricyclics, the reactions should be considered when prescribing 
SINEQUAN. 

Anticholinergic Effects: Dry mouth, blurred vision, constipation, and urinary retention have 
been reported. If they dc not subside with continued therapy, or become severe, it may be 
necessary to reduce the dosage. 

Central Nervous System Effects: Drowsiness is the most commonly noticed side effect. This 
tends to disappear as therapy is continued. Other infrequently reported CNS side effects are 
confusion, disorientation, hallucinations, numbness, paresthesias, ataxia, extrapyramidal 
symptoms and seizures. 

Cardiovascular: Cardiovascular effects including hypotension and tachycardia have been 
reported occasionally. 

Allergic: Skin rash, edema, photosensitization, and pruritus have occasionally occurred 

Hematologic: Eosinophilia has been reported in a few patients. There have been occasional 
reports of bone marrow depression manifesting as agranulocytosis, leukopenia, thrombo- 
cytopenia, and purpura 

Gastrointestinal: Nausea, vomiting, indigestion, taste disturbances, diarrhea, anorexia, and 
aphthous stomatitis have been reported. (See anticholinergic effects.) 

Endocrine: Raised or lowered libido, testicular swelling, gynecomastia in males, enlargement 
of breasts and galactorrhea in the female, raising or lowering of blood sugar levels have been 
reported with tricyclic administration. 

Other: Dizziness, tinnitus, weight gain, sweating, chills, fatigue, weakness, flushing, jaundice, 
alopecia, and headache nave been occasionally observed as adverse effects. 
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CN 
CONVENIENT ONCE-A-DAY h.s. DOSAGE 


which may increase patient compliance. The toral 
daily dosage, up to 150 mg per day, may be given 
on a once-a-day schedule without loss of effec- 
tiveness. Sinequan may also be given on a e 
divided dosage schedule, up to 300 mg per day. 


PROMINENT SEDATIVE EFFECT ; 


which may help to relieve the difficulty in falling 
and staying asleep, and early-morning awakening 
often associated with depression. 


MARKED ANTIANXIETY ACTIVITY 


to help alleviate the anxiety which often accom- 
panies clinical depression. 


WELL TOLERATED | 


At doses up to 150 mg per day, Sinequan does not 
generally affect the antihypertensive activity of 
guanethidine and related compounds. Tachy- 
cardia and hypotension have occasionally been 
reported. Drowsiness is the most commonly ob- 
served side effect. Dry mouth, blurred vision, consti- 
pation and urinary retention have been reported. 


EXTENDED RANGE OF DOSAGE 


STRENGTHS 
for flexibility in individualizing therapy. 


Dosage and Administration. For most patients with illness of mild to moderate severity, a 
starting dose of 25 mg ta.d. is recommended. Dosage may subsequently be increased or 
decreased at appropriate intervals and according to individual response. The usual optimum 
dose range is 75 mg/day to 150 mg/day. 

In more severely ill patients an initial dose of 50 mg tad. may be required with subsequent 
gradual increase to 300 mg/day if necessary. Additional therapeutic effect is rarely to be 
obtained by exceeding a dose of 300 mg/day 

In patients with very mild symptomatology or emotional symptoms accompanying organic 
disease, lower doses may suffice. Some of these patients have been controlled on doses as low 
as 25-50 mg/day 

As an alternative regimen, the total daily dosage, up to 150 mg, may be given on a once-a-day 
schedule without loss of effectiveness. This dose may be given at bedtime. 

Anti-anxiety effect is apparent before the antidepressant effect. Optimal antidepressant effect 
may not be evident for two to three weeks 
Overdosage. A. Signs and Symptoms 

1. Mild: Drowsiness, stupor, blurred vision, excessive dryness of mouth 

2 Severe: Respiratory depression, hypotension, coma, convulsions, cardiac arrhythmias and 
tachycardias 

Also: urinary retention (bladder atony), decreased gastrointestinal motility (paralytic ileus), 
hyperthermia (or hypothermia), hypertension, dilated pupils, hyperactive reflexes 
B. Management and Treatment 

1. Mild: Observation and supportive therapy is all that is usually necessary. 

2. Severe: Medical management of severe SINEQUAN overdosage consists of aggressive 
supportive therapy. If the patient is conscious, gastric lavage, with appropriate precautions to 
prevent pulmonary aspiration, should be performed even though SINEQUAN is rapidly absorbed 
The use of activated charcoal has been recommended, as has been continuous gastric lavage 
with saline for 24 hours or more. An adequate airway should be established in comatose patients 
and assisted ventilation used if necessary EKG monitoring may be required for several days, 
since relapse after apparent recovery has been reported. Arrhythmias should be treated with the 
appropriate antiarrhythmic agent. It has been reported that many of the cardiovascular and CNS 
symptoms of tricyclic antidepressant poisoning in adults may be reversed by the slow intra- 
venous administration of 1 mg to 3 mg of physostigmine salicylate. Because physostigmine is 
rapidly metabolized, the dosage should be repeated as required. Convulsions may respond to 
standard anticonvulsant therapy; however, barbiturates may potentiate any respiratory depres- 
sion. Dialysis and forced diuresis generally are not of value in the management of overdosage 
due to high tissue and protein binding of SINEQUAN. 

Supply. Available as capsules containing doxepin HCI equivalent to 10 mg, 25 mg, 50 mg, and 
100 mg doxepin in bottles of 100, 1000, and unit-dose packages of 100 (10 x 10's). SINEQUAN 
(doxepin HCI) 25 mg and 50 mg are also available in bottles of 5000. SINEQUAN Oral 
Concentrate is available in 120 ml bottles with an accompanying dropper calibrated at 5 mg, 
10 mg, 15 mg, 20 mg, and 25 mg. Each ml contains doxepin HCI equivalent to 10 mg doxepin 
Just prior to administration, SINEQUAN Oral Concentrate should be diluted with approximately 
120 ml of water, whole or skimmed milk, or orange, grapefruit, tomato, prune or pineapple juice. 
SINEQUAN Oral Concentrate is not physically compatible with a number of carbonated 
beverages. For those patients requiring antidepfessant therapy who are on methadone 
maintenance, SINEQUAN Oral Concentrate and methadone syrup can be mixed together with i 
Gatorade", lemonade, orange juice, sugar water, Tang", orewater; but not with grape juice. 
Preparation and storage of bulk dilutions is not recommended. 

More detailed professional information available on request. 
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symptomatic help for the schizophrenic patient 





Daxolin 


(loxapine succinate) 


Loxapine succinate has been evaluated clinically by the BPRS 
(Brief Psychiatric Rating Scale) in both acute and chronic 
schizophrenia, and in all age groups. 


Summary of Efficacy at End of Treatment in 11 Studies (by BPRS Item Profile)! 


Mean Improvement Change from Baseline 


Mean Improvement Change 
from Baseline 
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CHRONIC SCHIZOPHRENIA 
(at least 1 year psychiatric hospitalization—6 studies) 
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Eleven controlled, double-blind studies!involved 235 acute and chronic schizophrenic patients treated with 
loxapine, 118 patients treated with trifluoperazine, and 116 patients treated with chlorpromazine. Statistical 
analyses of BPRS rating data showed consistently superior results in the acute patients in all three groups. 
Though differences between loxapine and the reference agents in individual studies varied in relation to the 
degree and frequency of observation, the variations, when present in acute patients, generally indicated a_ + 
more positive response to loxapine. , P 





Educational program for family and friends 


EMP (Empathic) Communications was originated to help family 7 
and friends understand and provide more support to the patient. 
This program encourages their active cooperation in the patient's 
adjustment to therapy and rehabilitation and is available free 

of charge. 


The first booklet in the program answers 
questions on how to cope with the 
schizophrenic patient. The second covers 
family relations with the hospitalized 
schizophrenic. The third deals with drug 
therapy in schizophrenia. Other booklets 
are planned to provide further guidance to 
family, friends, employer, co-workers, and 
paramedical personnel in their dealings 
with the patient. 


Professional information for you 


Psychiatric Interfaces, offered to you free 
of charge, is a new professional service 
dealing with current psychiatric trends. 
Presenting the observations and viewpoints 
of psychiatrists on mental-health care, it is 
intended to help you keep up to date on 
interesting new developments in psychiatry. 





a comprehensive program centered on 


Daxolin 


(loxapine succinate) 


- to help control symptoms in acute 
and chronic schizophrenia 





See last page for full prescribing information. 





 Daxolin 


' (lexapine succinate) 





helps control symptoms in acute and chronic schizophrenia 


10 mg (light and dark 
blue), bottles of 100 
and 1000. 


25 mg (blue and 
white), bottles of 100 


and 1000. 


50 mg (blue and 
maroon), bottles of 100 
and 1000. 





Description: DAXOLIN (loxapine succinate), a 
dibenzoxazepine compound, represents a new sub- 
class of tricyclic antipsychotic agent, chemically dis- 
tinct from the thioxanthenes, butyrophenones, and 
phenothiazines. Chemically, it is 2-chloro-11-(4- 
methyl-1-piperazinyl) dibenz [b,f] [1,4] oxazepine. It is 
present in capsules as the succinate salt. Each 1.36 
mg of loxapine succinate is equivalent to 1 mg of 
loxapine. 

Actions: Pharmacologically, loxapine is a tranquilizer 
for which the exact mode of action has not been estab- 
lished. However, changes in the level of excitability of 
subcortical inhibitory areas have been observed in 
several animal species in association with such man- 
ifestations of tranquilization as calming effects and 
suppression of aggressive behavior. 

In normal human volunteers, signs of sedation were 
seen within 20 to 30 minutes after administration, were 
most pronounced within 1¥2 to 3 hours, and lasted 
through 12 hours. Similar onset and duration of primary 
pharmacologic effect was seen in animals. 

Absorption of loxapine following oral or parenteral 
administration is virtually complete. The drug is re- 
moved rapidly from the plasma and distributed in 
tissues. Animal studies suggest an initial preferential 
distribution in lungs, brain, spleen, heart, and kidney. 
Loxapine is metabolized extensively and excreted 
mainly in the first 24 hours. Metabolites are excreted in 
the urine in the form of conjugates but are unconju- 

ated in the feces. 

ndications: DAXOLIN is indicated for the manifesta- 
tions of schizophrenia. 
Contraindications: DAXOLIN (loxapine succinate) is 
contraindicated in comatose or severe drug-induced 
depressed states (alcohol, barbiturates, narcotics, 


etc.). 

DAXOLIN is contraindicated in individuals with 

known hypersensitivity to the drug. 
Warnings: Usage in Pregnancy: afe use of DAXOLIN 
durin he pregnancy or lactation has not been estab- 
lished; therefore, its usein pregnancy, in nursing moth- 
ers, or in women of childbearing potential requires that 
the benefits of treatment be weighed against the possi- 
ble risks to mother and child. No embryotoxicity or 
teratogenicity was observed in studies in rats, rabbits 
or dogs. With the exception of one rabbit study, the 
highest dosage was two times the maximum recom- 
mended human dose and in some studies the dose 
was lower. Perinatal studies have shown renal papillary 
abnormalities in ib of rats treated from mid- 
pregnancy with doses of 0.6 and 1.8 mg/kg doses 
which approximate the usual human dose but which 
are considerably below the maximum recommended 
human dose. 

ees in Children: Studies have not been performed 
in children; therefore this drug is not recommended for 
use in children below the age of 16. 

DAXOLIN, like other tranquilizers, may impair mental 
and/or physical abilities, especially during the first few 
days of therapy. Therefore, ambulatory patients should 
be warned about activities requiring alertness (eg, op- 
erating vehicles or machinery), and about concomitant 
use of alcohol and other CNS depressants. 
Precautions: DAXOLIN should be used with extreme 
Caution in patients with a history of convulsive disor- 
ders since it lowers the convulsive threshold. Seizures 


have been reported in epileptic patients receiving 
DAXOLIN at antipsychotic dose levels, and may occur 
even with maintenance of routine anticonvulsant drug 
therapy. 

Loxapine has an antiemetic effect in animals. Since 
this effect also may occur in man, loxapine may mask 
signs of overdosage of toxic drugs and obscure condi- 
tions such as intestinal obstruction and brain tumor. 

DAXOLIN should be used with caution in patients 
with cardiovascular disease. Increased pulse rates 
have been reported in the majority of patients receiving 
antipsychotic doses; and transient hypotension has 
been reported. In the presence of severe hypotension 
requiring vasopressor therapy, the preferred drugs 
may be norepinephrine or angiotensin. Usual doses of 
epinephrine may be ineffective because of inhibition of 
its vasopressor effect by loxapine. 

The possibility of ocular toxicity from loxapine cannot 
be excluded at this time. Therefore, careful observation 
should be made for pigmentary retinopathy and len- 
ticular pigmentation since these have been observed 
in some patients receiving certain other antipsychotic 
drugs for prolonged periods. 

Because of possible anticholinergic action, the drug 
should be used cautiously in patients with glaucoma or 
a tendency to urinary retention, particularly with con- 
comitant administration of anticholinergic-type anti- 
parkinsonian medication. 

Adverse Reactions: CNS Effects: Manifestations of 
adverse effects on the central nervous system, other 
than extrapyramidal effects, have been seen infre- 
quently. Drowsiness, usually mild, may occur at the be- 
ginning of therapy or when dosage is increased. It 
usually subsides with continued DAXOLIN (loxapine 
succinate) therapy. The incidence of sedation has 
been less than that of certain aliphatic phenothiazines 
and slightly more than the piperazine phenothiazines. 
Dizziness, faintness, staggering gait, muscle twitching, 
weakness, and confusional states have been reported. 

Extrapyramidal Reactions—Neuromuscular (extra- 
pyramidal) reactions during the administration of DAX- 
OLIN have been reported frequently, often during the 
first few days of treatment. In most patients, these reac- 
tions involved parkinsonism-like symptoms such as 
tremor, rigidity, excessive salivation, and masked fa- 
cies. Akathisia (motor restlessness) also has been re- 
ported relatively frequently. These symptoms are usu- 
ally not severe and can be controlled by reduction of 
DAXOLIN dosage or by administration of antiparkinso- 
nian drugs in usual dosage. Dystonic and dyskinetic 
reactions have occurred less frequently, but may be 
more severe. Dystonias include spasms of muscles of 
the neck and face, tongue protrusion, and oculogyric 
movement. Dyskinetic reaction has been described in 
the form of choreoathetoid movements. These reac- 
tions sometimes require reduction or temporary with- 
drawal of DAXOLIN dosage in addition to appropriate 
counteractive drugs. 

Persistent Tardive Dyskinesia—In keeping with the 
action of all antipsychotic agents, tardive dyskinesia 
may appear in some patients on long-term therapy or 
may appear after drug therapy has been discontinued. 
The risk appears to be greater in elderly patients—es- 
pecially females—on high-dose therapy. The symp- 
toms are persistent and, in some patients, appear to be 
irreversible. The syndrome is characterized by rhyth- 
mical involuntary movement of the tongue, face, 
mouth, or jaw (eg, protrusion of tongue, puffing of 
cheeks, puckering of mouth, chewing movements). 
Sometimes these may be accompanied by involuntary 
movements of the extremities. 

There is no known effective treatment for tardive dys- 
kinesia; antiparkinsonian agents usually do not allevi- 
ate the symptoms of this syndrome. It is suggested that 
all antipsychotic agents be discontinued if these symp- 
toms appear. Should it be necessary to reinstitute treat- 
ment, or increase the dosage of the agent, or switch to 
a different antipsychotic agent, the syndrome may be 
masked. It has been suggested that fine vermicular 
movements of the tongue may be an early sign of the 
syndrome; if the medication is stopped at that time the 
syndrome may not develop. 

ardiovascular Effects: Tachycardia, hypotension, hy- 
pertension, light-headedness, and syncope have 
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been reported. A few cases of ECG changes simile 
those seen with phenothiazines have been reporte 
is not known whether these were related to loxar 
administration. 
Skin Effects: Dermatitis, edema (puffiness of fa. 
pruritus, and seborrhea have been reported with 
apine. The possibility of photosensitivity and/or p 
totoxicity occurring has not been excluded; skin ras 
of uncertain etiology have been observed in a few 
tients during hot summer months. 
Endocrine Effects: No endocrine abnormalities h 
been reported. 
Anticholinergic Effects: Dry mouth, nasal congest 
constipation, and blurred vision have occurred; th 
are more likely to occur with concomitant use of ê 
parkinsonian agents. 
Other Adverse Reactions: Nausea, vomiting, we 
gn weight loss, dyspnea. ptosis, hyperpyre 
lushed facies, headache, paresthesia, and polydir 
have been reported in some patients. 
Dosage and Administration: DAXOLIN (loxar 
succinate) is administered orally, usually in divi 
doses, two to four times a day. Daily dosage (in term 
base equivalents) should be adjusted to the indivic 
patients needs as assessed by the severity of sy 
toms and previous history of response to antipsych 
drugs. Initial dosage of 10 mg twice daily is rec: 
mended although, in severely disturbed patients, ir 
dosage up to a total of 50 mg daily may be desira 
Dosage should then be increased fairly rapidly over 
first seven to ten days until there is effective contrc 
psychotic symptoms. Theusual therapeutic and m 
tenance range is 60 mg to 100 mg daily. However 
with other antipsychotic drugs, some patients resp 
to lower dosage and others require higher dosage 
optimal benefit. Daily dosage higher than 250 m E. 
recommended. For maintenance therapy, dos: 
should be reduced to the lowest level compatible ' 
symptom control; many patients have been maintai 
= ls at dosages inthe range of 20 mg to 60 
aily. 
How Supplied: DAXOLIN* (loxapine succinate 
supplied in the followin base-equivalent strength 
CAPSULES Hard Shell Printed "DOME" 
10 mg—Light and Dark Blue; bottles of 100 and 1( 
25 mg— Blue and White; bottles of 100 and 1000. 
50 mg— Blue and Maroon; bottles of 100 and 100 


Manufactured for Dome Laboratories by 


Lederle Laboratories Division, American Cyanami 
Company, Pearl River, N Y 


1. Data on file, Medical Research Department, 
Dome Laboratories. 


Division Miles Laboratories Inc 
West Haven Connecticut O6516 USA 
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Coverage and Utilization 
of Care for Mental Conditions 
Under Health Insurance 
— Various Studies, 1973-74 


By Louis S. Reed, Ph.D. 
Consultant in Health Economics, American Psychiatric Association 


This book reports six studies that add to the growing body of data demonstrating the feasibility of cov- 
ering mental illness under health insurance. Although in some ways it may be considered a supplement to 
APA's 1972 book HEALTH INSURANCE AND PSYCHIATRIC CARE: UTILIZATION AND COST (Reed, 
Myers, and Scheidemandel), all of the data are new. The studies cover the following areas: 


è Utilization of mental benefits under the Blue Cross and Blue Shield plan for federal employees, docu- 
menting that a “plateau” in the use of these benefits was reached in 1973-74. 


* Comparison of benefits for mental and other illnesses under selected employee health benefit plans. 
* Coverage of mental illness under collective bargaining agreements of selected unions. 


* Utilization of care for mental conditions under the Canadian health insurance program, which gives 
the same coverage for mental as for other conditions. 


* Updating of information on Blue Cross benefits for hospital care of mental illness. 


* Data from selected Blue Cross and Blue Shield plans on coverage and utilization of mental condi- 
tions, with emphasis on major medical coverage. 
80pp. Paperbound 


Single copy, $4.00; 10-49 copies; $3.80 each; 50 or more copies, $3.20 each. 


SPECIAL OFFER: One copy of this book (regular price, $4.00) and one copy of HEALTH INSURANCE 
AND PSYCHIATRIC CARE: UTILIZATION AND COST (regular price, $6.50) for $8.50. 


Publications Services Division 
American Psychiatric Association 
1700 18th St., N.W., Washington, D.C. 20009 


Please send me copies of COVERAGE AND UTILIZATION OF CARE FOR MENTAL CONDI- 
TIONS UNDER HEALTH INSURANCE—VARIOUS STUDIES, 1973-74. Single copy, $4.00; 10-49 cop- 
ies, $3.80 each; 50 or more copies, $3.20 each. 





Please send me _____ copies of the SPECIAL OFFER @ $8.50 each. (COVERAGE AND UTILIZATION OF 
CARE FOR MENTAL CONDITIONS UNDER HEALTH INSURANCE—VARIOUS STUDIES, 1973-74 
and HEALTH INSURANCE AND PSYCHIATRIC CARE: UTILIZATION AND COST.) 


Bill me — — . Check Enclosed 


Name SS — V M———————— a — A eee 
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City Stile — — —— Zip 
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: Why Endep makes 
with amitriptyline HC 


Hypothetical 30-day course of Endep therapy for a 120 Ib., 35-year old woman. 


150 mg 


100 md 





50 mg 


Half-dose adjustments b.s., depending on progress or side effects. 


Because therapeutic levels of amitriptyline vary greatly from patient 
to patient, reaching the optimal dose requires careful titration. 
Endep (amitriptyline HCI) greatly facilitates this process because Y 
it is the only tricyclic with which you can adjust dosage by 

f balf-tablet increments or decrements 
according to the therapeutic response 


and/or side effects. 
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‘titration -— 
more practical: 


Flexibility promotes optimal response and economy 


I be wide range of six different tablet strengths —from 10 md to 
150 mg— permits you to prescribe the strength best suited for the individual patient 
Because you won t need a new Rx, you can save your patient the cost of an 
extra prescription fee. And, by prescribing the daily dose at bedtime, you can 
prescribe the higher strength at the outset and help the patient economize on the 
prescription price per milligram. 


Scored tablets obviate need for new Rx 





Half-tablet dosage adjustments with Endep (amitriptyline HCI) 
are possible because every tablet is scored. You can prescribe a single strength 
and still have the advantage of adjusting dosage without resorting to a new Rx. 





| amitriptyline HCI/ Roche 
The balf-strengtb advantage 


Before prescribing, please consult complete product information, a summary of which appears on the following page. 
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-— Practicalityis — 
— afundamentalfact — 
about Endep 


Every tablet of 
Endep (amitriptyline HCI) 
Is scored for precise, 
convenient adjustment 
of dosage. 


Half-tablet adjustment 
of dosage does not require 
a new Rx. 


Cd Kp (c 


Single daily h.s. dosage 
promotes compliance and 
economy. 


Compliance with 
practical regimen promotes 
optimal response. 


Before prescribing, please consult complete 
product information, a summary of which 
follows: 


Indications: To relieve symptoms of depression 
(notably endogenous depression) and depression 
accompanied by anxiety. . 


Contraindications: Known hypersensitivity. Do 
not use with monoamine oxidase (MAO) inhibitors 
or within at least 14 days following discontinuation 
of MAO inhibitors since hyperpyretic crises, severe 
convulsions and deaths have occurred with con- 
comitant use; then initiate cautiously, gradually 
increasing dosage until optimal response is 
achieved. Use not recommended during acute 
recovery phase dfter myocardial infarction. 
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amitriptyline HC] 


50 mg 


Warnings: May block action of guanethidine or similar 
antihypertensives. Use with caution in patients with 
history of seizures, urinary retention, angle-closure glau- 
coma, increased intraocular pressure. Closely supervise 
cardiovascular patients, hyperthyroid patients 

and those receiving thyroid medications. ) 
(Arrhythmias, sinus tachycardia and 
prolongation of conduction time 
reported with use of tricyclic anti- | 
depressants, including amitriptyline 7 
HCI, especially in high doses. Myocardial — 
infarction and stroke reported with use 100 mg 

of this class of drugs.) May impair alertness; warn against 
hazardous occupations or driving a motor vehicle during 
therapy. Weigh possible benefits against hazards during 
pregnancy, the nursing period and in women of child- 
bearing potential. Not recommended in children under 12. 


Precautions: May exaggerate symptoms in schizo- 
phrenic and paranoid patients, or shift manic-depressives 
to manic stage; reduce dose or administer major tran- 
quilizer concomitantly. Close supervision and careful 

adjustments required when given with anticholin- 
ergic or sympathomimetic agents. Exercise care in 
patients receiving large doses of ethchlorvynol; transient 
delirium reported with concomitant administration. May 
enhance effects of alcohol, barbiturates and other CNS 
depressants. Because of the possibility of suicide in de- 
pressed patients, do not permit easy access to large drug 
quantities in these patients. Because it may increase haz- 
ards of electroshock therapy, limit concomitant use to 
essential treatment. If possible, discontinue drug several 
days before elective surgery. Both elevation and lowering 
of blood sugar levels have been reported. 


Adverse Reactions: Note: This list includes a few ad- 
verse reactions not reported with this specific drug but 
requiring consideration because of similarities of tricyclic 
antidepressants. Cardiovascular: Hypotension, hyperten- 
sion, tachycardia, palpitation, myocardial infarction, 
arrhythmias, heart block, stroke. CNS and Neuromuscular. 
Confusional states; disturbed concentration; disorienta- 
tion; delusions; hallucinations; excitement; anxiety; 
restlessness; insomnia; nightmares; numbness, tingling 
and paresthesias of the extremities; peripheral neuro- 
pathy; incoordination; ataxia; tremors; seizures; alter- 
ation in EEG patterns; extrapyramidal symptoms; 
tinnitus. Anticholinergic: Dry mouth, blurred vision, dis- 
turbance of accommodation, constipation, paralytic ileus, 
urinary retention, dilatation of urinary tract. Allergic. 
Skin rash, urticaria, photosensitization, edema of face 
and tongue. Hematologic: Bone marrow depression includ- 
ing agranulocytosis, eosinophilia, purpura, thrombocyto- 
penia. Gastrointestinal: Nausea, epigastric distress, vomiting, 
anorexia, stomatitis, peculiar taste, diarrhea, parotid 
swelling, black tongue. Endocrine: Testicular swelling and 
gynecomastia in the male, breast enlargement and 
galactorrhea in the female, increased or decreased libido, 
elevation and lowering of blood sugar levels. 








10 mg in 
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Otber: Dizziness, 
weakness, fatigue, 
headache, weight gain or loss, 
increased perspiration, urinary fre- 
quency, mydriasis, drowsiness, 
jaundice, alopecia. Withdrawal 
Symptoms: Abrupt cessation of treatment 
after prolonged administration may 
produce nausea, headache and malaise. 
These are not indicative of addiction. 


Dosage: Initiate at low levels, 
increase gradually, watching for signs 
of intolerance. As long as 30 days 
may elapse before adequate antide- 
pressant effect develops; sedative effect 
may be noted earlier. 


Initial Adult Dosage: Outpatients —25 mg t.i.d., may be 
increased to 150 mg/day. Add increased drug to after- 
noon and/or bedtime doses. Alternate —50 to 100 mg 
b.s., gradually increasing b.s. dose up to 150 mg/day. 
Hospitalized Patients—Up to 100 mg/day; increase 
gradually to 200 mg if necessary. A few patients may 
require 300 mg/day. 








150 mg 


Adolescent and Elderly Patients: In general, 10 mg t.i.d. with 
20 mg h.s. may be satisfactory for those who do not 
tolerate higher doses. 


Maintenance Dosage: With symptomatic improvement, 
reduce dosage to lowest amount that gives relief, usually 
25 mg b.id to q.i.d., or 10 mg q.i.d. Continue maintenance 
therapy 3 months or longer to avoid relapse. 


Overdosage: Immediately hospitalize patient suspected 
of having taken an overdose. Treatment is symptomatic 
and supportive. IV administration of 1 to 3 mg physostig- 
mine salicylate reported to reverse the symptoms of 
amitriptyline poisoning. See complete product informa- 
tion for manifestations and treatment. 


Supplied: 10-mg, 25-mg, 50-mg, 75-mg, 100-mg and 
150-mg scored tablets —bottles of 100 and 500; 
Tel-E-Dose* packages of 100; Prescription Paks of 60 
(10 mg, 25 mg and 50 mg) or 30 (75 mg, 100 mg and 
150 mg), available singly and in trays of 10. 


Roche Laboratories 


Division of Hoffmann-La Roche Inc. 
Nutley, New Jersey 07110 
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Enrollment in the Hospital & Community Psychiatry 
Service brings multiple copies of Hospital & Community 
Psychiatry into member agencies every month, keeping staff up to 
date on developments and issues in the mental health field, 
offering new ideas and fresh perspectives, and serving as a useful 
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ee “How wonderful! m 
-Andy's handwriting no longer lool 


Fine motor-control deficiencies are often of 
concerm to both the family and the teacher of an 
MBD child. Among these deficiencies are an 
inability to properly hold a pencil, an inability to 
grasp or release objects, and poor writing skills. 
This condition can affect the MBD child's daily 
life — how he handles everyday situations, 
relates to his peers, and sees himself. Fine 
motor-control deficiencies can hinder his 4 
development to his maximum potential. 

Ritalin, when indicated, is an im- 
portant adjunct in dealing with this 
problem. Several investigators have 
shown Ritalin therapy has improved 
the MBD child's fine motor control! 
Evidence of this improvement can 
be seen through such actions as 
achieving a legible handwriting,’ 
the attainment of pincer grasp, 
and an ability to lace shoes and 
button a shirt. 
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Based on controlled studies and clinical ex- . 
perience, Ritalin has proved itself to be a drug of 
choice for MDB?” In over 12 years of use, 

Ritalin has demonstrated the ability to signifi- 
cantly reduce hyperactivity’ distractibility?^* 
and aggressiveness*in the MBD child. 

These improvements also result in 
increased responsiveness to the non- 
pharmacological measures of the 

MDB management team." 

Although side effects — 
insomnia and appetite loss — 
are occasionally seen with 
Ritalin, they are less fre- 

quent or severe than with 
dextroamphetamine. ':2 





Ike hen scratchings” - 


Therapy with Ritalin should be undertaken 
only after a medical diagnosis of MBD has been 
made. Dosage should be periodically interrupted. 
Often these interruptions reveal some "stabiliza- 
tion" in the child's behavior even without medi- 
cation. In some MBD children they permit a 
reduction in dosage and eventual discontinu- 
ance of drug therapy. 


Only when medication is 
indicated 











(methylphenidate) 


An effective 
member of the MBD 
management team 


Please turn page for 
brief prescribing information. 


C. LBs 


Ritalin* hydrochloride © 
(methylphenidate hydrochloride) 


TABLETS 


INDICATION 
Minimal Brain Dysfunction in Children—as adjunc- 
tive therapy to other remedial measures 

? (psychological, educational, social) 
Special Diágnqstic Considerations 
Specific etiology of Minimal Brain Dysfunction 
(MBD) is unknown, and there is no single diagnos- 
tic test. Adequate diagnosis requires the use not 
only of medical but of special psychological, edu- 
cational, and social resources. 
Characteristics commonly reported include: 
chronic history of short attention span, distractibil- 
ity emotional lability, impulsivity, and moderate to 
severe hyperactivity; minor neurological signs and 
abnormal EEG. Learning may or may not be im- 
paired. The diagnosis of MBD must be based 
upon a complete history and evaluation of the 
child and not solely on the presence of one or 
more of these characteristics. 
Drug treatment is not indicated for all children with 
MBD. Stimulants are not intended for use in the 
child who exhibits symptoms secondary to en- 
vironmental factors and/or primary psychiatric dis- 
orders, including psychosis. Appropriate educa- 
tional placement is essential and psychosocial in- 
tervention is generally necessary. When remedial 
measures alone are insufficient, the decision to 
prescribe stimulant medication will depend upon 
the physicians assessment of the chronicity and 
severity of the child's symptoms. 
CONTRAINDICATIONS 
Marked anxiety, tension, and agitation, since Ritalin 
may aggravate these symptoms. Also contraindi- 
cated in patients known to be hypersensitive to the 
drug and in patients with glaucoma. 
WARNINGS 
Ritalin should not be used in children under six 
years, since safety and efficacy in this age group 
have not been established. 
Sufficient data on safety and efficacy of long-term 
use of Ritalin in children with minimal brain dys- 
function are not yet available. Although a causal 
relationship has not been established, suppression 
of growth (ie, weight gain and/or height) has been 
reported with long-term use of stimulants in chil- 
dren. Therefore, children requiring long-term 
therapy should be carefully monitored. 
Ritalin should not be used for severe depression 
of either exogenous or endogenous origin or for 
the prevention of normal fatigue states. 
Ritalin may lower the convulsive threshold in pa- 
tients with or without prior seizures; with or without 
prior EEG abnormalities, even in absence of sei- 
zures. Safe concomitant use of anticonvulsants 
and Ritalin has not been established. If seizures 
occur, Ritalin should be discontinued. 
Use cautiously in patients with hypertension. 
Blood pressure should be monitored at ap- 
propriate intervals in all patients taking 
Ritalin, especially those with hypertension. 
Symptoms of visual disturbances have 
been encountered in rare cases. Difficulties 
with accommodation and blurring of vision have 
been reported. 





Drug Interactions 

Ritalin may decrease the hypotensive effect of 
guanethidine. Use cautiously with pressor agents 
and MAO inhibitors. Ritalin may inhibit the 
metabolism of coumarin anticoagulants, anticon- 
vulsants (phenobarbital, diphenylhydantoin, 
primidone), phenylbutazone, and tricyclic antide- 
pressants (imipramine, desipramine). Downward 
dosage adjustments of these drugs may be re- 
quired when given concomitantly with Ritalin. 
Usage in Pregnancy 

Adequate animal reproduction studies to establish 
safe use of Ritalin during pregnancy have not been 
conducted. Therefore, until more information is avail- 
able, Ritalin should not be prescribed for women of 
childbearing age unless, in the opinion of the physi- 


cian, the potential benefits outweigh the possible risks. 


Drug Dependence 

Ritalin should be given cautiously to emo- 
tionally unstable patients, such as those with 
a history of drug dependence or alcoholism, 
because such patients may increase dosage 
on their own initiative 

Chronically abusive use can lead to marked 
tolerance and psychic dependence with 
varying degrees of abnormal behavior. Frank 
psychotic episodes can occur, especially 
with parenteral abuse. Careful supervision is 
required during drug withdrawal, since se- 
vere depression as well as the effects of 
chronic overactivity can be unmasked. Long- 
term follow-up may be required because of 
the patient's basic personality disturbances 





PRECAUTIONS 
Patients with an element of agitation may react 
adversely; discontinue therapy if necessary. 
Periodic CBC, differential, and platelet counts are 
advised during prolonged therapy. 

ADVERSE REACTIONS 

Nervousness and insomnia are the most common 
adverse reactions but are usually controlled by re- 
ducing dosage and omitting the drug in the after- 
noon or evening. Other reactions include: hyper- 
sensitivity (including skin rash, urticaria, fever, 
arthralgia, exfoliative dermatitis, erythema mul- 
tiforme with histopathological findings of necrotiz- 
ing vasculitis, and thrombocytopenic purpura); 
anorexia; nausea; dizziness; palpitations; 
headache; dyskinesia; drowsiness; blood pressure 
and pulse changes, both up and down; tachycar- 
dia; angina; cardiac arrhythmia; abdominal pain; 
weight loss during prolonged therapy. Toxic psy- 
chosis has been reported. Although a definite 
causal relationship has not been established, the 
following have been reported in patients taking 
this drug: leukopenia and/or anemia; a few in- 
stances of scalp hair loss. 

In children, loss of appetite, abdominal pain, 
weight loss during prolonged therapy, insomnia, 
and tachycardia may occur more frequently; how- 
ever, any of the other adverse reactions listed 
above may also occur. 

DOSAGE AND ADMINISTRATION 

Children with Minimal Brain Dysfunction (6 years 
and over). 

Start with small doses (eg, 5 mg before breakfast 
and lunch) with gradual increments of 5 to 10 mg 
weekly. Daily dosage above 60 mg is not recom- 
mended. If improvement is not observed after ap- 
propriate dosage adjustment over a one-month 
period, the drug should be discontinued. 


If paradoxical aggravation of symptoms or other 
adverse effects occur, reduce dosage, or if 
necessary, discontinue the drug. on 
Ritalin should be periodically discontinued to as- 
sess the child's condition. Improvement may be 
sustained when the drug is either temporarily or 
permanently discontinued. $ 

Drug treatment should not and need not be indef- 
inite and usually may be discontinued after puberty. 
HOW SUPPLIED - 

Tablets, 20 mg (peach, scored); bottles of 100 and 
1000. 

Tablets, 10 mg (pale green, scored); bottles of 

100, 500, 1000 and Accu-Pak® blister units of 100. 
Tablets, 5 mg (pale yellow); bottles of 100, 500, n 
and 1000. Rev. 7/76 
Consult complete product literature before 
prescribing. 


CIBA Pharmaceutical Company 
Division of CIBA-GEIGY Corporation 
Summit, New Jersey 07901 
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Ritalin 
(methylphenidate) 


Only when medication 


is indicated 


A Timely New Book from : 


The Joint Information Service 


This latest Joint Information Service field study provides a concise, comprehensive overview of the 
complex matter of the very young American child and his mental health, and then describes in inti- 
mate detail seven unique programs for pre-school children with problems—from North Hollywood's 
Dubnoff Center, emphasizing education as its primary therapeutic modality, to Baltimore's Martin 
Luther King, Jr. Parent-Child Center, serving two housing projects, served by Johns Hopkins, and 
largely governed by its own people. All different in treatment approach and philosophy, the pro- 
grams described are uniform in their dedication to innovation in improving service to the emotional- 
ly disturbed very young child, and, equally, to the emotional well being of all young children. 


, 


This thoughtful and perceptive description of what has been created by some of the best informed, 
most experienced and thoughtful specialists in mental health services for very young children should 
be welcome to all involved in the mental health of children and a casebook for those dealing with 
child and family mental health. 





An articulate exposition of the immense problems and encouraging accomplishments 
in a particularly difficult area of endeavor . . . . Beyond their concern with the mani- 
festly ill child, the authors intriguingly explore what may be needed to enhance the 
mental good health of all young children .... A significant contribution. 

James N. Sussex, M.D. 

President, American Association of 

Psvchiatric Services for Children 


Please send me copies of Mental Health Programs for Preschool 
children, at S7 each (4 or more copies, $5.75 each). 





Send coupon to: 





Publications Services Division M cus FE SEHREIAR TO 
American Psychiatric Association Name 
1700 18tp St., N.W., 
Washington, D.C. 20009 Address 
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OFTEN ACCOMPANIES 
DEPRESSION 


In 14 double-blind studies, of 339 patients with depressive was seen in 51.3% (174 of 339 patients) in the first week and in 
neurosis who received Mellaril (thioridazine) over half had 86.4% (293 of 339 patients) by the end of the fourth week. 
measurable relief within one week. Relief of the anxiety com- 

ponent was seen in 54.6% (185 of 339 patients) within the first The most common side effects are drowsiness and dry.mouth. 


week; relief of the depressed-mood component was seen in Mellaril (thioridazine) is not habituating and usually does not 
93.4% (181 of 339 patients); relief of insomnia secondary to Cause euphoria or undue sedation. (The physician should, 
depression was seen within the first week in 50.2%, or 132 of however, caution patients against participating in activities 
the 263 patients with this symptom; and overall improvement which require complete mental alertness, e.g., driving.) 


In short-term therapy of moderate to marked depression | 
with variable degrees of anxiety in patients with depressive neurosis 


MELLARIL crnonmazmne) 


TABLETS: 10 mg, 15 mg, 25 mg, and 50 mg thioridazine HCI, U.S.P. 


Ik A WEEK For Brief Summary, please see following page. S, 
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Before prescribing or administering, see Sandoz literature for full product infor- 
mation. The following is a brief summary. 

Contraindications: Severe central nervous system depression, comatose 
states from any cause, hypertensive or hypotensive heart disease of extreme 
degree. 

Warnings: Administer cautiously to patients who have previously exhibited a 
hypersensitivity reaction (e.g., blood dyscrasias, jaundice) to phenothiazines. 
Phenothiazines are capable of potentiating central nervous system depressants 
(e.g., anesthetics, opiates, alcohol, etc.) as well as atropine and phosphorus in- 
secticides; carefully consider benefit versus risk in less severe disorders. During 
pregnancy, administer only when the potential benefits exceed the possible risks 
to mother and fetus. 

Precautions: There have been infrequent reports of leukopenia and/or 
agranulocytosis and convulsive seizures. In epileptic patients, anticonvulsant 
medication should also be maintained. Pigmentary retinopathy, observed pri- 
marily in patients receiving larger than recommended doses, is characterized by 
diminution of visual acuity, brownish coloring of vision, and impairment of night 
vision; the possibility of its occurrence may be reduced by remaining within rec- 
ommended dosage limits. Administer cautiously to patients participating in ac- 
tivities requiring complete mental alertness (e.g., driving), and increase dosage 
gradually. Orthostatic hypotension is more common in females than in males. 
Do not use epinephrine in treating drug-induced hypotension since pheno- 
thiazines may induce a reversed epinephrine effect on occasion. Daily doses in 
excess of 300 mg. should be used only in severe neuropsychiatric conditions. 
Adverse Reactions: Central Nervous System —Drowsiness, especially with 
large doses, early in treatment; infrequently, pseudoparkinsonism and other ex- 
trapyramidal symptoms; rarely, nocturnal confusion, hyperactivity, lethargy, 
psychotic reactions, restlessness, and headache. Autonomic Nervous System— 
Dryness of mouth, blurred vision, constipation, nausea, vomiting, diarrhea, 
nasal stuffiness, and pallor. Endocrine System—Galactorrhea, breast engorge- 
ment, amenorrhea, inhibition of ejaculation, and peripheral edema. Skin— Der- 
matitis and skin eruptions of the urticarial type, photosensitivity. Cardiovascular 
System— ECG changes (see Cardiovascular Effects below). Other— Rare cases 
described as parotid swelling. 

The following reactions have occurred with phenothiazines and should be con- 
sidered: Autonomic Heactions— Miosis, obstipation, anorexia, paralytic ileus. 
Cutaneous Reactions—Erythema, exfoliative dermatitis, contact dermatitis. 
Blood Dyscrasias— Agranulocytosis, leukopenia, eosinophilia, throm- 
bocytopenia, anemia, aplastic anemia, pancytopenia. A//ergic Reactions— 
Fever, laryngeal edema, angioneurotic edema, asthma. Aepatotoxicity— Jaun- 
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dice, biliary stasis. Cardiovascular Effects— Changes in terminal portion of 
electrocardiogram, including prolongation of Q-T interval, lowering and inver- 
sion of T-wave, and appearance of a wave tentatively identified as a bifid T or a U 
wave have been observed with phenothiazines, including Mellaril (thioridazine): 
these appear to be reversible and due to altered repolarization, not myocardial 
damage. While there is no evidence of a causal relationship between these 
changes and significant disturbance of cardiac rhythm, several sudden and 
unexpected deaths apparently due to cardiac arrest have occurred in patients 
showing characteristic electrocardiographic changes while taking the drug. 
While proposed, periodic electrocardiograms are not regarded as predictive. Hy- 
potension, rarely resulting in cardiac arrest. Extrapyramidal Symptoms— 
Akathisia, agitation, motor restlessness, dystonic reactions, trismus, torticollis, 
opisthotonus, oculogyric crises, tremor, muscular rigidity, and akinesia. Persis - 
tent Tardive Üyskinesia— Persistent and sometimes irreversible tardive 
dyskinesia, characterized by rhythmical involuntary movements of the tongue, 
face, mouth, or jaw (e.g., protrusion of tongue, puffing of cheeks, puckering of 
mouth, chewing movements) and sometimes of extremities may occur on long- 
term therapy or after discontinuation of therapy, the risk being greater in elderly 
patients on high-dose therapy, especially females; if symptoms appear, discon- 
tinue all antipsychotic agents. Syndrome may be masked if treatment is 
reinstituted, dosage is increased, or antipsychotic agent is switched. Fine ver- 
micular movements of tongue may be an early sign, and syndrome may not 
develop if medication is stopped at that time. Endocrine Disturbances— 
Menstrual irregularities, altered libido, gynecomastia, lactation, weight gain, 
edema, false positive pregnancy tests. Urinary Disturbances— Retention, incon- 
tinence. Üthers— Hyperpyrexia; behavioral effects suggestive of a paradoxical 
reaction, including excitement, bizarre dreams, aggravation of psychoses, and 
toxic confusional states; following long-term treatment, a peculiar skin-eye 
syndrome marked by progressive pigmentation of skin or conjunctiva and/or 
accompanied by discoloration of exposed sclera and cornea; stellate or 
irregular opacities of anterior lens and cornea; systemic lupus erythematosus- 
like syndrome. 
Dosage: Dosage must be individualized according to the degree of mental and 
emotional disturbance, and the smallest effective dosage should be determined 
for each patient. In adults with depressive neurosis the usual starting dosage is 
25 mg t.i.d. and the dosage ranges from 10 mg b.id. to q.i.d. in milder 
cases to 50 mg t.i.d. or q.i.d. for more severely disturbed patients; 
the total daily dose ranges from 20 mg to a maximum of 200 mg. 
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Psychoneuroendocrinology of Affective Disorder: An Overview 


BY PRAKASH G. ETTIGI, M.D., AND GREGORY M. BROWN, M.D., PH.D. 


Neuroendocrine function has been reported by several 
workers to be abnormal in affective disorder. It has 
been shown that neurotransmitters (noradrenaline, 
dopamine, and serotonin) are involved in the 
regulation of neuroendocrine function. Several 
biological hypotheses of affective disorder have 
implicated a defect in neurotransmitter function, but 
these hypotheses have been found lacking in part over 
the years. The study of neuroendocrine abnormalities 
found in various types of affective disorder may clarify 
some aspects of this complex issue by reflecting 
neurotransmitter activity in this disorder. Such studies 
should help to further explain affective illness. 


ADVANCES in neuroendocrine research over the past 
decade have established that pituitary hormones are 
controlled by the hypothalamus (1—5). It is now known 
that certain areas of the hypothalamus elaborate fac- 
tors or hormones that enter the hypothalamohypophy- 
sial portal system of veins and act on the anterior pitui- 
tary cells, either releasing or inhibiting release of the 
various pituitary hormones (1, 6). Studies of hypotha- 
lamic extracts by several workers have provided evi- 
dence for the idea that hypothalamic factors regulate 
each of the anterior pituitary hormones (7, 8). Three 
of the hypothalamic factors have been successfully iso- 
lated and synthesized, namely, thyrotropin-releasing 
factor (TRF) (7-9), luteinizing-hormone-releasing fac- 
tor (LHRF) (10), and growth-hormone-release-inhib- 
iting factor (GRIF or somatostatin) (11). A wealth of 
literature in this field has produced substantial evi- 
dence that biogenic amines are involved in the control 
of each of the hypothalamic factors (2, 3, 5, 12, 13). It 


The authors are with Clarke Institute of Psychiatry, 250 College St., 
Toronto, Ont., Canada MST IRS8. Dr. Ettigi is a Research Fellow 
and Dr. Brown is head of the Neuroendocrinology Research Sec- 
tion. Dr. Brown is also Professor of Psychiatry, University of To- 
ronto. " 


Dr. Ettigi is a Medical Research Council Fellow and Dr. Brown is an 
Ontario Mental Health Foundation Research Associate. 


has been hypothesized that neurotransmitters act on 
the hypophysiotropic area in the hypothalamus to regu- 
late release of these factors, which in turn release or 
inhibit the release of the anterior pituitary hormones. 

A functional defect in biogenic amines in the etiol- 
ogy of affective disorder was first hypothesized by 
Schildkraut in 1965 (14). Several biogenic amine hy- 
potheses of affective disorder have since been elaborat- 
ed, and there is general acceptance of dysfunction in 
biogenic amines as the basis of affective disorder (15— 
17). Several workers have shown the presence of con- 
sistent and definite neuroendocrine abnormalities in 
patients with affective disorder in comparison with nor- 
mal subjects (18-22). These abnormalities in patients 
with affective disorder may well be the result of altered 
neurotransmitter function. 

In view of the above, it may well be speculated that 
in some types of affective illness a disorder of central 
biogenic amines may result in both behavioral and en- 
docrine abnormalities. Changes in such brain centers 
as the cortex, limbic system, or reticular formation 
may result in altered neurotransmitter activity. Alter- 
natively, neurotransmitter function itself may be ab- 
normal. Changes in neurotransmitter activity may re- 
sult in changes in behavior patterns (e.g., altered mood 
and affect, changes in aggressive drive and libido, al- 
tered appetite, sleep disturbances, diurnal variation of 
symptoms, and autonomic dysfunction) along with al- 
tered hypothalamic and pituitary function (see figure 
1). Coexistence of neuroendocrine abnormality with 
behavioral and physiological changes in patients with 
affective disorder may therefore reflect alteration in 
neurotransmitter activity. 


NEUROENDOCRINE DISTURBANCES IN 
AFFECTIVE DISORDER 


Adrenocorticotropic Hormone (ACTH) 


Plasma cortisol and the hypothalamo-pituitary-adre- 
nal (HPA) axis has been the most extensively studied 
neuroendocrine system in affective disorder (18, 21, 
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FIGURE 1 
Defect of Neurotransmitter Function as a Cause of Behavioral, Phui- 
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23—7). The adrenal cortex secretes cortisol in response 
to ACTH. The synthesis and release of ACTH from 
the anterior pituitary is believed to be induced by 
corticotropin-releasing factor (CRF, structure un- 
known) elaborated in the hypothalamus. Generally, 
the higher centers of the brain maintain a tonic in- 
hibition of HPA function, but certain conditions alter 
this control, resulting in disinhibition and HPA over- 
activity (23). Acute physical and psychological 
stresses of various types cause an increase in HPA ac- 
` tivity (28). The increase in cortisol secretion appears 
to reflect a relatively undifferentiated state of emotion- 
al arousal or involvement. The cortisol increase is 
even greater in intense, disorganizing emotional reac- 
tions (28). CNS control over HPA function is also af- 
fected by the circulating glucocorticoid levels. An in- 
crease in plasma level of glucocorticoid causes a de- 
crease of CRF and ACTH release and vice versa, thus 
establishing a negative feedback control of ACTH re- 
lease (23). It is now known that HPA function is also 
controlled by a normal circadian program organized by 
the CNS (29) and characterized by episodic pulses of 
cortisol release. This reflects ACTH secretory 
bursts (30), which are, in turn, presumably secondary 
to pulses of CRF release from the hypothalamus. 
These episodic bursts of cortisol, which number 7-9 
per day, are concentrated between 2 a.m. and 9 a.m. in 
a person who usually sleeps between 11 p.m. and 7 
a.m. (30). Most of the daily cortisol secretion occurs 
during the early morning hours; much less occurs in 
the late evening. These factors must be considered 
when studying HPA activity in affective disorder. 
Depression. Carroll has reviewed in detail several 
reports of elevated plasma cortisol and 17-hydroxy- 
corticosteroids (17-OHCS) in depressed patients (20, 
24, 25). This elevation was initially thought to be the 
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result of such nonspecific factors as stress, effect of 
admission to hospital, ''first sampling” effect, depres- 
sive decompensation, or anxiety (31-33). However, 
controlled studies taking these factors into account 
have still shown evidence of cortisol hypersecre- 
tion (23-25). Furthermore, cortisol hypersecretion in 
apathetic patients and even in sleeping patients refutes 
the concept that hypersecretion is simply a response to 
stress (34). This evidence suggests that there is a more 
fundamental neuroendocrine disturbance in depres- 
sion. The disturbance is particularly evident in de- 
pressed patients who show a loss in weight and who 
rate high on the physiological component of the Zung 
Self- Rating Scale (25). 

The HPA axis has been further investigated in de- 
pressed patients by means of dexamethasone suppres- 
sion. Dexamethasone is a potent synthetic corticoste- 
roid that normally suppresses pituitary ACTH secre- 
tion (35). Following the administration of 2 mg of 
dexamethasone, the plasma cortisol and 17-OHCS lev- 
els of normal subjects remained suppressed for the 
next 24 hours (29). Depressed patients with elevated 
cortisol levels have failed to show normal suppression 
with dexamethasone, suggesting continuing increased 
ACTH secretion in these subjects (20, 24, 36). Elevat- 
ed plasma cortisol and urinary 17-OHCS levels and ab- 
normal response to dexamethasone in depressed 
patients have been reported to revert to normal with 
clinical improvement (24, 25). Some studies, how- 
ever, have reported a normal dexamethasone suppres- 
sion of elevated plasma cortisol even during the de- 
pressed state (37, 38). 

In some of the studies of response to dexametha- 
sone discrepancies were noticed that may have been 
attributable to infrequent measurement of plasma corti- 
sol. In view of the fact that plasma cortisol evidences a 
diurnal variation and the fact that the secretion occurs 
in episodic bursts concentrated between 2 a.m. and 9 
a.m. (30), the only complete measure of HPA activity 
is the measurement of plasma cortisol at least every 20 — 
minutes over a period of 24 hours. Studies taking these 
factors into account and measuring plasma cortisol at 
frequent intervals over a 24-hour period .have also 
shown an altered diurnal secretory pattern in de- 
pressed patients (34). In such patients there was an in- 
crease in both the number and the magnitude of secre- 
tory episodes as well as a pervasive increase in plasma 
cortisol concentration, which was elevated not only 
during the night (as in normal control subjects) but also 
during the day (when the control subjects had very low 
levels). 

One study using frequent measurement of plasma 
cortisol levels during the 24-hour postdexamethasone 
period has shown a lack of suppression in a depressed 
patient compared with normal suppression found in a 
schizophrenic control patient (20, 39). This abnormal 
lack of suppression in the depressed state was shown 
to return to normal with clinical improvement. 

Urinary 17-OHCS excretion has been studied exten- 
sively in depressed patients longitudinally beyond the 


period of hospital admission (see Mason's re- 
view [28]). These early studies demonstrated the oc- 
currence of high corticosteroid levels in depression. A 
positive correlation between severity of depression 
and [7-OHCS levels has not been always obtained (40— 
42). Longitudinal studies in manic-depressive pa- 
tients have indicated that the manic state is usually 
associated with low urinary corticosteroid levels in 
contrast to higher levels in the depressed phase (43— 
46). There is now evidence to suggest that urinary 17- 
OHCS and 17-ketosteroids do not correlate well with 
cortisol secretion rate (47, 48). It has been suggested 
that in stress situations urinary 17-OHCS excretion un- 
derestimates the real extent of HPA activation be- 
cause the distribution volume of 17-OHCS increases 
markedly in response to high levels of ACTH and dur- 
ing surgical stress (49, 50). 

Urinary free cortisol (UFC) has been onneni 
by clinical endocrinologists as a reliable measure of 
HPA activity (47). UFC, which reflects the physi- 
ologically active free cortisol component of plasma 
cortisol, has been shown to be high in depressed 
patients compared with a control psychiatric inpatient 
population, with schizophrenic patients undergoing 
psychotic ego disintegration, and with recovered de- 
pressed patients (19, 20). 

CSF levels of cortisol have been studied in de- 
pressed patients by three groups of workers (18, 20, 
: 51, 52). One group reported low levels of CSF cortisol 
in depressed patients compared with normal control 
subjects (51), but another group found no such differ- 
ence (52). A third study reported elevated CSF cortisol 
in depressed patients in keeping with plasma cortisol 
elevation (20). Resolution of these conflicting findings 
will require further studies. Particularly informative 
would be simultaneous studies of.plasma and CSF cor- 
tisol. 

Mania. Cortisol secretion in mania has been stud- 
ied, but the results have been conflicting and inconsist- 
ent. Longitudinal studies in patients with manic-de- 
pressive illness have reported lower cortisol secretion 
in the manic state compared with hypersecretion dur- 
ing depression (21, 43, 46). The excretion of 17-OHCS 
has been reported to be less in bipolar depression than 
in unipolar depression of comparable severity (53). 
One group of hypomanic patients showed no increase 
in cortisol secretion during the acute phase of the ill- 
ness when compared with their recovery periods (21). 
During a subsequent period of acute mania, these 
same patients were found to manifest hypersecretion 
of cortisol similar to that observed in hypersecreting 
depressed patients (21). These inconsistencies in the 
studies with mania emphasize the problem of separat- 
ing the hormonal effects of arousal from those of the 
affective illness per se. 


Growth Hormone (GH) 


The next hormone to be extensively studied in affec- 
tive disorder was GH, whose regulation has been dem- 
onstrated to be abnormal in some depressed patients. 
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A number of factors affect GH secretion. Stress, sleep, 
prolonged fasting, arginine infusion, alteration of pro- 
tein intake, changes in plasma glucose, and excessive 
fatty acids all alter GH release (4, 5). See(54, 55), 
oral contraceptive medication (54), and phase of men- 
strual cycle (56) also influence GH release. In view of 
these several variables affecting GH release, the're- 
ported abnormalities in affective disorder must be care- 
fully examined. 

The regulation of GH release has been extensively 
studied (4, 5, 12). It has been hypothesized that GH- 
releasing factor (GRF, structure unknown) is secreted 
from the hypophysiotropic area (ventromedial nucle- 
us) of the hypothalamus in response to the various fac- 
tors mentioned above. This in turn stimulates the ante- 
rior pituitary via the hypothalamohypophysial portal 
system (5). In 1973 the existence of GRIF, or soma- 
tostatin, was demonstrated and subsequently isolated 
and synthesized (57). Somatostatin has been shown to 
be active in a variety of mammals (57) and in 
man (58, 59). 

Depression. GH response to insulin hypoglycemia 
has been studied by several workers (60—63). The 
early studies were lacking in controls for the several 
factors mentioned above. In a 1975 study in which 
postmenopausal depressed women were matched with 
normal postmenopausal women a clear reduction of 
the GH response to insulin hypoglycemia was ob- 
served in the depressed women (62). Another study re- 
ported a lower GH response to hypoglycemia during 
acute depression than after recovery (64). L-Dopa, an 
amino acid precursor of the catecholamines, has been 
known to cause a rise in plasma GH levels in most nor- 
mal subjects (65). Although Sachar's group originally 
reported a diminished GH reponse to L-dopa stimula- 
tion in depressed patients (66, 67), on further scrutiny 
and when they fully controlled their data for age and 
sex they found the GH responses to be identical in con- 
trol subjects and depressed patients (68). 

5-Hydroxytryptophan (5-HTP), the amino acid pre- 
cursor of serotonin, has also been reported to cause a 
rise in plasma GH levels in normal subjects (69). De- 
pressed patients, however, showed an inadequate re- 
sponse to 5-HTP when compared with control sub- 
jects (22). The age and sex of the patient and control 
groups have not been adequately controlled in these 
studies; the significance of the results must therefore 
await further age- and sex-matched control studies. In 
a 1975 study it was observed that thyrotropin-releasing 
hormone (TRH), which does not affect GH levels in 
normal subjects, caused an abnormal increase in GH 
in depressed patients (70). In this study 500 ug of TRH 
was administered intravenously to 13 depressed 
patients and 16 healthy control subjects: 8 of the 13 de- 
pressed patients showed a significant increase in GH 
levels, but no change was observed in the control sub- 
jects. Further carefully controlled studies are required 
to confirm such abnormalities in GH regulation in de- 
pression. 

Mania. GH has not been extensively studied in 
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mania and hypomanic states. One group has reported 
GH response to L-dopa and apomorphine (both of 
which activate mechanisms controlled by dopamine) 
in 3 hyp®manic patients, 2 of whom showed an in- 
adequate response to L-dopa and 1 of whom showed 
inadequate response to apomorphine (71). Another 
group studied GH response to 5-HTP in 5 manic-de- 
pressive patients in the manic state and reported no sig- 
nificant difference from the response of control sub- 
jects (22). Further studies are required to shed light on 
the regulation of GH release in hypomanic and manic 
States. 


Prolactin 


Depression. Plasma prolactin has been studied in de- 
pressed patients in response to insulin hypogly- 
cemia (67), L-dopa (67), and TRH (70, 72). Both bipo- 
lar and unipolar depressed patients showed an elevat- 
ed basal prolactin concentration compared with 
normal subjects, but no difference was noticed in pro- 
lactin suppression when L-dopa was given to the two 
groups (67). Elevated levels of prolactin have been 
thought to reflect central dopaminergic depletion, al- 
though they could just as well be due to the stress of 
the illness. Prolactin response to TRH in depressed 
patients was found to be diminished in one study (72) 
but increased in another (70). Therefore, prolactin se- 
cretion in depression must be further investigated. 

Mania. No systematic study of prolactin secretion 
in manic patients has been reported. 


Thyroid-Stimulating Hormone (TSH) 


Depression. The reléase of TSH depends on the 
‘ elaboration of TRH from the hypothalamus. The avail- 
ability of synthetic TRH (7, 8) and its antidepressant- 
like action in the pargyline-dopa activation test (73) 
has led many investigators to conduct clinical trials of 
TRH in depressed patients. Some studies reported a 
definite but transient antidepressant effect (74-81) of 
TRH. On the other hand, several other workers have 
not been able to reproduce these results; the psycho- 
logical changes, if any, are thought by these authors to 
be a placebo effect (70, 72, 82-87). One finding stands 
out in many of these studies: the TSH response to 
TRH infusion was significantly lower in a significant 
proportion of the depressed patients when compared 
with normal control subjects (70, 72, 87, 88). This al- 
tered TSH response has been correlated with the se- 
verity of depression (72, 89). 

Mania. TSH levels and responses in manic and 
hypomanic states have not been reported. 


Luteinizing Hormone (LH) 


LH secretion is regulated by luteinizing-hormone- 
releasing hormone (LHRH) from the hypothalamus. 
The secretion of LH has not been extensively studied 
in depression or mania. One study reported reduced 
plasma LH levels in depressed postmenopausal wom- 
en compared with normal postmenopausal wom- 
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en (90). Plasma testosterone measured at 8 a.m. in 14 
depressed men before and after their recovery showed 
no meaningful alteration (91). There have been no re- 
ports of similar studies in mania. More evidence is rfec- 
essary to confirm an abnormal LH secretion in Affec- 
tive disorder. 


NEUROTRANSMITTER REGULATION OF 
HYPOTHALAMOPITUITARY FUNCTION 


It is known that the neurons in the hypophysiotropic 
area of the hypothalamus are responsive to neural in- 
puts from other areas of the brain. The noradrenaline 
inputs are from the noradrenaline neurons located in 
the medula oblongata and pons, which ascend in the 
medial lemniscus and innervate various centers in the 
hypothalamus (92). The serotonin pathways arise in 
the cell bodies of the raphe nuclei and form the ventral 
part of medial forebrain bundle from which axons 
leave to innervate the hypothalamus (92). Three main 
dopaminergic systems have been identified, 1.e., the 
nigrostriatal, the mesolimbic, and the tuberoinfundibu- 
lar (92). The tuberoinfundibular system consists of 
dopamine cell bodies in the arcuate nucleus of the hy- 
pothalamus; these cell bodies are known to innervate 
the external layer of the median eminence (92) and re- 
lease dopamine in that region. Noradrenaline and se- 
rotonin fibers terminate on hypothalamic neurons, 
which innervate the median eminence and release hy- 
pothalamic-regulating factors into the hypothalamohy- 
pophysial systems of veins (92) (see figure 2). 


Adrenocorticotropic Hormone (ACTH) 


Neurotransmitter control of ACTH has been exam- 
ined in detail in laboratory animals. In general, the bas- 
al ACTH secretion is increased by cholinergic and 
serotoninergic pathways and decreased by dopaminer- 
gic pathways (93). Serotoninergic and cholinergic 
mechanisms seem to be involved in the circadian 
rhythm of ACTH secretion (94). Evidence relating a 
possible role of noradrenergic influence in the regula- 
tion of ACTH secretion is conflicting. The hypothesis 
that brain catecholamines inhibit ACTH secretion, 
probably by inhibiting the secretion of CRF, has been 
supported by studies in the rat and dog (95-97). Simi- 
lar studies in baboons have shown stimulation rather 
than inhibition of ACTH (98). Studies in our laborato- 
ry with rhesus monkeys showed no plasma cortisol re- 
sponse to dopaminergic and noradrenergic agents but 
a significant increase in response to 5-HTP in- 
fusion (12). Taken together, the evidence may suggest 
a central catecholamine mechanism inhibiting ACTH 


. secretion and a central serotoninergic excitatory (stim- 


ulatory) mechanism of ACTH release in man. Thus it 
can be postulated that a decrease in norepinephrine ac- 
tivity could result in increased CRF release and con- 
sequently cause ACTH secretion from the pituitary 
and result in elevated plasma cortisol. 


FIGURE 2 
Possible Sites of Biogenic Amine Control of Hypothalamic Hypophy- 
siotropic Hormones* 









LONS 
Í arcuate \ 
| NUCLEUS J 


THIRD VENTRICLE 








HYPOTHALAMIC-REGULATING 
| FACTORS 


*NA=noradrenaline; 5-HT «serotonin; DA=dopamine; RF=releasing factor. 


Growth Hormone (GH) 


Dopamine, norepinephrine, and serotonin seem to 
exert a positive control on GH release (93). Cate- 
cholamine control of GH secretion 1s mediated 
through both œ- and f-adrenergic receptors (the 
former are stimulatory and the latter inhibitory) (99— 
102). L-Dopa stimulates GH release (65), and specific 
receptor stimulants like apomorphine (dopamine re- 
ceptors) and clonidine (noradrenergic receptors) have 
also been shown to release GH (103, 104). This sug- 
gests excitatory dopaminergic and noradrenergic con- 
trol of GH release. Serotoninergic mechanisms are al- 
so involved: 5-HTP has been found to increase GH re- 
lease (69). GH response in the rhesus monkey has 
been reported to be significantly increased by serotoni- 
nergic and noradrenergic agents but not by apomor- 
phine (12). The evidence suggests that an alteration in 
neurotransmitter activity can result in altered GH re- 
lease from the pituitary, presumably as aresult of alter- 
ation in the production of GRF or GRIF from the hy- 
pothalamus. 


Prolactin 


Prolactin seems to be regulated by neurotransmitter 
activity but primarily by negative control mechanisms. 
Chlorpromazine, a-methyldopa, and reserpine elevate 
prolactin levels (105, 106). These drugs generally de- 
crease catecholamine activity in the brain, which is 
postulated to result in a decrease in the hypothalamic 
secretion of prolactin-inhibiting factor (PIF), resulting 
in increased prolactin secretion from the pituitary. L- 
Dopa, which increases central catecholamine activity, 
and apomorphine, a direct dopamine receptor stimu- 
lant, decrease prolactin levels, presumably by causing 
PIF release (103}. This suggests the role of dopamine 
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as an inhibitor of prolactin secretion, presumably by 
stimulating PIF release. It was shown in 1974 that in- 
fusion of dopamine directly into the portal system re, 
duces prolactin release in vivo (107). suggests 
that the postulated PIF may be dopamine itself. 5-HTP 
has been found to increase serum prolactin lev- 
els (1087, presumably by either decreasing PIF or, 
more likely, by stimulating the release of prolactin-re- 
leasing factor (PRF) from the hypothalamus (109, 110). 
The evidence suggests that a reduction in catechola- 
mine activity and an increase in serotonin activity stimu- 
late the release of prolactin. 


Thyroid-Stimulating Hormone (TSH) 


TSH secretion in normal individuals is not affected 
by L-dopa (111) or clonidine (104). In conditions with 
elevated TSH, e.g., pituitary hypothyroidism and after 
thyroidectomy, L-dopa and 5-HTP reduce TSH lev- 
els (111). L-Dopa also inhibits TSH response to 
TRH (112), suggesting a pituitary site of action of L- 
dopa. TRH assays in vitro have shown that both dopa- 
mine and norepinephrine increase TRH secretion, but 
reserpine inhibits it (2). Disulfiram, which blocks the 
convers.on of dopamine to norepinephrine, inhibits 
dopamine-induced TRH release (2). Serotonin inhibits 
release of TRH, and acetylcholine analogues do not al- 
ter TRH secretion in vitro (2). It seems likely that nor- 
adrenergic neurons stimulate and serotoninergic neu- 
rons inhibit TRH secretion. Dopaminergic neurons 
may also be involved: thyroxine treatment has been re- 
ported to lower hypothalamic dopamine content (113). 


Luteinizing Hormone (LH) and Follicle-Stimulating 
Hormone (FSH) 


LH and FSH release are not affected by L-dopa, al- 
though McCann found that injections of small amounts 
of dopamine into the third ventricle of rats caused LH 
and FSH release (114). This release was blocked by re- 
serpine, indicating that catecholamines, especially 
dopamine, stimulate LH release in rats (114). Larger 
doses of dopamine were ineffective. Serotonin admin- 
istration -has been shown to release LH in the rat, but 
serotonin depleting agents failed to produce any 
change (115). Increased norepinephrine turnover has 
been shown in rats whose gonads were removed, im- 
plying that estrogen deficiency causes an increase in 
catecholamines that cause release of LHRH, which in 
turn causes LH and FSH secretion (116, 117). In the 
human, administration of such agents as apomor- 
phine (123) and clonidine (104) do not alter LH and 
FSH secretion. Evidence for a role of these neuro- 
transmitters in the regulation of LH and FSH is appar- 
ent in tbe rat but not convincing in the human and re- 
quires further clarification. 


Biogenic Amines and Affective Disorder 


À brief overview of the literature on biogenic amines 
in affective disorder reveals that, although there are 
several promising leads, further investigation is neces- 
sary to clarify many issues. Various hypotheses have 
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been formulated on the basis of the knowledge that bio- 
logically active amines (dopamine, norepinephrine, se- 
fotonin, and acetylcholine), acting as neurotransmit- 
ters, modulate the activity of central neurons that are 
involved in the regulation of mood and behavior. The 
clinical features of depression (disturbances of sleep, 
appetite, gastrointestinal function, and sex drive) and 
the diurnal pattern of depression support these biologi- 
cal hypotheses. Further, the effect of various drugs 
that are known to alter the activity of neurotransmit- 
ters (e.g., monoamine oxidase inhibitors, tricyclic com- 
pounds, and phenothiazines) bring about a change in 
mood and behavior (118). 

The catecholamine hypothesis of affective disorder 
proposes that some, if not all, depressions are associat- 
ed with an absolute or relative deficiency of cate- 
cholamines, particularly norepinephrine, at function- 
ally important adrenergic receptor sites in the brain. 
Conversely, elation may be associated with an excess 
of such amines (14). This hypothesis is undoubtedly at 
best a "'reductionistic oversimplification’’ of a very 
complex biological state. The simultaneous effects of 
indoleamines, other biogenic amines, hormones, and 
ionic changes will ultimately be included in any com- 
prehensive formulation of the biochemistry of affec- 
tive disorder (119, 120). Even though this hypothesis 
has been compelling in a general sense, several critical 
reviews of relevant experimental work have shown it 
to be lacking in parts (121, 122). Central stimulants 
(cocaine and amphetamine) are not effective antide- 
pressants, but clinically useful antidepressants do not 
stimulate normal subjects; this suggests that depres- 
sion is not simply an extension of normal mood but 
may represent a qualitatively different psycho- 
biological state (123). 

Further, because some but not all patients receiving 
reserpine develop depression, it has been concluded 
that reserpine precipitates depression in susceptible in- 
dividuals rather than inducing depression de 
novo (124). Monoamine oxidase inhibitors have been 
postulated to be useful primarily in atypical depres- 
sions with features of anxiety, fatigue, and somatic 
complaints but not very useful in typical endogenous 
depression, but the reverse is true in the case of tri- 
cyclics, thus tenuously supporting the catecholamine 
hypothesis (123). Lithium administration has been 
shown to be of therapeutic value in both mania and de- 
pression (125, 126), suggesting a biochemical similar- 
ity (possibly a common ionic imbalance) in these clini- 
cal states rather than a dissimilarity, as implied in the 
catecholamine hypothesis. In an attempt to reconcile 
these contradictions, it has been proposed that cell 
membrane properties regulating movement of electro- 
lytes across the plasma membrane in a subgroup of af- 
fective disorder may be abnormal (127). This may be 
genetically determined; the resulting change in ionic 
gradients may alter the physiological effects of biogen- 
ic amines, providing a "'bridge'' between electrolyte 
and biogenic amine factors in the etiology of affective 
disorder. 
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Serotonin has also been implicated in the etiology of 
affective disorder (16). The indoleamine hypothesis 
(as it is known) claims a diminished activity of seroto- 
nin in depression and an excess in mania. Some sthd- 
les report an improvement of depression with adminis- 
tration of 5-HTP, a precursor of serotonin (16). 5-HTP 
has also been shown to be effective in mania (17). On 
the other hand, clinical studies with a-methyl-p-tyros- 
ine (AMPT), which depletes brain catecholamines, 
and animal studies with p-chlorophenylalanine 
(PCPA), which depletes brain serotonin, have been 
found to produce no effect on mood or produce behav- 
ioral changes resembling depression (124). The ‘‘per- 
missive hypothesis of affective disorder’’ (17) suggests 
that central serotoninergic deficiency may represent a 
vulnerability to affective disorder, but an associated 
lowered catecholamine activity correlates with depres- 
sion and an increased catecholamine activity with 
mania. The foregoing would explain the improvement 
seen when some depressive and manic patients were 
treated with L-tryptophan. 

Several workers have studied the concentration of 
catecholamine metabolites in plasma and CSF and 
their excretion in urine, but the results with affective 


disorder are conflicting (120, 121). It has been reported 


that low pretreatment levels of 3-methoxy-4-hydroxy- 
phenylglycol (MHPG) in a group of depressive pa- 
tients were associated with favorable response to 
imipramine and failure to respond to amitriptyline, 
but no change in MHPG levels in urine was found fol- 
lowing clinical improvement or trial of d-ampheta- 
mine (128). Another group of depressed patients in the 
same study who responded well to amitriptyline but 
not to imipramine had high pretreatment levels of 
MHPG; these decreased after treatment with tricyclics 
or a trial of d-amphetamine (128). It has been con- 
firmed by another group that subjects with lower pre- 
treatment levels of MHPG responded better to imipra- 
mine (129). Such evidence suggests that a reclassifica- 
tion of depression according to biogenic amine 
metabolite activity may be of practical value. Further 
studies are required to explore the physiological basis 
of affective disorder to examine the relationships 
among neurotransmitter activity, neurotransmitter me- 
tabolism, clinical symptoms, and subgroups of affec- 
tive disorder. 


CONCLUSIONS 


It is evident that in the past decade a considerable 
amount of work has beén done investigating neuro- 
transmitter regulation of the hypothalamic pituitary 
axis, neurotransmitter abnormalities in affective dis- 
order, and pituitary function in affective disorder. This 
kind of research on affective disorder is fraught with 
problems, such as controlling for the several physical 
and psychological factors affecting neuroendocrine se- 
cretion, extrapolation of animal studies to humans, in- 
direct interpretation of neurotransmitter activity in the 
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CNS, and difficulty in adequately defining the sub- 
groups of affective disorders. In spite of these diffi- 
culties and with a basis of painstaking research, the 
evidénce supports a neuroendocrine abnormality in 
some patients with affective disorder. These neu- 
roendocrine abnormalities, along with such other clini- 
„cal features of affective disorder as changes in mood, 
loss of appetite, libido, and aggressive drives as well as 
sleep and diurnal changes, may reflect a common dis- 
turbance in brain biogenic amine function. Examina- 
tion of neuroendocrine responses in affective disorder 
should be a very useful strategy to assess the brain bio- 
genic amine function and to understand more about 
this disorder. 
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| Brief Hospitalization: A Two-Year Follow-Up 


BY MARVIN I. HERZ, M.D., JEAN ENDICO DI: PH.D., AND ROBERT L. SPITZER, M.D. M 


The authors present two-year follow-up data of a 
controlled study of 175 newly admitted inpatients who 
lived with families, comparing the relative efficacy of 
brief hospitalization (with and without transitional day 
care) and standard hospitalization (with all patients 
offered outpatient aftercare). The long-term results 
confirm the preliminary finding that brief 
hospitalization is preferable to longer term 
hospitalization for most patients. Briefly hospitalized 
patients spent significantly less time as inpatients and 
showed less psychopathology and impairment in role 
functioning. In contrast to preliminary findings, the 
long-term results indicate that use of day care reduced 
the number of inpatient days. 


IN RECENT YEARS there has been a reevaluation of the 
role of psychiatric hospitalization as part of a compre- 
hensive mental health care delivery system. The pos- 
sible deleterious effects of prolonged custodial care in 
large government hospitals have been well described 
by Goffman (1), Gruenberg (2), and others. As a re- 
sult, there has been a general trend toward short in- 
patient stays with rapid return of patients to the com- 


munity. Although there are a number of reports on the . 


benefits of brief hospitalization (3—7), there are few 
controlled studies in this area (8, 9). 
Caffey and associates (8) studied 201 newly admit- 


ted schizophrenic men in 14 different Veterans Admin-. 


istration (VA) hospitals who were randomly assigned 
to 1 of the following 3 treatment groups: 
1. Standard hospital care with discharge at the treat- 
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ing physician’s discretion and usual VA referral to oth- 
er facilities for aftercare. 

2. Accelerated discharge-directed hospital care fol- 
lowed by psychiatric and social work treatment by the 
same staff on an outpatient basis for 1 year. 

3. Standard hospital treatment followed by the 
same outpatient therapy as in group 2. 

The brief hospital group averaged 29 days, com- 
pared with 83 days for the standard group. The results 
showed essentially no differences between groups. 

Glick and associates (9) compared the outcome of 
short-term (21-28 days) versus -long-term (90-120 
days) hospitalization. In this study patients were re- 
ferred to existing community aftercare services after 
discharge from the hospital. There was no attempt to 
provide continuity of care with the same therapists or 
team following the patient from inpatient to outpatient 
care, aS occurs in many comprehensive community 
mental health center programs. 

Their 1-year follow-up indicated a slight advantage 


. for long-term hospital schizophrenic patients on some 


measures. However, this result is probably not due to 
the direct therapeutic effects of long-term hospital- 
ization. A significantly greater percentage of long-term 


patients were in aftercare treatment. The authors 


stated, ''the influence of length of stay on subsequent 
posthospitalization psychotherapy is an important 
mechanism—perhaps the primary mechanism through 
which length of stay influences outcome at. one 
year” (9, p. 513). 

Glick and associates believe that the longer hospital- 
ization made it more likely that patients would pursue 
outpatient therapy. However, an alternative explana- . 
tion is that since the Jong hospitalization group had sig- 
nificantly more education, a higher socioeconomic stat- 
us, and better premorbid adjustment, these were the 
major factors in determining use of aftercare. In our 
own study (10), we found no significant difference be- 
tween groups in the use of aftercare, probably because 
the same therapist and team followed the patient from 
inpatient to day care and/or outpatient status, thus of- 
fering continuity of care. A further fascinating and 
unexplained result in the study by Glick and associates 
is that after 1 year the mean dosage of chlorpromazine 
equivalent per day for outpatients receiving medica- 
tion was twice as high for the long-term group as for 
the short-term hospital group (644 mg versus 328 mg; 
p < .01). 

This paper, our third report of the results of a con- 
trolled study of brief hospitalization, focuses on long- 
term results, specifically, the effect oh the patients. 
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To our knowledge there are no other controlled stud- 
ies comparing the efficacy of brief versus longer term 
hospitalization for acutely ill psychiatric patients from 
a défined catchment area. Furthermore, this is the only 
study that specifies that once a patient is assigned to a 
treatment group, he or she remains in that group for 
any subsequent hospital admission during the study pe- 
riod. 

The first report (10) described the initial results re- 
garding the outcome for the patients as evaluated by 
such indices as days in the community, rehospitaliza- 
tion rate, and measures of psychopathology and role 
functioning as evaluated by therapists and research in- 
terviewers. The second report (11) described the ini- 
tial results regarding the effects on the patients' fami- 
lies. 


METHOD 


A total of 175 newly admitted inpatients who had 
families were randomly assigned to the following 3 
treatment groups: 

1. Standard group (N=63): standard inpatient care 
with discharge at the therapist's discretion. 

2. Brief-day group (N=61): brief hospitalization 
(generally less than 1 week) followed by transitional 
day care if appropriate. 

3. Brief-out group (N=51): brief hospitalization 
with discharge to the community. 

The same therapeutic team followed the patient 
through all treatment modalities, and all patients were 
offered outpatient therapy. There was no separate day 
hospital. Day care was given on the inpatient service, 
with day patients going home in the evenings and on 
weekends. Once a person was assigned to a treatment 
group he remained in that group for any subsequent 
hospital admissions. If it became clear that brief hospi- 
talization was antitherapeutic for a particular patient, 
an administrative decision was made to retain the 
patient in the hospital for as long as it was therapeuti- 
cally indicated. 

The study was conducted on the Washington 
Heights Community Service of the New York State 
Psychiatric Institute. The service is responsible for a 
catchment area with a population of 90,000 in an ethni- 
cally diverse lower-income area of upper Manhattan. 
The criteria for inclusion in the study and the demo- 
graphic characteristics of the patients were presented 
in detail in our first report. Essentially, the primary 
diagnosis had to be functional illness other than alco- 
holism, drug abuse, or antisocial personality. The 
most common diagnosis was schizophrenia (63%); ap- 
proximately one-third of the subjects were black; 
slightly over half were in social classes IV and V (12); 
approximately half had had at least one previous psy- 
chiatric admission; slightly less than half were cur- 
rently married; there were equal numbers of men and 
women; and over half of the patients were under the 
age of 35. The only statistically significant differences 
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among the 3 groups of relevance to prognosis were 
fewer married patients in the brief-out group than in ei- 
ther of the other groups and more men in the brief-out- 
group than in the brief-day group.' 

The differential effects of the 3 treatment programs 
were evaluated at 3 weeks and at 3, 6, 12, 18, and 
24 months after admission. Research interviewers 
used the Psychiatric Status Schedule (PSS) (13) and 
Global Assessment Scale (GAS) (14) with patients and 


‘the Family Evaluation Form (FEF) (15) with family in- 


formants. 


SUMMARY OF PREVIOUSLY REPORTED RESULTS 


The average length of inpatient stay until ‘‘first sig- 
nificant release” (i.e., the patient remained in the com- 
munity for at least 1 week after hospital discharge) was 
11 days for both brief groups and 60 days for the stand- 
ard group. There were no statistically significant differ- 
ences in rehospitalization rates for the patients at risk 
during the first 6 months of the study. All 3 groups 
made substantial but equal improvement on all of the 
measures of psychopathology during the first 6 
months. However, at 3 and 12 weeks the standard 
group showed more impairment in role functioning. 

During the first 24 weeks of the study there were 
very few statistically significant differences among the 
3 treatment groups on any of the family measures, and 
intergroup differences in effects on the families were 
minimal in all cases. The only differences occurred at 3 
weeks, with some brief patients exhibiting unpleasant- 
ness, uncooperativeness, or negativism. The major 
positive effect of brief hospitalization on the families 
was the greater likelihood that the brief-out patients 
would return to work and contribute financially, thus 
lessening family financial worries. This was true at 
both the 3- and 12-week follow-up evaluations. 


TWO-YEAR FOLLOW-UP RESULTS 


Time Spent in the Hospital and the Community 


The 3 groups differed considerably in the number of 
inpatient days during the first 2 years of the study. 
Table 1 compares the total number of inpatient days 
for each of the 3 groups as well as the average, the me- 
dian, and the range. The standard group had a signifi- 
cantly greater number of inpatient days than either of 
the brief groups. The brief-day group spent the fewest 
number of days in inpatient care, but not significantly 
fewer than the brief-out group. Although many of the 
patients in the brief-day group did not use day care af- 
ter either the initial admission or subsequent admis- 
sions, its availability for suitable cases apparently 
served to reduce the inpatient stay for each admission. 
The brief-day patients spent an average of 43 days in 


"Unless otherwise noted, all references to statistically significant dif- 
ferences involve two-tailed t tests with p<.05. 
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TABLE 1 
Number of Inpatlent Days during the First Two Years of the Study 





Brief-Day 


Brief-Out Standard 
Item (N=51) (N=61) (N =63) 
Total days 4,485* 1,636 7,259** 
Average 46.8* 26.8 I[5.1** 
Median 16* 10.5 46 
Range 1-473* 3—312 2—592 


* Does not include 2 patients. One was in jail during 18 months of the study 
period, and the other was selected by a special service for long-term care 
after 7 months in the study. 

**Significantly more than either of the brief groups (p<.001, two-tailed t test). 


day care during the 2 years of the study. Even if day 
care and inpatient days were added together, the total 
would still be considerably less than the number of in- 
patient days for the standard group. 

There were no statistically significant differences in 
readmission rates for the 3 groups after their first signif- 
icant release (see figure 1). By the end of 2 years, 54% 
(brief-day) to 58% (standard) had been readmitted at 
least once. Although a higher, but not statistically sig- 
nificant, percentage of the brief-out patients were read- 
mitted 2 or more times (37%) as compared with the 
standard group (29%), their shorter hospital stays on 
these subsequent readmissions were partially respon- 
sible for the lower number of inpatient days during the 
2-year period of the study. Schizophrenic patients 
were significantly more likely to be readmitted than 
nonschizophrenic patients (p<.05, multiple regression 
analysis controlling for sex), but there were no differ- 
ences among groups in readmission rates. The same 
finding held true for younger patients, i.e., they were 
more likely to be readmitted regardless of treatment 


group. 
Measures of Psychopathology and Role Functioning 


The measures of patient psychopathology and role 
functioning reported in this paper were derived from 
the research interviewers’ direct evaluations of each 
patient using the PSS and the GAS as well as from in- 
terviews of family informants using the FEF. The 
percentage of patients successfully followed at 6, 12, 
18, and 24 months varied from an average of 82% at 6 
months (standard group, 84%; brief-day, 80%; brief- 
out, 82%) to 69% at 24 months (standard group, 67%; 
brief-day, 67%; brief-out, 73%). There were virtually 
no differences between the sample successfully fol- 
lowed at 2 years and the original sample with regard to 
prognostic variables.  . 

There were very few statistically significant inter- 
group differences found at 6, 12, 18, and 24 months de- 
spite the many comparisons made. All three groups 
continued to show considerable clinical improvement 
over their initial evaluations, although there was a ten- 
dency for the levels of psychopathology to become sta- 
bilized by the time of the 6-month evaluation. 

Figure 2 shows the GAS ratings initially and at each 
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FIGURE 1 
Cumulative Percent of Patients Who Were Rehospitalized Within Giv- 
en Periods of Time After Their First Significant Release* 
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*As of July 30, 1975. Calculated on the basis of the number of patients at risk 
for readmission during the full time period. 


FIGURE 2 
Ratings on the Globa! Assessment Scale* 
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*Lower ratings indicate more impairment. 
**The standard group was rated as having signiflcantly more impairment than 
both brief groups and the brief-out group more than the brief-day group 

(p«.05, F test between adjusted means). 


follow-up evaluation. The overall average rating at the 
time of the initial evaluations was 31, a score at the bot- 


. tom of the range defined as ‘‘major impairment in sev- 


eral areas such as work, family relations, judgment, 
thinking, or mood, or some impairment in reality test- 
ing or communication, or single sérious suicide at- 
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tempt.” From the 6-month evaluation through the 24- 
month evaluation, the GAS average was around 55, 
which is in the middle of the range defined as ‘‘moder- 
ate Symptoms or generally functioning with some diffi- 
culty (e.g., few friends and flat affect, depressed mood 
and pathological self-doubt, euphoric mood and pres- 
. sure of speech, moderately severe antisocial behav- 
ior)." The only GAS follow-up evaluation that in- 
dicated a significant difference among groups by analy- 
sis of covariance (F test between adjusted means) was 
at 12 months. At that time the standard group was 
rated as having more psychopathology and impairment 
than both brief groups and the brief-out group more 
than the brief-day group. 

When the 28 scales of the PSS were compared by 
analysis of covariance at each of the follow-up evalua- 
tions, only 5 statistically significant differences were 
found (F test between adjusted means). At 6 months 
the standard group showed more impairment in the 
Mate Role than did the brief-day group. At 12 months 
the standard group showed more psychopathology 
than both brief groups and the brief-out group more 
than the brief-day group on the second-order factor 
score of Behavioral Disorganization and on 2 of its 
component scales, Interview Belligerence-Negativism 
and Speech Disorganization. At 18 months the stand- 
ard group had higher scores on Social Isolation than 
both brief groups and the brief-out group had a higher 
score than the brief-day group. At 24 months there 
were no significant differences. 

Of those patients who would ordinarily have been 
expected to work, only 46% of the standard group was 
working at 6 months, compared with 64% of the brief- 
out and 52% of the brief-day groups. The tendency for 
fewer of the standard patients to be working at each 
follow-up evaluation continued for the remainder of 
the study. At 18 months 3696 of the standard group 
who were expected to work had jobs compared with 
53% of the brief-out group and 58% of the brief-day 
group. At 24 months 40% of the standard group, 55% 
of the brief-out group, and 57% of the brief-day group 
held jobs. Another indication of greater impairment in 
role functioning in the standard group is that at the 24- 
month follow-up 4096 of the standard group, 3196 of 
the brief-out group, and 2096 of the brief-day group 
were evaluated as failing to perform any occupational 
role (wage earner, housekeeper, or student) ‘‘because 
of psychopathology'' during the week prior to the eval- 
uation. 

The family informants’ descriptions of the patients’ 
psychopathology and role functioning were suggestive 
of more differences than were found by direct evalua- 
tion of the patients. When the 13 FEF scales that de- 
scribe patient psychopathology were compared using t 
tests (rather than analysis of covariance because of 
missing initial evaluations), 11 statistically significant 
differences were found. At 6 months the standard 
group had higher scores on Miscellaneous Psycho- 
pathology than did the brief-out group, while the brief- 
out group had higher scores than the brief-day group 
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on both Marital and Parental Role Functioning. At 12 
months the standard group had higher scores than the 
brief-day group on Subjective Distress, Social Isela- 
tion, Disorganization-Reality Testing Disturbance, 
and Parental Role Functioning. The brief-out group . 
had higher scores than the brief-day group on Occupa- 
tional Role Functioning and Marital Role Functioning. 
At 18 months the standard group had higher scores on 
Miscellaneous Psychopathology than did the brief-out 
group. At 24 months the brief-day group had more im- 
pairment in Occupational Role Functioning than did 
the brief-out group. 

Thus the data obtained by both direct examination 
of the patients and interviews of family informants in- 
dicate that, generally, the brief-day group showed the 
least psychopathology and impairment in role function- 
ing, while the standard group showed the most. The 
differences were most marked at 1 year. This was evi- 
denced by statistically significant differences among 
groups as well as by the standard group's tendency to 
have the highest mean values on more of the scales 
than did the other 2 groups. For example, on the PSS 


. scale scores the standard group had the highest mean 


values on 16 of 28 scales, while the brief-out group had 
the highest values on 8 and the brief-day group on only 
3. One scale was exactly equivalent for all 3 groups. 

There were 13 deaths during the 2 years of the 
study. Six of these were known suicides (4 in the stand- 
ard group and 1 in each of the 2 brief groups). Of the 
remaining 7 patients only 1 (brief-day group) could 
have been a possible suicide, and the others died of 
natural causes. 


Use of Available Therapeutic Services 


The design called for all patients to be followed by 
the same treatment team during the 2 years of the 
study, with outpatient care offered to all patients for 
whom it was considered appropriate. Day care was not 
available for the standard and brief-out groups. Al- 
though day care was available for all of the brief-day 
patients, only approximately half actually made use of 
it. After the initial hospitalization 53% used transi- 
tional day care for at least 1 day. After the first read- 
mission 48% used it, and the corresponding per- 
centages for subsequent readmissions were similar. 
There appeared to be some relationship between the 
use of day care after the initial admission or sub- 
sequent admissions and the likelihood of readmission. 
For example, 63% of those who received day care af- 
ter the initial admission, but only 10% of those who did 
not, were readmitted at some time during the follow- 
up period. This suggests that it was the "''sicker" 
patients who tended to use day care. 

Although there had been concern that the brief 
patients would be lost to continued therapy because 
of their short inpatient stay, more brief than standard 
patients were in active treatment at each of the follow- 
up evaluations. However, there were no significant dif- 
ferences among groups in the percent of patients who 
were in active treatment. Table 2 shows the number 
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TABLE 2 ; 
Patients in Therapy at Each Follow-Up 





Brief-Day Brief-Out. Standard 
(N=61) (N x51) (N 63) 

Time of vein S 
Follow-Up N 96 N % N % 

6 months 43 70.49 33 64.71 35 55.55 
12 months ^ 40 65.57 31 60.78 36 57.14 
18 months 32 52.46 25 49.02 29 46.03 
24 months 31 50.82 25 49.02 25 39.68 


and percent of patients who were seeing a therapist at 
the time of each follow-up. It is important to note that 
research evaluations were conducted regardless of 
whether patients were in therapy. 

If a patient required rehospitalization, efforts were 
made to follow the same treatment plan as in the origi- 
nal hospitalization. While the brief groups averaged 
10.8 days (brief-out) and 11.8 days (brief-day) for the 
initial admission (compared with 60 days for the stand- 
ard group), subsequent admissions of brief patients re- 
sulted in longer stays. For the first readmission the 
brief-out group averaged 29 days and the brief-day 
group 12.6 days; for the second readmission the 
groups averaged 26 and 31 days, respectively. The 
number of patients readmitted more than twice was 
too small to make meaningful comparisons. 


DISCUSSION 


This paper has presented the 2-year follow-up data 
of a controlled study comparing the relative efficacy of 
brief hospitalization (average of 11 days), with and 
without transitional day care, and standard hospital- 
ization (average of 60 days), with all patients offered 
outpatient aftercare. Because the illness of many 
patients is chronic and characterized by remissions 
and exacerbations, the design specified that a patient 
remain in his or her originally assigned treatment 
group on any subsequent readmissions to the hospital. 

The long-term results confirm and strengthen the 
preliminary finding that brief hospitalization is prefer- 
able to longer term hospitalization for the great major- 
ity of patients who live with their families. Despite the 
fact that the brief patients spent significantly less time 
as inpatients during the 2-year study period, .there 
were no differences in readmission rates between 
groups. In addition, whatever differences there were in 
levels of psychopathology favored the brief groups 
over the standard group. There was a similar trend in 
role functioning. 

While the initial results showed no apparent benefit 
of trahsitional day care, the long-term follow-up find- 
ings indicate that it is advantageous in reducing the 
number of inpatient days for sicker patients who might 
otherwise need full inpatient care. The average num- 
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ber of inpatient days during the 2-year follow-up peri- 
od was.significantly less for both brief groups than for 
the standard group. The small number of differences in 
levels of psychopathology showed the brief-day* ap- 
proach to be more effective than the brief-out. 'How- 
ever, our preliminary results indicated that the use of 
transitional day care for some patients probably re- 
tarded their return to effective vocational role function- 
ing. Day care as well as inpatient care can be a regres- 
sive treatment and must be used judiciously. 

-© Several factors were responsible for the increased 
length of stay during readmissions in both brief 
groups. Inpatients were treated primarily by first-year 
psychiatric residents who rotated through the service 
every 4—6 months, and it was necessary to exert contin- 
uous administrative pressure to accomplish early dis- 
charge. Unfortunately, the major pressure applied for 
discharge was focused on the first admission. Further, 
there were some brief patients who were continually 
readmitted to the hospital. They were characterized by 
poor judgment, impulsive behavior, and antisocial be- 
havior, often combined with persistent psychotic dis- 
organization or severe family pathology that perpetu- 
ated or exacerbated their symptoms. On the sub- 
sequent admission of some of these patients, an 
administrative decision was made to prolong the hospi- 
talization (16). 

The readmission rate of almost 6046 in 2 years is sim- 
ilar to findings of other studies (17). It should be men- 
tioned that our aftercare clinic has about the same 
number of staff as many other state mental hygiene 
clinics. While some critics complain that brief hospital 
care leads to a ‘‘revolving door," with patients fre- 
quently readmitted, it should be emphasized that we 
found no differences in readmission rates among 
groups. That is, a longer hospitalization did not lead to 
a lower readmission rate, even for schizophrenic 
patients, and in fact it seems to have been responsible 
for more impaired functioning. 

It seems obvious that for most patients, hospital- 
ization should be used to control acute symptoms; 
once this is accomplished, patients should be trans- 
ferred to other treatment modalities, such as day or 
outpatient care, that are less restrictive and more suit- 
ed to maintaining and encouraging healthy areas of 
functioning. A reexamination of hospital milieu philos- 
ophies such as the therapeutic community approach is 
in order because they attempt to engage patients in a 
prolonged therapeutic process with ambiguous goals 
within the hospital setting, rather than aiming for rapid 
remission of psychotic symptoms and early dis- 
charge (18). Most hospital staff members obtain more 
satisfaction in treating patients in long-term inpatient 
therapeutic programs than in short-term hospital 
stays, during which they hardly-get to know the 
patients and their only contacts are with severely ill in- 
dividuals. In this case, what gratifies staff is not in the 
best interests of patients. — , 

The results of this study indicate that for the great 
majority of patients living with a fathily member, brief 
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hospitalization followed by transitional day care when 
appropriate is superior to standard hospitalization in 
terms of resolution of symptoms, role functioning, and 
tinfe spent in the community, and it offers a great cost 
benefit to financially burdened government health 
agencies. In subsequent reports we will deal with the 
long-term effects on families and will also attempt to 
identify specific subgroups of patients for whom the 
general findings do not hold. 

The findings of this study can only be generalized to 
programs that use the model of a comprehensive com- 
munity mental health center. According to this model, 
hospitalization is viewed as one of many treatment mo- 
dalities in the long-term treatment of major mental ill- 
ness. Continuity of care by the same therapist or team 
ensures that patients in transit between treatment mo- 
dalities do not get lost "between the cracks” of admin- 
istrative units. A reconceptualization of the treatment 
of such patients is necessary, with the primary locus of 
therapeutic intervention being shifted from the hospi- 
tal to the community. 


REFERENCES 


poaae 


. Goffman E: Asylums. Garden City, NY, Anchor Books, 1961 

2. Gruenberg EM: The social breakdown syndrome—some ori- 
gins, Am J Psychiatry 123:1481--1489, 1967 

3. Guido JA, Payne DH: Seventy-two hour psychiatric detention: 
clinical observations in a county general hospital. Arch Gen Psy- 
chiatry 16:233~238, 1967 

4. Weisman G, Feirstein A, Thomas C: Three-day hospital- 

ization—a model for intensive intervention. Arch Gen Psychia- 

try 21:620-629, 1969 


14. 


I5. 


16. 


17. 


18. 


HERZ, ENDICOTT, AND SPITZER 


. Stainbrook E: A psychiatric crisis ward, in Current Psychiatric 


Therapies, vol 3. Edited by Masserman J. New York, Grune & 
Stratton, 1963, pp 257—263 


. Mendel WM, Rapport S: Outpatient treatment for chronic oe 


ophrenic patients. Arch Gen Psychiatry 8:190-196, 1963 


munity Psychiatry 20:369-370, 1967 


. Caffey EM, Galbrecht CR, Klett CJ: Brief hospitalization ‘and 


aftercare in the treatment of.schizophrenia. Arch Gen Psychia- 
try 24:81-86, 1971 


. Glick ID, Hargreaves WA, Drues J, et al: Short versus long hos- 


pitalization: a prospective controlled study. IV. One-year fol- 
low-up results for schizophrenic patients. Am J Psychiatry 
133:509—514, 1976 


. Herz MI, Endicott J, Spitzer RL: Brief hospitalization of 


patients with families: initial results. Am J Psychiatry 132:413— 
418, 1975 


. Herz MI, Endicott J, Spitzer RL: Brief versus standard hospital- 


ization: the families. Am J Psychiatry 133:795-801, 1976 


. Hollingshead AB, Redlich FC: Social Class and Mental Illness. 


New York, John Wiley & Sons, 1958 


. Spitzer RL, Endicott J, Fleiss JL, et al: The Psychiatric Status 


Schedule: a technique for evaluating psychopathology and im- 
pairment in role functioning. Arch Gen Psychiatry 23:41-55, 
1970 

Endicott J, Spitzer RL, Fleiss J, et al: The Global Assessment 
Scale: a procedure for measuring overall severity of psychiatric 
disturbance. Arch Gen Psychiatry 33:766-771, 1976 

Spitzer RL, Gibbon M, Endicott J: Family Evaluation Form. 
New York, Biometrics Research Unit, New York State Depart- 
ment of Mental Hygiene, 1971 

Reibel S, Herz MI: Limitations of brief hospital treatment. Am J 
Psychiatry 133:518—521, 1976 

Mosher LR, Feinsilver D: Special Report: Schizophrenia. Na- 
tional Institute of Mental Health Publication 72-9042. Rockville, 
Md, NIMH, 1971 

Herz MI: The therapeutic community: a critique. Hosp Commu- 
nity Psychiatry 23:69-72, 1972 


Am J Psychiatry 134:5, May 1977 507 


à 


. Burhan AS: Short-term hospital treatment: a study. Hosp Com- - 


Dangerousness, Confidentiality, and the Duty to Warn 


BY LOREN H. ROTH, M.D., M.P.H., AND ALAN MEISEL, J.D. : 


The Tarasoff decision, by imposing on psychiatrists an 
obligation to warn the intended victim of threats made 
by a patient, but only under certain vaguely specified 
circumstances, may stampede psychiatrists into 
issuing such warnings to avoid possible legal liability 
no matter how remote the risk of harm may actually 
be. The authors suggest that the ill effects of such a 
reaction by psychiatrists—breach of confidentiality 
and the attendant erosion of trust and harm to the 
therapeutic alliance—can often be easily avoided by 
taking less drastic steps, some of which are illustrated 
by case presentations. 


FoR MANY. FORMS of psychotherapy assuring con- 
fidentiality for the patient is essential (1-3). The belea- 
guered psychiatrist of the 1970s finds it increasingly dif- 
ficult, however, to hew to this principle when manag- 
ing violent patients. The psychiatrist's responsibility 
to protect the public from the ‘‘violent’’ patient con- 
flicts with the more familiar responsibility to treat the 
patient. 

Rather than attempting to walk a hone between 
conflicting imperatives, the psychiatric profession 
might prefer to abandon either its obligation of con- 
fidentiality to the patient or its role in protecting the 
community. However, the official positions and values 
of the profession indicate that neither of these ex- 
treines is acceptable. One official pronouncement rec- 
. ognizes that ‘‘public policy demands that some form of 
involuntary hospitalization be available for those men- 
tally ill persons who constitute a danger to themselves 
or others’’ (4). Another, reiterating the necessity for 
confidentiality, states that ‘‘it is the very essence of 
the profession to deal with the most private corners of 
the patient’ s personal life, [and] security from abuses 
of privacy form a condition without which it would be 
difficult to practice psychiatry and psychotherapy at 
all’’ (5). 

The psychiatrist confronted with a potentially vio- 
lent patient has had several options available: 1) con- 
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tinued therapeutic management of the patient, 2) in- 
voluntary hospitalization of the patient, 3) notification 
of the police, and 4) notification of potential vic- 
tims (6). Each of these courses of action places a differ- 
ent weight upon the competing values of con- 
fidentiality and protection of social order. 


The case of Tarasoff v Regents of the University of 
California (7), recently decided by the California Su- 
preme Court,! places the conventional wisdom on dan- 
gerousness in question and vividly illustrates the doc- 
tor's dilemma. The facts of the case are that Prosenjit 
Poddar, a graduate student at the University of Califor- 
nia, dated for a time Tatiana Tarasoff; partly because 
of troubles in their relationship, he sought psychother- 
apy at the university clinic (8). He confided to his psy- 
chologist his intention to kill an unnamed young wom- 
an, identifiable as Tatiana Tarasoff, when she returned 
from a trip abroad. The psychologist, after consulta- 
tion with two psychiatrists, notified the campus police 
that Poddar was dangerous and should be involuntarily 
committed for observation and treatment. Poddar was 
detained but then released by the police, who noted 
that he was “‘rational’’ and that he promised to stay 
away from Tatiana. He subsequently broke off treat- 
ment with his psychotherapist. . 

Two months later Poddar killed Tatiana Tarasoff. 
Her parents brought suit—against the psychologist, 


his psychiatrist-supervisor, the campus police, and 


their employer, the University of California—for fail- 
ure to warn them of her peril and for failing to detain 
Poddar for treatment. The suit was dismissed in the 
lower courts but on appeal the California Supreme 
Court reversed the dismissal, concluding that the plain- 
tiffs should be permitted to show that, 


regardless of the therapists' unsuccessful attempt to con- 
fine Poddar, since they knew that Poddar was at large and 
dangerous, their failure to warn Tatiana or others likely to 
apprise her of the danger constituted a breach of the thera- 
pists' duty to exercise reasonable care to protect Ta- 
tiana. (7, at 340) 


The court remarided the case so that a jury might deter- 
mine whether the doctors had, in fact, acted unreason- 
ably under the circumstances. A storm of protest and 
comment was generated by Tarasoff, some sympathet- 
ic (9, 10), some antagonistic (11). 


"The case was originally decided in December 1974; however, a re- 
hearing was granted and a new opinion, which was substantially 
similar to the first opinion, was issued in July 1976. Under Califor- 
nia law the first opinion is withdrawn when a rehearing is granted 
and thus it has no precedential value. 





_ 
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DILEMMAS OF THE DUTY TO WARN 


The Tarasoff decision poses several dilemmas for 
the psychiatrist in the management of violent patients. 


Prediction of Violence 


Despite episodic (although unsubstantiated) 
claims (10, 12), the bulk of expert opinion and re- 
search data indicates that neither psychiatrists nor any- 
one else can reliably predict the likelihood of a men- 
tally ill patient's future violence (13, 14). The clinician 
willing to make such judgments is necessarily uncer- 
tain as to the accuracy of his predictions (15, 16), save 
for the certainty that he will overpredict that which he 
fears to be possible. 

The Tarasoff opinion assumes an expertise that the 
psychiatrist simply does not possess when it states 
that, 


the judgment of the therapist in diagnosing emotional dis- 
orders and in predicting whether a patient presents a seri- 
ous danger of violence is comparable to the judgment 
which doctors and professionals must regularly render un- 
der accepted rules of responsibility. (7, at 345) 


A separate opinion by Justice Mosk accurately states 
that there are no professional standards for the predic- 
tion of violence, and thus such predictions ‘‘are inher- 
ently unreliable" (7, at 354). _ 


Confusing the Meaning of ‘‘Dangerousness”’ 


The Tarasoff decision adds a new dimension to the 
problems posed for the psychiatrist by the legal con- 
cept of “‘dangerousness.’’ A large number of recent 
cases (17-21) holds that, before an individual may be 
involuntarily committed for psychiatric care, it must 
be demonstrated that the individual is ‘‘dangerous.”’ 
The kinds of behaviors that rise to the level of dan- 
gerousness must be fairly extreme in nature, immi- 
nent, and probable. The consequence of this require- 
ment is that many mentally ill individuals cannot be in- 
. voluntarily committed. Also, individuals who 
otherwise meet the standards for involuntary hospital- 
ization may not be ordered to undergo inpatient hospi- 
talization if a ''less restrictive alternative" form of 
treatment—such as partial hospitalization or out- 
patient care—will suffice for them (22). 

Providing warnings to intended victims when they 
are identifiable is one possible way of dealing with 
patients about whom there is a question in the thera- 
pist's mind as to whether or not they are dangerous. 
Because, as noted by the Tarasoff court, ‘‘the giving of 
a warning . . . would in many cases represent a far less- 
er inroad upon the patient's privacy than would in- 
voluntary commitment’’ (7, footnote 14 at 347), this 
course of action is likely to be far more widely utilized 
in the future. However, this alternative is not without 


its pitfalls. The result of its use will be to lower the. 


threshold of dangerousness that will evoke actions 
from therapists, thereby compromising the patient's 
confidentiality and possibly his treatment. The psychi- 
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atrist's social control functions are expanded at the ex- 
pense of therapy. 

The existence of different standards of dangerous-- 
ness—a rigorous one for commitment and a lower one 
for issuing warnings to intended victims—will un- . 
doubtedly confuse psychiatrists ‘as to their responsi- 
bilities, especially now that there is growing opinion 
that psychiatrists ought to be more modest about their 
predictive capability (13, 23). 


Liability for Warning 


Not only does failure to warn expose a psychiatrist 
to liability if a threat of harm does materialize, but giv- 
ing a warning may also subject the psychiatrist to a 
risk of liability. Psychiatrists who release information 
about their patients in an unauthorized manner may in- 
cur liability for invasion of privacy or for defamation 
if, considering all of the circumstances, the psychia- 
trist did not act reasonably in issuing the warning (24— 
26). 

Unfortunately, what is reasonable in a given situa- 
tion cannot be determined with scientific precision, and 
when it is determined by a jury it is always after the 
harm has been done. Although the jury is cautioned 
that reasonableness must be judged without the benefit 
of hindsight, knowledge of the occurrence of untoward 
events—such as the killing of an innocent person by a 
psychiatric patient who had voiced threats of harm— 
cannot easily be put aside. The vagueness of the stand- 
ards determining when the psychiatrist must warn, tak- 
en in combination with the unpredictability of violence 
and the vagueness of the meaning of the term ‘‘dan- 
gerousness,’’ may make the psychiatrist’s decision ap- 
pear questionable in retrospect no matter how he acts. 


Increasing the Patient’s Dangerousness 


The decision to hospitalize a patient involuntarily is 
properly made by the courts after taking psychiatric 
evidence into account (27). When commitment is 
sought but a court rules that it is unwarranted, the 
patient in effect has had a label of ‘‘nondangerousness”’ 
conferred upon him. 

The paradox since Tarasoff is that the psychiatrist 
might need to give a warning to an identifiable poten- 
tial victim because an unsuccessful commitment at- 


-tempt may compromise treatment and increase the 


patient’s potential for violence. This same patient may 
recently have been declared nondangerous by the 
court that refused to commit him. Uncertainty about 
the outcome of commitment may make psychiatrists 
reticent about attempting to commit a patient because 
they know that an unsuccessful attempt may increase 
the risk of violence and thus trigger the psychiatrist’s 
duty to warn. 


ALTERNATIVES TO A TARASOFF WARNING 


Since the Tarasoff case, the consultation service of 
the Law and Psychiatry Program at Western Psychiat- 
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DANGEROUSNESS, CONFIDENTIALITY, AND THE DUTY TO WARN 


* 
ric Institute: and Clinic in Pittsburgh, Pa., has inter- 
vened in a number of cases in which the issue of a 
-patient's dangerousness has arisen. The cases under- 
score some of the problems posed by Tarasoff and sug- 
. gest some alternative responses to these problems 
short of warning. Despite Tarasoff, and because of our 
own convictions about the importance of con- 
fidentiality in the doctor-patient relationship, in no'in- 


stance have we directly warned the potential victim 


without first obtaining the patient's permission. 
Case l 


Problem: A 40-year-old woman was admitted for the 
fourth time. She was crying and described herself as **human 
garbage.” Five years previously, having eloped from a psy- 
chiatric hospital, she had shot and wounded the fiancée of an 
ex-boyfriend. The present admission was precipitated in part 
by her termination 4 days before of her relationship with an- 
other boyfriend, who had informed her that he was about to 
marry another woman. She admitted anger concerning this 
man but denied direct homicidal ideation. On the third hospi- 
tal day the patient asked to leave against medical advice. The 
hospital was concerned about the similarity between the past 
circumstances in which serious injury had occurred and the 
present one. 

Resolution: The hospital permitted the patient to leave 
against medical advice the following day but suggested that 
the ex-boyfriend be notified of her hospitalization and her 
current discharge. The patient concurred with this plan; not 
wanting to talk with the boyfriend herself, she asked the hos- 
pital to call him for her. Eight months later the patient was 
continuing in outpatient therapy. 


Case 2 


Problem: A 25-year-old unmarried woman was hospital- 
ized after taking a nearly fatal overdose of sleeping pills. She 
had been quarreling with the father of her two children. 
When she awoke she was no longer suicidal but was extreme- 
ly angry at her lover and convincingly told the psychiatric 
consultant that she intended to ''contract'' with a hired killer 
for his murder. 

Resolution: The patient’s phone privileges and visitors 
were restricted to prevent her from arranging to have her 
lover killed. The following day she indicated that she had not 
been serious in her threats. Brief couples therapy before the 
' patient's discharge from the hospital was recommended. 


Case 3 


Problem: A 34-year-old methadone addict appeared at the 
emergency ward crying and agitated the day after his wife's 
suicide. He was carrying a loaded pistol, which he agreed to 
hand over to the hospital staff. He told the evaluating psychi- 
atrist that he absolutely did not want hospitalization, that he 
wanted the gun back, and that if anyone on the street irri- 
tated him he would kill that person. Despite the patient's 
threats of harm, there was no one to warn. 

Resolution: The gun was not returned, the patient was not 
committed, and the police were not notified. He returned to 
the clinic for treatment and 5 days later the unloaded weapon 
was returned to him. Two months later he threatened to kill 
his ex-father-in-law. The patient at this time decided not to 
carry the weapon since he feared he might hurt someone. 
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Case 4 


Problem: An 18-year-old man came to the ‘emergency 
ward complaining of nervousness and wondering whether he 
was ''crazy'' and why he did ‘‘bad’’ things. He admitted that 
about 2 months before he and his brother had stabbed anoth- 
er man to death. He was told that no psychiatrist would be 
‘‘willing to touch him” until he turned himself in to the po- 
lice. The patient was not clearly mentally ill and was not 
judged to be a proper candidate for commitment. Never- 
theless, staff members were concerned about the crime he 
had committed and whether he would be dangerous if he 
were allowed to leave. 

Resolution: The individual gave written permission to the 
hospital staff to contact the police, who were then notified. 
When the police arrived they recognized the individual from 
the *'*wanted sheets." 


DISCUSSION 


There is no single, simple resolution to the problems 
posed by potentially violent patients (9). The above 
cases illustrate that even when danger seems likely 
several alternatives are often available that permit con- 
tinuing management of the violent or potentially vio- 
lent patient without compromising treatment. We sug- 
gest the following guidelines. 

1. Since actual violence is relatively rare among psy- 
chiatric patients (13), especially those with no history 
of previous violence, it is prudent to rely on the odds 
and not warn. Since serious threats are infrequent, and 
these infrequent threats are rarely carried out, it is 
senseless for a psychiatrist to compromise his usual 
management of the patient and established manner of 
doing psychotherapy. The psychiatrist must not be 
stampeded, even by Tarasoff, into providing frequent 
warnings to third parties. 

2. Before entering into a treatment contract the ther- 
apist should inform the patient of the confidential na- 
ture of the relationship and the various circumstances 
under which confidentiality might have to be 
breached. Despite the virtues of obtaining the patient's 
informed consent to psychotherapy (28), an explana- 
tion to every patient of the Tarasoff exception to con- 
fidentiality might prevent meaningful psychotherapy 
or even deter patients from the therapy. (Such ''in- 
formed consent’’ to psychiatric examination is, how- 
ever, necessary when the psychiatrist is examining the 
patient as an agent of a court and not entering into a 
traditional doctor-patient relationship [29].) However, 
the psychiatrist must be forthright with the infrequent 
patient who begins to speak convincingly of potential 
violence. At this point it is advisable for the therapist 
to express alarm and explain the varying actions that 
might have to be taken if the patient persists in his 
threats. 

3. Even when danger seems imminent there are a 
number of social or environmental manipulations 
which may be agreed upon by the doctor and patient 
that reduce the patient's dangerousness without com- . 
promising confidentiality. For example, other persons . 


may be brought into the therapy or it may be insisted 
that the patient rid himself of lethal weapons. 

4. Some patients, when apprised of the psychia- 
tri8t’s fears and necessity to act to protect others, are 
willing to warn potential victims or permit others to 
warn them about the patient's fears, anger, and recent 
turmoil. When disclosing information about the patient 
to others, the physician must attempt to obtain the 
patient's permission to do so and should reveal the dis- 
turbing information about the patient in his presence. 

5. The psychiatrist's need to act should always be 
assessed in light of the impact of the proposed inter- 
vention on future therapy with the patient and in light 
of the likelihood of success in preventing violence. If 
the probability of compromising future therapy is great 
and/or if the likelihood of the success of the inter- 
vention is slight, the psychiatrist may prefer to rely on 
the odds and to hope for the best, rather than warning 
a potential victim or attempting to hospitalize the 
patient involuntarily. 
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- Platelet Monoamine Oxidase Activity in Schizophrenic Patients 


BY ROBERT E. BECKER, M.D., AND EDWARD G.. SHASKAN, PH.D. . 


The authors studied platelet monoamine oxidase 
(MAO) activity in 29 schizophrenic inpatients and 26 
` schizophrenic outpatients during a 4-week double- 
blind trial of chlorpromazine with imipramine or 
thiothixene with placebo. They found that significantly 
more schizophrenic patients than normal control 
subjects had low platelet MAO activity after 4 weeks. 
‘Outpatients with low MAO activity were distinguished 
by increased behavioral activity and reduced social 
apathy. Inpatients with low MAO activity were 
distinguished by severity of illness and symptoms. 
Hallucinations were significantly more frequent 
among patients with low MAO activity. The authors 
suggest that platelet MAO activity might decline in 
some actively schizophrenic patients as part of the 
 psychotic process. . 


WYATT AND MURPHY and associates reported that the 
blood platelet monoamine oxidase (MAO) activity in 
33 chronic schizophrenic patients (1) and 13 mono- 
-Zygotic twin pairs discordant for schizophrenia (2) was 


reduced in comparison with that of normal control sub- . 


jects. These authors suggested that reduced platelet 
MAO activity might be a biological marker for schizo- 
phrenia. Meltzer and Stahl reported that the platelet 
. MAO activity in both acute and chronic schizophrenic 
“patients was reduced in comparison with that of nor- 
| “inal: control subjects (3). Other studies have not found 
.-a.difference in platelet MAO activity in acute schizo- 
-phrenic patients compared with normal control sub- 
jects (4—6). In 1975 Murphy and Wyatt stated that they 
viewed low platelet MAO activity as a genetic marker 
for increased vulnerability to the development of 
chronic schizophrenia (7). 


We studiéd 26 depressed schizophrenic outpatients | 


„ and 29 depressed schizophrenic inpatients to investi- 
gate the relation of platelet MAO activity to schizo- 
phrenia. We hypothesized that lower platelet MAO ac- 


tivity might sensitize the schizophrenic patient to the . 


‘Revised version of a paper presented at a New Research session at 
the 129th annual meeting of the American Psychiatric Association, 
Miami Beach, Fla., May 10-14, 1976. 


At the time this work was done Dr. Becker was Associate Professor 
` of Psychiatry, University of Connecticut School of Medicine, Farm- 
ington, Cenn. He is now Director, Hall-Brooke Hospital, West 
Conn. 06880. Dr. Shaskan is Assistant Professor of Psychiatry, Uni 
versity of Connecticut School of Medicine. 


- The authors wish to thank Christian Van der Velde, M.D., Vincent 
Cocilovo, M.D., and Gloria Grillo, R.N., for their assistance. 
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effect of tricyclic antidepressants and. partially account 
for the deterioration of clinical status seen in some 
schizophrenic patients receiving antidepressant drug 
therapy (8). We also sought to identify specific behav- 
ioral characteristics linked to blood platelet MAO ac- 
tivity that might be associated with the vulnerability to 
schizophrenia hypothesized by Murphy and Wyatt (7). 

In a preliminary report (5) we found no difference in 
platelet MAO activity among 26 schizophrenic 
patients, 10 alcoholic patients, and 7 hospital staff 
members used as control subjects. We also found no 
evidence to suggest that schizophrenic patients with 
low platelet MAO activity deteriorated if treated with 
imipramine (9). Patients with low platelet MAO activi- 
ty were found to be less apathetic and more active and 
to show more sleep disturbance (9). In this paper we 
report our completed study of 55 cee schizo- 
phrenic inpatients and outpatients. 


~~ 


METHOD 


All patients were referred to us for study by a psychi- 
atrist and had been assigned a diagnosis of schizophre- 
nia. We selected only patients who had been pre- 
viously hospitalized with a diagnosis of schizophrenia. | 
This diagnosis was confirmed using DSM-III (10) by 
one of us (R.E.B.) or by a consulting psychiatrist 
(Christian Van der Velde). When loose associations, 


. autistic thinking, and flattened affect were not elicited 


in an interview with the patient, the patient was includ- 
ed in the study only if the hospital record contained 
definite evidence of thought disorder. 

The 26 outpatients were seen in the outpatient clinic 
of the University of Connecticut Department of Psy- 
chiatry. Fourteen of the inpatients were from the acute 
wards of the University of Connecticut Hospital and 
Undercliff Mental Health Center. Both of these institu- 
tions emphasized acute treatment with rapid return to 
the community. The other 15 inpatients were from the 
chronic wards at Norwich Hospital. Because we found 
no significant differences in age, symptoms, or platelet 
MAO activity levels between the acute and chronic in- 


patients they were treated as one group for statistical 


analysis. Informed consent was obtained from each 
patient following a protocol approved by the Universi- 
ty of Connecticut Health Center Human Research 


Committee. 


All 55 patients were removed, from all psychoactive 
medication for 2 weeks. One to three venous blood 


samples were drawn between the 10th and 14th drug- ` 


` E 
1 - 


free days for an indication of baseline platelet MAO ac- 
tivity. For newly hospitalized patients who had not re- 
cently been taking medication, baseline platelet MAO 
activity was determined before they received any psy- 
choactive medication. All ratings on patients were 
completed by the psychiatrist who managed the 
patient during the study period (R.E.B. or C.V.V.). At 
baseline each patient was rated by means of the Brief 
Psychiatric Rating Scale (BPRS) (1D), the Hamilton 
Depression Rating Scale (12), and a 5-point global se- 
verity of illness scale (GSI). All patients were also 
rated on selected items from the Katz Adjustment 
Scale (KAS) (13) by the psychiatric nurse responsible 
for their care during the study period (Gloria Grillo). 

After completion of the baseline studies, patients 
were assigned by a computer-generated randomized 
code to 4-week double-blind treatment with an antide- 
pressant and a tranquilizer (imipramine [Tofranil] and 
chlorpromazine [Thorazine]) or a placebo and a tran- 
quilizer (thiothixene [Navane]). Venous blood platelet 
MAO activity and psychiatric status on each of the rat- 
ing scales were computed weekly for each of the 4 
weeks. We also studied the blood platelet MAO activi- 
ty in 20 drug-free staff volunteers by analyzing 2 to 4 
samples of venous blood drawn at weekly intervals. 

Platelets were isolated from 18-ml glass tubes con- 
taining acid citrate-dextrose and prepared according to 
the method of Murphy and associates (14) with the 
modifications we have described elsewhere (9). 

MAO activity was determined by measuring the de- 
amination of “C-tryptamine and is expressed as 
mymoles of tryptamine deaminated per hour per mg of 
platelet protein (15). Triplicate determinations of 
MAO activity were completed for each blood sample; 
laboratory personnel were blind to all subjects’ names 
and week of the study for coded samples at the time of 
MAO activity determination. 


RESULTS 


At baseline the blood platelet MAO activity values 
of our schizophrenic patients appeared to be bimodally 
distributed (see figure 1). This suggested to us a divi- 
sion into two groups for statistical analysis. Patients 
with baseline MAO activity of less than 2.75 mumoles/ 
mg of protein/hour are referred to as the low-MAO 
group, and those with higher values are included in the 
high-MAO group. Although the sample size and selec- 
tion process make it inappropriate for us to comment on 
whether platelet MAO activity is unequivocally uni- 
modal or bimodal, a bimodal distribution has been re- 
ported by Nies and associates (16). We found the des- 
ignation of a high-MAO group and a low-MAO group 
useful in data analysis without adding bias. 

We found no significant difference in the distribution 
of high and low MAO activities between schizophrenic 
patients and normal staff control subjects at base i 
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FIGURE 1 
Distribution of Platelet MAO Activity in 55 Schizophrenic Te 
and Upon at Baseline 


0 d 4 5 


PLATELET MAO ACTIVITY* 


10 


PERCENTS BY RANKS 
wn 
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ties at baseline. Low platelet MAO activity was found 
more often in hospitalized schizophrenic patients than 


‘in outpatients, but this was not statistically significant 


(see table 1), The appearance of low platelet MAO val- 
ues in control subjects and our finding of high MAO 
values in chronically ill schizophrenic patients argue 
against low platelet MAO activity being a genetic 
marker for vulnerability to schizophrenia. Further evi- 
dence for this is found by comparing the platelet MAO 
activity of schizophrenic patients at baseline with that 
4 weeks later (see table 1). 

The change in patient distribution is accounted for 
by 8 patients who had high MAO values at baseline but 
showed low values 4 weeks later. This group con- 
tained 4 men and 4 women, 2 of whom were out- 
patients, 2 acute inpatients, and 4 chronic inpatients. 
One female outpatient with initially low values showed 
high values after 4 weeks. The weekly MAO activity of 
all male and female patients who went from the high- 
MAO group to the low-MAO group and for the 1 
patient whose activity became high is shown in figure 
2. We could not demonstrate a relationship between a 
change from high to low MAO activity and deteriora- 
tion in the patient's clinical condition. 

Low-MAO and high-MAO groups at baseline were 
compared by discriminant function analysis for age, 
sex, GSI ratings, BPRS factor scores, Hamilton scale 
factor scores, and KAS factor scores. Separate analy- 
ses were run for the total patient group and for in- 
patient and outpatient subgroups. Four outpatients 
who were rated by observation in a day hospital set- 
ting were included with the inpatients for this analysis 
to make the groups homogeneously rated by either ob- 
servation or reports. Table 2 contains the variables in 
the order entered and F test results of the discriminant 


"& function equation for each step. 
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Platelet MAO Activity in Schizophrenic Outpatients, Schizophrenic Inpatients, and Normal Control Subjects f 


. Schizophrenic Patients 
Outpatients Inpatients Total 

MAO Activity* (N =26) (N=29) (N =55) 
‘Baseline 

Low (less than 2.75) 14 19 33 

High (more than 2.75) 12 10 24 

Fourth week** 
Low (less than 2.75) 15 25 40 
High (more than 2.75) 11 4 15 


Analyses of Difference . 


Schizophrenic Patients 
Inpatients Versus Versus Control 
MormalCentrol Outpatients Subjects 
Subjects (N =20) x? Significance x? Significance 
8 0.374 n.s. 1.638 n.s. 
12 
8 5.260 p<.05 5.498 p<.02 
12 





* Expressed as mumoles product formed/mg of protein/hour. 


** The difference between outpatients and normal control subjects was nonsignificant (x*--0,796); the difference between inpatients and normal control subjects was 


significant (x*=9.526; p<.01). 


TABLE 2 


Discriminant Function Analyses Comparing Low-MAO Group and High-MAO Group at Baseline 


Step Entered Type of Analysis 
All schizophrenic patients (N —55) 
Apathy (Hamilton scale) Factor 
Hyperactivity (KAS) Factor 
Psychotomimetic (Hamilton scale) Cluster* 
Severity of illness (GST) Single rated variable 
Schizophrenic outpatients (N —26) 
Hyperactivity (K AS) Factor 
Apathy (Hamilton scale) Factor 
Psychotomimetic (Hamilton scale) Cluster* 
Schizophrenic inpatients (N=29) 
Psychotomimetic (Hamilton scale) Cluster* 
Severity of illness (GSD Single rated variable 
Excitement, disorientation (BPRS) Factor 


*Sum of the following: lack of insight, feelings of unreality, paranoia, and 
obsessive-compulsive symptoms. 
**5<..01. 
#¥45< 05. 


No differences between drug groups on any out- 
come measure existed for the whole group of 55 
patients or for outpatients and inpatients taken sepa- 
rately. This confirms our preliminary report that plate- 
let activity is not related to response to imipramine in 
schizophrenia (5, 9). 

We also divided the low-MAO and high-MAO 
groups of patients according to whether at baseline or 
during any of the 4 weeks they were rated as hallucinat- 
ing on the BPRS. Two of 15 patients with high MAO 
activity at 4 weeks reported hallucinations at some 
time during the 4-week study period, compared with 
24 of 40 patients with low MAO activity at 4 weeks 
who reported hallucinations during the study period. 
Thus hallucinations were significantly more frequent 
in patients with low MAO activity at 4 weeks 
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Percent of Cases 
Correctly Classified 

Low High Total F 
55 61 57 4.50 
57 72 63 4.40 
710 74 71 4.37 
76 78 71 3.97** 
75 75 75 6.94 
83 88 85 6.38 
92 88 90 6.22** 
7i 60 68 4.06 
71 70 71 3.76 
62 80 68 3.34*** 


088.345; p«.01). During the 4-week period there 
was no temporal relationship found between fall in 
MAO activity and onset of hallucinations or deteriora- 
tion of overall clinical condition. 


DISCUSSION 


The studies of Wyatt and Murphy and associates re- 
porting a reduced blood platelet MAO activity in 
chronic schizophrenic patients compared with normal 
control subjects (1, 2, 7) are not supported by our 
study of 55 schizophrenic patients. A statistically sig- 
nificant difference was found in the distribution of low 
and high platelet MAO activity between the total 
patient group and normal control subjects and between 


FIGURE 2 


ROBERT E. BECKER AND EDWARD G. SHASKAN : 


Weekly Platelet MAO Activity of 8 Schizophrenic Patients Whose Activity Became Low and 1 Whose Activity Became High 
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Average for all patients (N=9)** ° 
(10) 


(8) 


(6) 
(6) 


(6) 


2 3 4 Baseline 1 2 3 4 


Weeks Weeks 


TIME OF STUDY 


*The dotted line graphs the activity levels of the 1 woman whose MAO activity became high. 
** Expressed in means SD; the difference between baseline figures and those at 4 weeks was significant (two-tailed t=5.465; p<.01); the figures in parentheses 


represent the number of samples taken. 
*** Expressed as my«moles/mg of protein/hour. 


inpatients and outpatients at 4 weeks but not at base- 
line. This was accounted for by 8 patients who were in 
the high-MAO group at baseline and in the low-MAO 
group at the 4th week. The change in platelet MAO ac- 
tivity of 6 of the 8 patients who moved from the high- 
MAO to the low-MAO group showed a steady decline 
over the 4 weeks (see figure 2). The increased fre- 
quency of low platelet MAO activity in chronic schizo- 
phrenic disease may be an expression of the disease 
process, its treatment, an associated factor, or a 
chance finding. 

Even if platelet MAO activity does not indicate ge- 
netic predisposition to chronic schizophrenia, changes 
in platelet MAO activity may play a role in the patho- 
genesis of the disease. Schildkraut and associates (17) 
reported that platelet MAO activity was significantly 
reduced in a subgroup of 16 schizophrenic patients 
who experienced auditory hallucinations and delu- 
sions compared with control subjects and patients 
without these symptoms. Carpenter and associates (6) 
found no significant association of symptoms to MAO 
status, 

We found a relationship between platelet MAO ac- 


tivity and symptoms. Our inpatients with low MAO ac- 


tivity were discriminated from those with high MAO 
activity by increased severity of illness and symptoms. 
. The clinical signjficance of this equation is suggested 

by the finding that it classifies 3 of the 6 inpatients with 


initially high MAO activity levels whose levels became 
low at 4 weeks as members of the low-MAO group. 
This classification was made according to behavior 
measured at baseline, when the MAO activity of these 
patients was high. Hallucinations were significantly 
more frequent in patients with low MAO activity at the 
4th week. 

We also found a relationship between platelet MAO 
activity and social behavior that appeared to be inde- 
pendent of the relationship between MAO and symp- 
toms. For outpatients, behavior in the social environ- 
ment distinguished the high-M AO groyp from the low- 
MAO group. Outpatients in the low-MAO group were 
more hyperactive (according to the KAS factor) and 
less apathetic (according to the Hamilton scale factor). 
These factors are derived from variables that sample 
activity (KAS variables: is restless or can't stop mov- 
ing) or directly measure social participation (Hamilton 
scale variables: work and activities and retardation in 
interview). The third Hamilton scale variable, insight, 
could measure psychological mindedness or social 
willingness to comply with the examiner or the thera- 
peutic milieu. These findings are consistent with the re- 
ported inverse relationship of activity and social con- 
tact with platelet MAO activity in the rhesus mon- 
key (18, 19). The behavioral characteristics that 
discriminated outpatients in the low-MAO group from 
those in the high-MAO group were unsuccessful in pre- 
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PLATELET MONOAMINE OXIDASE ACTIVITY 


* 


| dicting low or high MAO activity group membership 


'. for inpatients. 


` Our data suggest a complex relationship between 
platelet MAO activity and behavior. Social activity be- 
-havioral traits may be related to platelet MAO in both 


.^ human and nonhuman species. MAO activity level 


may also be state-dependent in relationship to schizo- 
phrenia. Lastly, as both a trait- and state-dependent 
variable MAO activity level may interact with other 
factors to influence the pathogenesis of schizophrenic 
symptoms. . 

Platelet MAO activity may fall in some patients as a 
direct effect of stress or as a reflection of hormonal 
changes that accompany schizophrenic psychosis. 
Brain MAO activity in mice changed after exposure to 
ageression and defeat (20). In cats electrical stimula- 
tion of the hypothalamus that produced stimulus- 
locked attack behavior (not just movement) resulted in 
decreased MAO activity in the caudate nucleus and ad- 
renal (21). There is an extensive literature linking 
. platelet MAO activity to sex steroid hormone lev- 

els (22-25). It appears that further study will be neces- 
sary to determine if human platelet MAO activity 
changes under stress or in response to nonmenstrual 
variations in sex steroid or other hormone levels. 

We have not studied the crucial question of whether 
decreased platelet MAO activity reflects reduced brain 
MAO activity. A positive correlation between brain 
and platelet. MAO activity has been reported (26). 
Blood platelets have many characteristics in common 
` with nerve-ending preparations (27), and platelet 
MAO is similar to if not identical with the B form of 
. MAO in brain (28). 

It is possible that the observed decline in platelet 
MAO activity in selected schizophrenic patients (see 
figure 2) temporally reflects reduced brain MAO activi- 
ty. Drug-induced reduction of brain MAO activity in 
animals has been reported to affect central monoamine 
metabolism (29, 30). This is one mechanism by which 
symptomatic worsening in schizophrenic patients may 
be mediated following MAO inhibition (31, 32). An in- 
dividual whose MAO activity is genetically low or an 
individual in whom brain MAO activity is steadily de- 
clining might be predisposed to schizophrenic symp- 
toms or worsening of these symptoms as a con- 
sequence of lower MAO brain activity. Although this 
thesis is consistent with several biochemical theories 
of schizophrenia (1.e., those claiming a role for exces- 
sive dopamine or for excessive methylation of the in- 
- dolylakylamines), we could not demonstrate any tem- 
poral association of symptoms to platelet MAO activi- 
ty. 

Low platelet MAO activity, rather than being a 
. simple reflection of central MAO activity, may also in- 

.fluence the course of schizophrenia by acting in the pe- 
riphery to facilitate the accumulation of toxic amines 
such as octopamine. Increased blood octopamine con- 
centration could facilitate entry of this substance into 
the CNS, where it could function as a false neurotrans- 
mitter (33, 34). Murphy. and associates reported that 
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platelet octopamine content was increased in 13 bipo- 
lar depressed patients with low platelet MAO activi- 

ty (35). Thus, lowered platelet MAO activity could | by 
iiscif make a direct contribution to the pathogenesis of 
the schizophrenic syndrome. 

The possibility that psychoactive drugs lower blood 
platelet MAO activity in humans has been indirectly 
studied by withdrawing schizophrenic patients from 
medication and noting no change in measured MAO ac- 
tivity (1, 17). Chlorpromazine and other phenothia- 
zines do not affect MAO activity in animals (18). If 
lowering of platelet MAO activity were an effect of spe- 
cific drugs one might expect an association of symp- 
tom change to medication regimen; we could not dem- 
onstrate this association. 

We suggest that platelet MAO activity may have im- 
portant links to both the premorbid behavior and the 
symptomatic course of schizophrenic illness. Our find- 
ings suggest that platelet MAO may be linked not to 
the primary symptoms of schizophrenia (i.e., thought 
disorder) but to the secondary symptom of hallucina- 
tions. -Further investigations, including longitudinal 
study of patients, are necessary to confirm whether in 
schizophrenia or other psychotic disorders change in 
MAO activity occurs and is linked to the appearance 
of specific symptoms (i.e., hallucinations) or to clinical 
deterioration and development of chronic psychosis. 
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Postsynaptic Supersensitivity in Schizophrenia 


In the context of the dopamine hypothesis of 
schizophrenia, the authors examined postsynaptic 
dopamine (DA) receptor sensitivity in schizophrenic. 
patients by means of a neuroendocrine strategy using 
the DÀ receptor agonist apomorphine and growth 
hormone (GH) release as the measurable postsynaptic 
event. The activity of platelet adenylate cyclase, an 
enzyme intimately associated with catecholamine 
receptor activity, was also studied following 
stimulation by prostaglandin E (PGE). Patients 
diagnosed as having acute schizophrenia had 
significantly higher GH responses and adenylate 
cyclase activity than normal control subjects and 
patients diagnosed as having chronic schizophrenia. : 
Chronic schizophrenic patients with and without 
tardive dyskinesia showed GH responses slightly 
lower than but not significantly different from those of 
control groups. 





THERE ARE SEVERAL lines of evidence suggesting that 
schizophrenic illness may be associated with do- 
paminergic hyperactivity (1-3). Several indirectly act- 
ing dopamine (DA) agonists that cause release or 
blockade of DA reuptake (4) induce or worsen psycho- 
ses in man. Angrist and associates have reported that 
/-and d-amphetamine can produce paranoid psychosis 
in man (5, 6). Davis showed that methylphenidate 
worsens schizophrenic symptoms (7). Drugs that are 
effective in relieving schizophrenic symptoms have re- 
cently been shown to interact with the antagonist form 
of the DA receptor (8), presumably diminishing the ac- 
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tivity of the postsynaptic receptor. This blockade 1s al- 
so demonstrated by a number of pharmacological 
measurements (3). 

Hyperactivity of the dopaminergic system could .re- 
sult from a pre- or a postsynaptic abnormality. There 
are several abnormalities at the presynaptic level that 
might result in increased DA at the synaptic cleft, e.g., 
increased synthesis and/or release of DA, decreased 
reuptake, or decreased inactivation of DA by such ca- 
tabolizing enzymes as monoamine oxidase (MAO) or 
catechol-O-methyltransferase (COMT). In general the 
dopamine theory of schizophrenia has focused on a 
presynaptic abnormality of DA that would result in ele- 
vated DA at the receptor site. The focus of this paper 
is to investigate the possibility that a postsynaptic ~ 
mechanism such as increased receptor sensitivity may 
be present in such illnesses. Such receptor super- 
sensitivity could be the result of increased responsive- 
ness of DA-sensitive adenylate cyclase to DÀ receptor 
stimulation. Several attempts have been made to study 
presynaptic DÀ abnormalities either by determining 
DA metabolites in CSF (9, 10) or by measuring MAO 
and dopamine-B-hydroxylase (DBH) levels in post- 
mortem brain (11) or in platelets or serum (12, 13). 
However, minimal attention has been directed toward 
evaluating possible postsynaptic abnormalities in 
schizophrenia. 

We have approached the study of the postsynaptic — 
DA receptor by means of a neuroendocrine strategy by 
quantitatively examining a DA-mediated postsynaptic 
function in the CNS under in vivo conditions. We have 
done this by determining the quantity of growth hor- 
mone (GH) released into the plasma of normal control 
subjects and schizophrenic patients following a stand- 
ardized dose of the DA receptor agonist apomorphine. 
There is general agreement that secretion of GH from 
the anterior pituitary is regulated in part by cate- 
cholamines in the brain (14). There is ample evidence 
to suggest that direct stimulation of DA. receptors 
causes release of GH (15, 16). Although the mecha- 
nism of this has not been conclusively demonstrated, it 
has been suggested that following direct stimulation by 
apomorphine postsynaptic DA receptors associated 
with the tuberoinfundibular dopaminergic system facil- 
itate the release of growth-hormone-releasing factor 


(GHRF) from hypothalamic GHRF neurons from the 


median eminence. GHRF is carried in the hypophysial 
portal system to the somatotrophs of the anterior pitui- 
tary; these release GH into the peripheral blood. By 
measuring apomorphine-induced GH in serum we are 
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thus measuring a central postsynaptic dopaminergic re- 
sponse to central DA receptor stimulation. 

Tọ determine whether altered sensitivity of DA re- 
ceptors in schizophrenic patients might be related to 
generalized abnormalities of the adenylate cyclase sys- 
tems that mediate catecholamine receptor activity, we 
also examined the activity of platelet adenylate cy- 
clase in schizophrenic patients and in control subjects. 
Adenylate cyclase is an enzyme that catalyzes the con- 
version of adenosine triphosphate (ATP) to cyclic 
adenosine 3',5'-monophosphate (cAMP) and is an in- 
tegral part of several central and peripheral neurotrans- 
mitter receptors, including central DA receptors (17). 
Abnormalities of adenylate cyclase activity stimulated 
by prostaglandin E, (PGE,) in platelets may therefore 
provide information concerning whether generalized 
abnormalities of adenylate cyclase systems exist in 
schizophrenic patients. 


METHOD 


Schizophrenic patients who had consented to the 
special studies after being informed of their nature 
were admitted to the research wards of the Illinois 
State Psychiatric Institute. At the end of a 2-3-week 
drug-free period each patient was studied for platelet 
adenylate cyclase activity and underwent neuroendo- 
crine testing. The consenting normal volunteers (con- 
trol subjects) used for comparisons in this study were 
free of psychiatric and medical disorders and had been 
drug-free for at least 1 week before the studies were 
carried out. 

For evaluating GH response to apomorphine, blood 
was drawn from the fasting subjects in the morning by 
an indwelling catheter at —60, —30, 0, 20, 40, 60, 80, 
120, and 160 minutes surrounding the administration of 
.75 mgm of apomorphine subcutaneously. GH in 
plasma was assayed by a radioimmunoassay using the 
double antibody technique. The human GH standard 
and antibody used were obtained from the National In- 
stitute of Arthritis, Metabolism, and Digestive Dis- 
eases (NIAMDD) and also from commercial sources 
(Schwarz-Mann). In order to be included in the report- 
ed samples, both control subjects and schizophrenic 
patients were required to have a steady GH baseline 
(1.e., none of the three baseline GH values above 5 ng/ 
ml) and to show their peak GH response at 6020 min- 
utes after apomorphine administration. 

Adenylate cyclase activity in intact platelets was de- 
termined by the pulse labeling technique described by 
Wang and associates (18). The increase in ?[H]cAMP 
synthesis observed after in vitro addition of 1x107*M 
of PGE, is referred to as PGE "stimulated activity. The 
results are expressed as percents of the conversion of 
total incorporated °H nucleotides to *"[H]cAMP. 

The diagnosis of acute schizophrenia as used here in- 
cludes patients diagnosed according to the research 
diagnostic criteria (RDC) of Spitzer and asso- 
ciates (19) as having acute or subacute schizophrenia. 
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Chronic schizophrenia here refers to RDC diagnoses 
of subchronic or chronic schizophrenia. The diagnos-. 
tic distinction between acute and chronic schizophre- ' 
nia depends essentially on whether the illness, con- 
sisting of RDC core symptoms of schizophrenia, ex- 
treme social withdrawal, eccentric behavior, ‘or 
unusual thoughts or perceptual experiences, had per- 
sisted for | year before the present admission. Such 
criteria permitted the inclusion in both the acute and 
chronic groups of patients with previous episodes of 
disease. Acute schizophrenic patients had to have re- 
covered to relatively good levels of functioning some- 
time during the year before the index admission. The 
chronic schizophrenic patients with and without tar- 
dive dyskinesia (TD) had been sick for several years 
and had been taking neuroleptics for prolonged peri- 
ods of time. 

The results reported here are expressed as 
means+SE. Statistical evaluation was by two-tailed t 
tests. Correlation coefficients were used to compare 
age and GH peaks. 


RESULTS 
Growth Hormone (GH) 


Apomorphine tests were performed on 32 subjects: 
9 acute schizophrenic patients, 8 chronic schizophren- 
ic patients, 7 additional chronic schizophrenic patients 
with TD, and 8 normal control volunteers. The acute 
and chronic schizophrenic patients without TD and the 
normal control volunteers were generally matched for 
age and sex. The mean GH peak for the normal volun- 
teers was 18.3+3.1 ng/ml, which is consistent with the 
values given in the literature for young normal control 
subjects (14, 16, 17). We did not observe any relation- 
ship between age and GH response in our normal con- 
trol subjects (r=.11); their ages ranged from 18 to 40 
years. GH peaks in the normal control subjects 
showed an essentially normal distribution (figure 1). 

The combined schizophrenic population without TD 
had a slightly higher mean GH peak (23.5+4.4 ng/ml) 
than did the normal control subjects (see table 1). 
More importantly, GH peaks in schizophrenic patients 
appeared to have a bimodal distribution (see figure 1). 
When the schizophrenic population was subgrouped 
as acute and chronic it was observed that the mean GH 
value for the acute schizophrenic patients was signifi- 
cantly higher than that for the chronic schizophrenic 
patients (see table 1). Moreover, compared with the 
normal subjects the acute schizophrenic patients 
showed a significantly higher mean GH peak (see table 
1), but chronic schizophrenic patients showed a slight- 
ly lower mean peak than the contro! subjects. The 
mean apomorphine-induced GH response in the group 
of chronic schizophrenic patients with TD was very 
similar to that of the chronic schizophrenic patients 
without TD; the mean age of the group with TD was 
higher than that of any of the other groups (see table 
1). 
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TABLE 1 
Apomorphine-Induced GH: Response in Schizophrenic Patients ‘and Normal Control Subjects , 
GH Peak 
A ng/ml] plasma 
Number of Number of PEN EN Ang plasms) 
Diagnostic Group Men Women Mean + SE Mean + SE 
Normal subjects {N —8) 4 4 30.1 3.4 18.3 3.1 
Acute schizophrenic patients (N =9) 5 4 21.7 l2 30.7 4.4* 
Chronic schizophrenic patients (N —8) 5 3 21.2 .9 12.3 3.7 
Chronic schizophrenic patients with TD (N=7) 3 4 48.7 13.2 12.0. 2.4 


*This value was significantly higher than that for normal volunteers (p<.05) and that for chronic schizophrenic patients without TD (p«.01). 


FIGURE 1 | 
Apomorphine-Induced GH Response in Schizophrenic Patients and 
Normal Contro! Subjects 


A Men 


GH PEAKS (ng/ml plasma) 





Group 1 


Group 2 Group 3 


SUBJECTS* 


Group 4 Group 5 


*Group 1=normal control subjects (N=8); group 2=all schizophrenic patients 
without TD (N=17); group 3acute schizophrenic patients (N99); group 
4exchronic schizophrenic patients (N 8); and group S=chronic schizophren- 
ic patients with TD (N=7). 


Adenylate Cyclase 


PGE, tests were performed on 19 subjects: 5 acute 
schizophrenic patients, 4 chronic schizophrenic 
patients, and 10 normal volunteers. PGE,-stimulated 
adenylate cyclase activity in the 10 normal control vol- 
unteers was found to be 1.69+.22 above baseline (see 
figure 2). The activity in all 9 chronic and acute schizo- 
phrenic patients was 2.65+.45. However, when the 
schizophrenic group was divided into acute and chron- 
ic subgroups, it was observed that the acute schizo- 
phrenic patients had significantly higher PGE,-stimu- 
lated cyclase activity in comparison with normal sub- 
jects (3.17+.69, compared with 1.69+.22; p<.03). The 
PGE,-stimulated platelet adenylate cyclase activity of 
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FIGURE 2 
PGE,-Stimulated Adenylate Cyclase Platelet Activity in Schizo- 
phrenic Patients and Normal Control Subjects 
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the chronic schizophrenic patients was slightly but not 
significantly greater than that of normal control sub- 
jects (2.014.38, compared with 1.69+.22). 


Summary 


The apomorphine-induced mean GH peak for acute 
schizophrenic patients was significantly higher than 
that of normal control subjects and that of chronic 
schizophrenic patients. Chronic schizophrenic 
patients were not different from narmal control sub-, 
jects. Moreover, chronic schizophrenic patients with 


TD, although they were not matched for age and sex, 
were similar in their GH response to apomorphine to 
chronic schizophrenic patients with no TD symptoms 
(se& figure 1). PGE,-stimulated platelet adenylate cy- 
clase activity in acute schizophrenic patients was sig- 
nificantly higher than that in normal control subjects. 
The activity of chronic schizophrenic patients, al- 
though higher than that of normal control subjects, 
was not significantly different. PGE,-stimulated ade- 
nylate cyclase was not examined in chronic schizo- 
phrenic patients with TD. 


DISCUSSION 


We have measured two responses produced as a re- 
sult of stimulation of receptors. In the first study the 
response measured was the release of GH following di- 
rect in vivo stimulation of central DA receptors with 
the specific DA receptor agonist apomorphine. The ele- 
vated release of GH in acute schizophrenic patients 
can be interpreted as suggesting hypersensitivity of 
postsynaptic DÀ receptors. Because there are many 
steps involved between apomorphine injection, the re- 
ceptor-agonist interaction, and the physiological re- 
sponse measured, it is possible that any of the inter- 
mediate steps may not be functioning normally in a par- 
ticular subgroup of subjects. Although we cannot 
clearly demonstrate the specific step at which an ab- 
normality that produces elevated apomorphine-in- 
duced GH response in acute schizophrenic patients 
may occur, our findings are consistent with the hypoth- 
esis of a postsynaptic supersensitivity of DA recep- 
tors. 

The in vitro determination of PGE,-stimulated 
adenylate cyclase platelet activity in schizophrenic 
patients and normal control subjects demonstrates a 
peripheral receptor response associated with adenyl- 
ate cyclase activity. Although such a response could of 
course be limited only to the platelets, it is of interest 
to speculate that it could reflect a generalized abnor- 
mality of adenylate cyclase in a subgroup of patients. 
Brain DA-sensitive adenylate cyclase might manifest 
the same altered activity as found in the peripheral 
platelet. 

There are at least two possible explanations for the 
elevated apomorphine-induced GH response and 
PGE,-stimulated platelet adenylate cyclase activity in 
acute schizophrenic patients. The first explanation is 
that there may be different subtypes of schizophrenic 
illness. The patients diagnosed according to RDC as 
having acute schizophrenia in this study may have had 
a different biological disorder than those diagnosed as 
having chronic schizophrenia. The persistence of 
symptoms in the chronic schizophrenic patients as op- 
posed to the recovery with periods of good functioning 
of the acute patients may indicate a different course in 
these two putative diagnostic entities. Therefore, it is 
not unreasonable to suggest a different etiology for 

‘acute schizophrenia. 
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A second possible explanation is that the patients 
diagnosed as chronic might have had at one time an in- 
creased DA receptor sensitivity like that seen in-the: 
acute patients but that some adaptive process associat- 
ed with the chronicity of the illness or with pharma- - 
cotherapy for the illness interfered with this sensitivi- 
ty. Chronic patients had had greater exposure to neuro- 
leptic drugs: 6 of 8 of the chronic patients were taking 
neuroleptics at the time of admission, in contrast to on- 
ly 1 of 9 acute patients. Even though in the present 
study the subjects had been drug-free for 2-3 weeks be- 
fore the neuroendocrine testing, the possibility that 
prolonged residual effects of previous exposure to 
neuroleptics could cause reductions of GH responses 
should not be ruled out. Eight of the 9 acute schizo- 
phrenic patients were drug-free for at least 3 months, 
so it is unlikely that previous drug exposure could ac- 
count for their observed elevations in the two systems. 

It was of interest to note in this context that a sepa- 
rate group of chronic schizophrenic patients with TD 
exhibited an apomorphine-induced GH response simi- 
lar to that of the chronic group without TD. Behavioral 
data in animals suggest a hypersensitivity to apomor- 
phine after prolonged neuroleptic treatment (20, 21). 
Our data do not appear to indicate the development of 
hypersensitive DA receptors in TD patients, at least in 
terms of apomorphine-induced GH response. How- 
ever, our observation is consistent with that of Rotro- 
sen and associates (22), who did not observe increased 
DA-sensitive adenylate cyclase activity in stratum af- 
ter chronic treatment with chlorpromazine, and Caren- 
zi and associates (23), who observed no differences in 
DA-sensitive adenylate cyclase in the postmortem 


‘brain of chronic schizophrenic patients in comparison 


with the brains of normal control subjects. 

We have reported another study showing that the 
apomorphine-induced GH response in unipolar de- 
pressed patients was similar to that of normal control 
subjects (24); thus of all the groups we have studied on- 
ly acute schizophrenic patients have exhibited an ele- 
vated GH response to apomorphine. 

We have also compared GH response and PGE,- 
stimulated platelet adenylate cyclase activity on the 
basis of other clinical measurements in order to exam- 
ine whether the abnormal responses could be associat- 
ed with other subgroups of schizophrenic populations. 
Quantitatively, psychosis scores on admission and at 
the time of discharge did not differentiate the two 
groups, nor did paranoid versus nonparanoid symp- 
toms. 

We cannot completely rule out the possibility that 
the elevated GH response in the acute schizophrenic 
group may be a reflection of the stress of an acute rath- 
er than a chronic psychosis. However, if such stress 
were a factor we would expect it to be manifested by 
steadily elevated or peaking GH levels during the base- 
line period before apomorphine administration. In- 
deed, such basal elevations of GH caused the exclu- 
sion of subjects from the study; these are seen in a 
small number of subjects in all diagnostic categories, 
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including normal control subjects. Steady. low basal 
levels in all of the patients reported on here would sug- 
‘gest that the stress of an acute as opposed to a chronic 
process is not the critical factor causing elevated re- 
sponses of GH to apomorphine in the acute schizo- 
phrenic group. The initial stress of hospitalization 
could not possibly have caused an increased GH re- 
lease in the acute schizophrenic patients because the 
tests were performed on all of the patient groups after 
at least 2 weeks of hospitalization. 

This study, although preliminary in nature because 
of the small number of subjects studied in each group, 
suggests that postsynaptic DA receptor hyperactivity 
may be associated with a subgroup of schizophrenia 
here called ‘‘acute.’’ We need to be mindful that the 
preliminary data on which this suggestion is based 
should be further investigated and replicated before de- 
finitive conclusions can be drawn. 
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Psychiatric Consultation: Concepts and Controversies 


BY Z.J. LIPOWSKI, M.D. 


There are two major models of consultation in the field 
of psychiatry, differing in their goals, participants, 
settings, and methods. The psychiatric-therapeutic 
model entails provision of optimal care for the 
individual patient; the community mental health 
model involves provision of assistance to mental 
health caregivers. The author believes that to enhance 
the value of consultation the consultant should 

restrict his or her role to that for which he or she has 
been trained. Current social needs, coupled with a 
limited supply of consultants, suggest that psychiatric 
consultation should be provided within comprehensive 
health care systems. There is a pressing need to clarify 
the concepts and formulations concerning the criteria 
of outcome of psychiatric consultation so that 
evaluation of its effectiveness can be advanced. 


CONSULTATION is one of the main professional activi- 
ties of psychiatrists. Nearly 70% of the respondents to 
a 1970 nationwide survey of American psychiatrists 
stated that they engaged in it (1). Consultation ac- 
counted for about 10% of their working time and was 
practiced in 18 different settings. Consultation was not 
explicitly defined in the survey, but it was distin- 
guished from direct patient contact. Thus, by implica- 
tion, the authors of the survey and the respondents 
considered consultation to be an indirect service, one 
not involving contact with patients. This view of psy- 
chiatric consultation is not shared by all of its practi- 
tioners. There is no general agreement on what the 
term implies. Such ambiguity leads to misunderstand- 
ings. Clarification is worth attempting if we are to talk 
intelligibly about the role of the psychiatrist as a con- 
sultant. I will focus my discussion on current concepts 
and controversies in this important area of psychiatry. 


DEFINITIONS OF TWO LEADING MODELS 


One may distinguish two major models of consulta- 
tion in the mental health field today. I shall refer to 
them as the psychiatric-therapeutic and the social-re- 
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formist or community mental health models, respec- 
tively. The former may be defined as rendering a pro- 
fessional opinion on a patient's mental state or psychi- 
atric problem, as well as its management, at the 
request of another health professional. This type of 
consultation usually involves explicit consent (if not 
an actual request) by the patient, is focused on him or 
her, and may be regarded as an integral aspect of 
health care delivery. The consultee acts as an agent for 
the patient and is given information on the patient by 
the consultant for the purpose of adequate diagnosis 
and proper management. The purpose of this type of 
consultation is diagnostic and therapeutic (2). 

Community mental health consultation refers to pro- 
vision of advice on problems related to mental health 
to.clients who wish to improve their ability to identify, 
prevent, and help solve such problems in other people. 
The ultimate purpose of such consultation is improve- 
ment of a society's level of mental health according to 
preconceived norms and standards. In this sense one 
can refer to this consultation model as social-reform- 
ist. Its practitioners strive to prevent the occurrence of 
what they regard as undesirable attitudes, feelings, 
and behaviors and to promote desirable ones in as 
many people as possible. They do so primarily by of- 
fering guidance to willing helpers, who need not be 
health professionals. 

These two models will be further described and con- 
trasted with reference to their basic dimensions. 


BASIC DIMENSIONS OF CONSULTATION 


Every consultation, psychiatric or otherwise, may 
be viewed as having the following six basic aspects or 
dimensions: goal, participants, setting, process, meth- 
ods, and outcome (3). These dimensions must be speci- 
fied for the given type of consultation for the purpose 
of meaningful comparison, study, and evaluation. I 
shall first define these dimensions for the class of con- 
sultations that I have termed ‘‘psychiatric-therapeu- 
tic,” hereafter referred to as ''psychiatric."' 


Psychiatric-Therapeutic Consultation 


Psychiatric consultation may be viewed as a modi- 
fied form of the traditional medical consultation. It con- 
tinues an ancient custom of providing professional ad- 
vice on the diagnosis and management of a patient to a 
colleague who requests it. Such advice presupposes 
special expertise on the part of the consultant. It is usu- 
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ally based on a direct contact with the patient. Psychi- 


' / atric consultation follows this model with some impor- 


tant modifications (2). Its primary focus, is the 
patient's psychological state and well-being. In con- 
' -trast to the traditional medical consultation, however, 
the inquiry and recommendations often encompass the 
patient's interpersonal relationships, especially those 
with his or her family, the doctor, and other members 


i of the medical team. Conflicts and inadequate commu- 


. nication between the patient and these relevant others 
constitute an extended focus of psychiatric consulta- 

tion in health care settings. Furthermore, the consul- 
tant often attempts direct therapy even within the 
scope of-a single diagnostic interview. This fact justi- 
. fies calling this type of consultation ' *psychiatric-ther- 
J apeutic." 


The goal of psychiatric consultation is the provision . 


of optimal health care for the individual patient. This 
' implies accurate diagnosis, effective management and 
rehabilitation, and prevention or amelioration of psy- 
chiatric morbidity. The participants include a consul- 


tant who is a trained mental health professional, one or- 


more consultees who are health professionals con- 
cerned with patient care, and a patient. The term 
“patient” designates any person who believes himself 
or herself, or has been found by a health professional, 
‘ to be ill and is thus a candidate for the sick role. One of 
‘the functions of psychiatric consultation is to help de- 
. cide whether a given patient's assumption of the sick 
role should be legitimized and encouraged or dis- 
couraged. 

The consultant may be a psychiatrist or a psychiatri- 


cally trained nonmedical expert, such as a clinical psy- . 


chologist, a psychiatric social worker, or a liaison 
nurse. The degree and specific area of a consultant's 

expertise will vary depending on the scope of his or 
` her training and professional experience. A consultee 
is, by definition, a trained provider of some aspects of 
health care. The setting for psychiatric consultation is 
any health care facility, be it hospital, community clin- 
ic, or a consultant's office. The process and method of 
psychiatric consultation vary according to the kind of 


. participants and setting involved. Typically, the proc- 


ess is composed of several stages that include receipt 
of a request for consultation, formulation of the prob- 
lem to be explored, gathering of information relevant 


to it, drawing and communicating conclusions from. 


the received information, and making practical recom- 
mendations. The principal method of the consultation 
is-the interview. 

The above are the basic elements of psychiatric con- 
.sultation. It is an activity that involves definable 
knowledge; method, and skills. It has a clear-cut focus 
and therapeutic as well as teaching and preventive 


- functions. Its objectives are pragmatic and attuned to , 
- the needs of a large but operationally delimited con- 


stituency of people, namely, those who seek medical 


attention. Before further discussing the role of the psy- 


- chiatrist,as a consultant in this context, I will examine 
the second conception of consultation. 
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` Community Mental Health Consultation 


The National Institute of Mental Health (NIMH) has 
published a monograph titled The Practice of Mental 
Health Consultation (4). Its authors defined merital 
health consultation as ‘‘the provision of technical assist- 
ance by an expert to individual and agency caregivers 
related to the mental health dimensions of their work” 
(pp. 4—5). This definition seems to be inspired by Cap- 
lan's view of mental health consultation as an activity 
aimed at the promotion of mental health (5). It was al- 
so he who proposed that the consultees should include 
a broad spectrum of people called the ‘‘caregiving pro- 
fessionals,” ranging from physicians and nurses to 
clergymen, lawyers, and policemen. This conception 
of consultation differs in several crucial aspects from 
psychiatric consultation as here defined. These differ- 


.ences will be made explicit for the purpose of com- 


parison. 


The promotion of mental health as a goal of consulta- - 
tion contrasts with provision of optimal patient care. It 
is a much broader aim, one that must predicate a point 
of view about the criteria of mental health. There is no 
universally accepted set of such criteria, as Jahoda ar- 
gued in her monograph on the concepts of positive 


‘mental health (6). She remarked perceptively that men- 


tal health workers display almost religious fervor and 
see in positive mental health ‘‘a panacea for all evil 
and all social problems or for the whole improvement 
of mankind.” This penetrating comment was written 
before the peak flowering of the community mental 
health movement. To label this conception of.consulta- 
tion as ‘‘social-reformist’’ captures its thrust. It is 
clearly distinct from the psychiatric-therapeutic con- 
ception.. The participants include a wide range of po- 
tential consultees, the caregiving professionals. As the 
authors, of the NIMH-sponsored monograph stated, 
‘There is a mental health and human relations dimen- 
sion to all human activities; consequeritly, almost any- 
one in the. community. may seek consultation. from a 
community mental health center” (4, p.11). The cru- 
cial point is that a consultation in this context is sought 
and provided for the promotion of somebody else's 
mental health. The patient is not a participant. in the 
process. In fact, the very word “‘patient’’ is irrelevant 
in this context. 


The settings, process, and methods of ns health 


-= consultation also differ from those of psychiatric. con- 


sultation. The direct therapeutic aspect 1s absent. The 
number of possible settings is infinite, and they are cer- 
tainly not confined to health care facilities. Thus the 
two conceptions of consultation differ from each other 
on most of the basic elements. This observation does 
not imply that either conception should be viewed as 
the only valid one. There is room for the practice of 
both types of consultation. However, controversies ' 
arise when one addresses the issues of priorities in the 
deployment of consultants and of their role and the 
boundaries of their expértise. One's position on these 
Issues. tends to reflect personal bias' and convictions * 


f 

since factual data are notoriously scarce. My bias is 
that of a.psychiatric consultant working in a general 
hospital. I believe that the consultant’s role should be 
defined and restricted by his or her training, profes- 
sional experience, and skills. I propose that in view of 
the actual needs for service and the limited manpower, 
the consultants should function primarily in the frame- 
work of the health care delivery system. 

The main criticisms of the community mental health 
consultation may be summarized as follows: its objec- 
tives are unduly vague. It purports to promote mental 
health, a concept that is laden with value judgments 
and lends itself to exploitation by political and other 
special interest groups concerned with power and ma- 
nipulation of people rather than with health. The role 
of the consultant in this context is unclear and can be 
readily misconstrued. He may be viewed as an infal- 
lible judge, prophet, and fixer of human attitudes and 
behavior. If he gives in to the temptation to play such a 
role, he will run the risk of being called an impostor. 
Psychiatrists would be rightly discredited if they as- 
sumed the roles of social reformers and engineers, 
roles for which they neither are trained nor possess the 
requisite knowledge and skills. 

The above criticisms must not be misunderstood to 
imply that psychiatrists should not practice preventive 
psychiatry when this is soundly based. It is surely de- 
sirable to offer mental health consultation to schools, 
industry, courts of law, and other institutions and orga- 
nizations, provided that the consultants are trained for 
the type of work and setting in which they operate and 
that they confine their advice to problems of bona fide 
mental health. 


NEED TO RESTRICT SCOPE OF CONSULTATIONS 


The consultant's role ought to be restricted to avoid 
the pitfalls of unrealistic promises inherent in the over- 
ly broad and vague definition of consultation. No indi- 
vidual can claim to be an expert in all facets of human 
behavior and thus a potential consultant to all and sun- 
dry. This obvious stricture needs to be stressed in 
view of the current tendency to propagate the role of 
the mental health consultant as an omniscient fixer of 
faulty psychosocial functioning of any kind and in ev- 
ery setting. For example, the sociodynamic model of 
consultation, promulgated by some writers, is said to 
focus on **mental health input to the wide range of 
agents and agencies comprising the socialization com- 
munity” (7). The hollow ring of this statement reflects 
the conceptual muddle that pervades much of the writ- 
ing on mental health consultation. The concept of the 
‘‘caregiving professional" is so diffuse that it peril- 
ously overextends the consultant's role and scope of 
operation. The latter should be restricted to the mental 
health concerns of a particular institution or organiza- 
tion, be it school, court, or factory, with whose specif- 

‘ic problems the consultant is familiar and where he or 
/ she can consult'as an expert. 
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"PSYCHIATRIC CONSULTATION IN HEALTH CARE 


CONTEXTS 


I wish to propose that psychiatric consultation 
should be an integral aspect of mental health services | 
offered in the context of comprehensive health care 
systems. As Coleman and Patrick (8) have argued, the 
medical facilities are the only social resource that can 
provide adequate and generally accessible primary 
health care; psychiatric services should be part of this 
care. Thus medical facilities of all types should be the 
setting in which most psychiatric consultants operate. 
There is a vast unmet need for psychiatric services, in- 
cluding.consultation-liaison activities, in medical set- 
tings, in which psychiatrists can use their uniquely 
broad training to the best advantage and most effec- 
tively. i 


Prevalence of Psychiatric Morbidity in Medical 
Settings 


Epidemiological studies carried out during the last 


. 20 years have documented the high incidence of emo- 


tional disorders in all major segments of medical prac- 
tice (9-13). A recent British survey revealed that 109 
patients of every 1,000 who went to general practition- 
ers suffered from a mental disorder (12). In the United 
States it has been reported that 12% to 15% of adult 
patients who went to family physicians had symptoms 
of an emotional disorder (9); these patients account for 
an estimated 30% of all office visits during any one 
year (9). A recent report from the Columbia Point 
Health Center in Boston, Mass., revealed that during a 
typical year 109 of every 1,000 people who went to the 
health center received at least one psychiatric diag- 
nosis (14); this figure is identical to that found in the 
British morbidity survey cited by Shepherd (12). Cana- 
dian family physicians have reported that 8% of their 
patients had psychiatric disorders; depression and anx- 
iety neurosis headed the list of psychiatric diagnoses 
and ranked ahead of diabetes, hypertension, and is- 
chemic heart disease (13). 

The incidence of psychiatric morbidity has been re- 
ported to be even higher in medical outpatient clinics 
than in family practice. A study of 4,000 consecutive 
new patients admitted to the medical clinic of a large 
Canadian teaching hospital revealed that 30% had a 
psychiatric disorder believed to be relevant to the pre- 
senting symptoms (13). The most common symptoms 
were abdominal and chest pain; these were attributed 
to a psychiatric disorder in 28% and 26% of the cases, 
respectively. These percentages were underestimates; 
they did not include patients who-received no diag- 
nosis at all. A review of the literature showed that 30% 
to 60% of medical inpatients and 50% to 80% of medi- 
cal outpatients had a psychiatric disorder (15). Studies 
of prevalence of depression alone among medical in- 
patients revealed that 20% to 25% were significantly 
depressed (10, 16). The incidence of depression 
among hospitalized cardiac patients has been reported 
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to be about 65% (10). Furthermore, a number of stud- 
ies have documented a positive association between 


psychiatric and physical illness (10). 


Studies of referrals for psychiatric consultation in 


.» general hospitals have shown that only 5% to 10% of 
the. medical: and surgical patients were referred (15). 


Depression was the most common disorder diagnosed 
by liaison consultants and accounted for at least 50% 
of all referrals (17).‘A study by my associates and me of 
1,000 referrals for psychiatric consultation showed 
that 2396 of the referred inpatients had no evidence of 


. a physical illness and 68% had both a medical and a 


psychiatric disorder (17). These findings highlight the 
existence of two major patient populations in need of 
psychiatric consultation and liaison in the medical set- 
ting: those who present somatic symptoms in the ab- 
sence of organic pathology and those who suffer from 
concurrent physical and psychiatric illness. 

The so-called worried-well patients, who perceive 
themselves as sick in the absence of objective evi- 
dence of organic disease, have been estimated to ac- 


count for 50% of the cost of the Kaiser-Permanente | 


Health Plan prepaid practice (18). It is one of the as- 


sumptions of a systems approach to health care as 


practiced at Kaiser that integration of mental and phys- 
ical health care reduces the enormous cost of unneces- 
sary medical services. There is a widespread tendency 
in our society to define problems in living as problems 
of health and to seek medical consultation for them. 
Sociocultural factors favor presenting discontent and 
emotional distress in the form of somatic com- 
plaints (19). l 

People who have experienced recent life changes or 
long-standing dissatisfaction with their life conditions 
(mostly family and work) use medical care facilities 
very often (20). This tendency contributes to the stag- 


gering cost of medical care in the United States. Un- ` 


necessary laboratory tests and therapeutic . proce- 
dures, overutilization of medical facilities, and mis- 
placed -sanctioning of the sick role by physicians are 
among the relevant factors. 


Psychosocial screening and brief therapeutic inter- 
vention by mental health professionals acting as con- 
sultants in medical settings can help contain the cost 
resulting from needless tests and medical visits. As 
early as 1941 Billings had reported that introduction of 


‘liaison psychiatrists to a general hospital resulted in re- 


duced diagnostic and therapeutic procedures, short- 
ened hospitalization, and thus created savings for 
patients and community (21). Short-term outpatient 
psychiatric therapy offered to selected patients in a 
prepaid group practice medical program in Washing- 
ton, D.C., in 1970 resulted in the reduction of visits, 
laboratory tests, and X-ray procedures by about 
30% (22). Introduction of social workers and casework 
to a hospital-based primary care program has been 
shown to result in greater cost effectiveness of ambula- 
tory care (23); the crucial element was the early detec- 
tion and management of psychosocial problems. 
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Rational Deployment of Consultants. 


The above facts and figures document the need for 
mental health consultants in all health care settings .«Li- 
aison psychiatrists, social workers, nurses, and' psy- ` 
chologists are needed to help with diagnostic assess- 
ment, patient management, rehabilitation, and teach- 
ing psychosocial aspects: of medicine to medical 
students and physicians. By virtue of their medical 
training, psychiatrists ought to play a key role as con- 
sultants and integrators (2, 3). 

Geographic and conceptual separation of mental 
health care from medical health care 1s a costly anach- 
ronism (8). It ignores results of epidemiological stud- 
ies and contributes to fragmented and thus inferior 
patient care. Availability of psychiatric consultation 
and liaison services to other health professionals in 
both hospital and community could contribute to the 
prevention of psychiatric morbidity, psychogenic in- 
validism, and unwarranted assumption of the sick role. 
This could result in better patient care, avoidance of 
needless disability, and reduction in the cost of health 
care. To achieve these goals we need to train future 
consultants and provide economic and intellectual in- 
centives to make their work satisfying. 


TRAINING OF CONSULTANTS 


Preparing psychiatrists for the consultant role 
should be one of the main obiectives of residency train- 
ing programs (24). A recent survey showed that only 
10% of the total residency training time is spent in con- 

-sultation-liaison work (25). This is inadequate. The 
Psychiatry Education Branch of NIMH has recog- 
nized this and assigned high priority to the support of 
consultation-liaison services (26), which offer not only 
direct service but also teaching for psychiatric resi- 
dents, medical students, and other nean profession- 
als (2, 3). 


Psychiatric Residents 


Rotation on a consultation-liaison service has be- 
come an integral component of psychiatric resi- 
dency (25). To be effective this rotation should occur 
not earlier than the second year and should be full-time 
for a minimum of three months. It should encompass 
clinical experience on an organized liaison service and 
teaching in the form of clinical conferences and theo- 
retical seminars devoted to psychosomatic medicine 
and the theory of consultation. Psychosomatic medi- 
cine provides an indispensable conceptual framework 
for liaison work (2). Without it the liaison psychiatrist 
would lack the broad perspective and intellectual chal- 
lenge in his work that are essential for professional sat- 
isfaction. 

Clinical skills that the residents need to acquire dur- 
ing their rotation include eliciting and integrating infor- 
mation about patients along several dimensions: psy-* 
chological, sociocultural, medical, and economic (27). b 


f 


The resident also learns to formulate conclusions 
clearly and expeditiously, to communicate them in 
plain English, to mediate between patients and those 
taking care of them, and to render consultation that is 
therapeutic for the patient and useful to the consult- 
ee (2, 3). Medical wards provide a setting in which the 
resident can put to a rigorous test his or her knowledge 
of psychiatry, ability to apply it under time pressure, 
and ability to interact with other health professionals. 


Medical Students 


Increasing numbers of students spend part or all of 
their psychiatric rotation on a liaison service (25). The 
students will be the consultees of the future. The psy- 
chiatric liaison service rotation not only exposes them 
to the psychosocial problems and psychiatric dis- 
orders with which they will have to deal as physicians 
but also teaches them how to refer patients for psychi- 
atric consultation, what to expect from it, and how to 
implement the consultant's advice (24). 


Postresidency Fellows 

The number of postresidency fellowship programs 
in consultation-liaison psychiatry is growing (24). This 
training is designed for future practitioners and teach- 
ers in this area, and the curricula differ from program 


to program. Some appear to stress liaison in juxtaposi- 


tion to ‘‘mere’’ consultation; this is a mistake. Both 
consultation and liaison are integral aspects of the 
same clinical activity (2, 3). To separate them would 
be divisive and misleading. A liaison service that fails 
to provide routine psychiatric consultations is as in- 
adequate as one that ignores the value of extended con- 
tacts with the consultees and the mediating function of 
the consultants (2, 3). 

A fellowship typically involves one year of full-time 
. work on a liaison service and has three components: 
clinical experience, teaching, and research. Clinical 
work should involve both exposure to a wide range of 
referrals and liaison with a medical or surgical ward or 
a special unit such as a coronary care unit, oncology, 
or neurology. Teaching involves supervision of psychi- 
atric residents and medical students and seminars for 
medical residents and nurses. A clinical research proj- 
ect should be undertaken by fellows to expose them to 
research techniques and help them acquire an investi- 
gative or scholarly bent. The program should also in- 
clude seminars on psychosomatic medicine in its 
broad sense (28, 29). 


NEED FOR EVALUATION 


Evaluation of the effectiveness of consultation is of 
crucial importance. Only a handful of evaluative stud- 
ies of psychiatric consultation in general hospitals 
have been published (3). Several criteria for evaluating 
the outcome of consultation-liaison work may be sug- 
/sested, such as patient satisfaction, consultee satisfac- 

tion, relief of symptoms, length of hospitalization; uti- 
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lization of laboratory tests, social functioning after dis- 
charge, degree of compliance with consultant's 
advice, and, last but not least, reduction in the cost of. 
medical ‘care. A related task is the assessment of the 
impact, if any, of the teaching of psychiatry and psy-. 
chosocial aspects of medicine on medical practice. 
The relevant criteria of effectiveness should include 
the quality of medical records, timeliness and appropri- 
ateness of referrals for consultation, enhanced diagnos- 
tic and psychotherapeutic skills of the consultees, utili- 
zation of the services of liaison nurses and social serv- 
ices, consultee compliance with consultant's advice, 
and greater patient satisfaction with medical care and 
hospitalization. 

With increasing scrutiny of the cost effectiveness of 
all aspects of medical practice, consultation-liaison 
work needs to demonstrate its effectiveness as a clini- 
cal and teaching activity. Only reasonable proof of its 
effectiveness will secure funding of liaison services in 
the future. Studies must start now. 


CONCLUSIONS AND PROPOSALS 


I have compared and contrasted two major current 
models of consultation in psychiatry. I have pointed 
out areas of controversy and advocated a point of view 
that is based on the conviction that psychiatry is first 
and foremost a medical specialty and its place is in the 
health care delivery system. Psychiatrists are not so- 
cial reformers or engineers, nor are they magic healers 
offering solutions for all dilemmas of the human condi- 
tion. Consultation is one of their main professional ac- 
tivities. To meet current social needs, psychiatric con- 
sultations should be offered primarily in the context of 
health care delivery. Community mental health consul- 
tation has a place in schools, factories, or courts. Its 
goal should be primarily preventive. 

The following propositions summarize my dis- 
cussion: 

1. Two distinct conceptions of consultation in our 
field vie for recognition and influence: psychiatric- 
therapeutic consultation and community mental health 
consultation. These differ in their goals, participants, 
settings, and methods. 

2. To enhance the value of consultation for the con- 
sultees and to avoid misleading them, the consultant 
should restrict his or her area of operation to that for 
which he or she has been trained and can legitimately 
claim to be an expert. 

3. Current social needs, coupled with a limited sup- 
ply of consultants, call for priority of psychiatric con- 
sultation provided within comprehensive health care 
over that promoting mental health. The psychological- 
biological training of psychiatrists is their unique asset 
and should not be squandered in professional activities 
for which such training is not essential. 

4. Consultation and liaison should be adequately 
taught in all psychiatric residency programs. 

5. There is a pressing need for the clarification of 
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concepts and formulations concerning the criteria of 


^ outcome of psychiatric consultation so that evaluation 


‘Of its effectiveness can be advanced. 
6. Psychiatrists should avoid posing as experts in all 
- spheres of human behavior and functioning and as po- 
tential fixers of all psychological malfunctioning. They 
should explicitly define the limits of their expertise and 
. distinguish between consultation in the service: of 
health and consultation that could help manipulate 


péople's attitudes to suit political, religious, or busi- . 


ness interests. 
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Psychotherapy and Pharmacotherapy: Conceptual Issues 


BY JOHN P. DOCHERTY, M.D., STEPHEN R. MARDER, M.D., DANIEL P. VAN KAMMEN, M.D., 


AND SAMUEL G. SIRIS, M.D. 


Of the many difficulties in maintaining an integration 


of psychotherapeutic and pharmacotherapeutic 
treatment, one of the most important is ''the problem 
of bimodal relatedness,” that is, the distinction 
between relating to the patient as a diseased organor 
object of study and.as a disturbed person. The authors 
identify the forces that act to inappropriately 
emphasize one mode or the other and discuss major 
difficulties that arise because of failure to maintain a 
bimodal relatedness. In a setting of combined therapy, 
maintaining and safeguarding the optimal relationship 
of collaborative subject-subject relatedness can 
prevent the emergence of problems destructive to 
effective psychiatric treatment and research. 


A CLEAR rationale for the co-utilization of psychothera- 
py and pharmacotherapy is of fundamental importance 
in contemporary psychiatry. Yet psychiatry currently 
lacks an integrated theory that combines psycho- 
dynamic insights and recent discoveries concerning 
the pharmacological action of drugs. We suggest that 
this deficit is due not only-to a lack of adequate re- 
search data but also to the strong conceptual antago- 
nisms inherent in developing a comprehensive psycho- 
biological view of psychiatric patients. The recent re- 
port by the Group for the Advancement of Psychiatry 
on pharmacotherapy and psychotherapy (1) pointed 
out that although it is not difficult to understand why 
psychogenic illness could be treated somatically—nor, 
reciprocally, why somatic illness could benefit from 
psychological intervention—the tendency to polarize 
these treatments is strong and persistent. At this junc- 
ture it would seem that progress may be made most ef- 
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fectively by determining the sources of the conceptual 
difficulties and antagonisms in this area. 

In our clinical psychopharmacological research with 
acute schizophrenic patients, we have identified sever- 
al specific difficulties in maintaining an integration of 
psychotherapeutic and pharmacotherapeutic treat- 
ment. One of the most important we have called ''the 
problem of bimodal relatedness.” This refers to the 
complex form of relatedness that the psychiatrist must 
establish with the patient. It involves a distinction be- 
tween relating to the patient as a diseased organ or ob- 
ject of study (subject-object mode) or as a disturbed 
person (subject-subject mode). Our experience has 
demonstrated that, although it may be extremely 
stressful for psychiatrists to maintain an appropriate 
balance and integration of both modes, a smooth psy- 
chobiological integration is possible. 

In this paper we will begin by identifying the forces 
in a setting of combined therapy that act to in- 
appropriately emphasize one mode or the other. We 
will then demonstrate how an appreciation of these 
forces led to practical policy decisions that have im- 
proved therapist-patient interactions on our research 
unit. 


FORCES PROMOTING SUBJECT-OBJECT OR 
SUBJECT-SUBJECT RELATEDNESS 


First we will examine the forces that promote sub- 
ject-object relatedness at the expense of subject-sub- 
ject relatedness. 


Forces Encouraging a Subject-Object Relationship 


Focus on the physiochemical system. When we as 
subjects (clinical investigators) regard a neuron, for ex- 
ample, we properly regard it as an object and, in our 
subsequent attempts to know it further, act on it and 
manipulate it. This clearly implies a form of related- 
ness that has been generally designated as subject-ob- 
ject relatedness and is analogous to Buber's ‘‘I-It’’ 
relationship (2). Thus interest in the biological distur- 
bances associated with a mental illness such as schizo- 
phrenia elicits a subject-object relationship. In general 
medicine a recognition of this form of relatedness 1s ex- 
pressed in the complaints of patients who have felt 
themselves regarded by their physician as solely ‘‘a 
case of hepatitis" or ‘‘a case of pneumonia" and is 


- probably also expressed in physicians’ complaints 


about the lack of patient compliance" in taking medi- 
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cation the way the doctor ‘‘ordered.” 
. The prevailing model of science. In terms of the im- 


pact of research, the classic model of science that has 
dominated modern research thinking further rein- 


"forces this tendency to establish a subject-object rela- 


tionship. This model is derived from the physical sci- 
ences and is, as Whitehead (3) noted, fundamentally 
based. on the great bifurcation of nature: ‘‘a dichoto- 
mizing of the world into subject and object, the know- 


er and the known.” 


. Forces Encouraging a Subject-Subject Relationship 


Distinctive emergent property of the personality sys- 
tem. Àn examination of figure 1 reveals organizational 
features that promote a recognition of the patient as an 
independent other with an autonomous subjectivity. 
This recognition evokes a mode of relatedness with 
that person which can be designated a subject-subject 
relationship and which Buber has termed an “‘I-Thou”’ 
relationship (2). 

The following specific features are of relevance 
here: the systems depicted in figure 1 are hierar- 
chically ordered (a system is constrained by, and recip- 
rocally is controlling of, the immediately adjacent sys- 
. tem), and each intact system possesses the property of 
maintaining and restoring its equilibrium under the im- 
pact of stress. 

These features encourage a subject-subject relation- 
ship. Disturbances in the personality system impinge 
directly on the social system. A social system has per- 
sons as its major components, and a disturbance at the 
level of the person imposes a direct stress at the level 
of the social system. Thus, for example, it is a mistake 
to say that mental illness is the same as any other ill- 
ness, even though this may be recognized as a well-in- 
tentioned effort to alleviate destructive and prejudicial 
attitudes toward the mentally ill. Persisting personal 


" disequilibrium requires reequilibrium at the level of 
. the social system. Persisting personal disequilibrium is 


very different from the types of physical disturbances 
we refer to as ‘‘medical’’ illnesses. For example, a bro- 
ken arm may necessitate a shift in the personality sys- 
tem. However, an equilibrium may be attained at the 
personality system level so that the person, although 
' changed, is not disturbed as a person and remains con- 
gruent with the social system. 

The above considerations highlight an important dif- 
ference between the relatedness of persons toward one 
another and their relationship toward physiochemical 
aspects of themselves or others, and they bring into fo- 
cus the presence of a distinctive emergent property at 
the level of the personality system. This emergent 
property is the subjectivity of the other; that is, the oth- 
er is not only an object-to-be-known but a knower in 
his own right or, as Cassirer (4), Edelson (5), and 
Langer (6) have written, '*a maker of symbols." The 
recognition of this subjective consciousness is thus 
brought vividly to mind by the manifest disturbance in 
that subjectivity, and it encourages a subject-subject 
relationship. 
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»INCOMPATIBILITIES OF THE SUBJECT-OBJECT 


AND SUBJECT-SUBJECT MODES 


There are several incompatibilities between the st 
ject-object and subject-subject modes of relatedne 
(see appendix 1). Numerous difficulties for a psyck 
therapeutic and pharmacotherapeutic approach deri 


‘from the incompatibilities of these two forms of rel; 


edness and the inappropriate substitution of one for t 
other. The simultaneous maintenance of these tv 
forms of relatedness imposes a difficult strain and elic 
a predictable desire to simplify matters. Since for bo 
research purposes and somatic treatment the subje 
object relationship cannot be abandoned, the si 
plification is usually in the form of attenuation of t 
subject-subject relationship. The deleterious effects 
this in general medicine—primarily discussed und 
the rubric of the quality of the doctor-patient relatic 
ship—are brought to our attention from many quarte 
and need not be reviewed here. In the area of psychi 
try, however, we encounter some special problems 


PROBLEMS RESULTING FROM FAILURE TO 
MAINTAIN BIMODAL RELATEDNESS 


Antitherapeutic Impact on the Patient 
In our setting, where our work is with schizophrer 


patients who live in dread of the loss of their subjecti 


ity and of their sense of self, it hardly needs to be sa 
that a relationship which assumes the absence of th 
subjectivity is antitherapeutic and corroborates t! 


i 


patient's worst fears. On a lesser level, for any psychi- 
atric patient who questions his or her worth as a hu- 
man being, the denial of that which is distinctively hu- 
man-about him or her tends to be experienced as con- 
firmation of that worthlessness. 


. Effect on Psychotherapy 


The simplification in favor of the subject-object rela- 
tionship renders far more difficult the maintenance of 
good psychotherapy. In good psychotherapy a 
tenuous and delicate balance is achieved. For ex- 
ample, use of the psychoanalytic method provides a 
way for bracketing the subjectivity of the patient, so 
that subjectivity itself can become the object of scruti- 
ny and understanding (7, 8). Thus, the therapeutic 
relationship bears within itself this very same tension: 
to reduce the subject to a nonconscious object (to with- 
draw, remain aloof) or to overidentify with the patient 
(to transform the relationship into a solely subject-sub- 
ject one, characterized at the extreme in the excesses 
of the “‘touchy-feely movement"). The previously 
mentioned forces that emphasize the patient as object 
would tend to drive this delicately balanced psycho- 
therapeutic relationship into such an inappropriate sub- 
ject-subject relationship. This tendency is reflected in 
such events as nurses on research units declaring that 
their role is that of “‘patient advocate.” 

Thus this real stress on the integrity of the psycho- 
therapeutic relationship is a major source of the ten- 
sion between psychotherapy and pharmacotherapy 
and, indeed, between psychotherapy and clinical re- 
search. 


False Identification of the Personality System with the 
Physiochemical System 


The third problem resulting from a failure to appreci- 
ate and maintain bimodal relatedness manifests itself 
in two interesting ways: confounded evaluation of the 
effects of psychoactive drugs and the arousal of primi- 
tive intrapsychic anxiety. The problem of evaluating 
drug effects is essentially this: viewing the patient or 
research subject solely as an object facilitates an in- 
appropriate collapse of our differentiated systems of 
knowledge, such that drug effects tend to be linked di- 
rectly with changes in the subjectivity of the patient. 
Currently, a prevalent way of conceptualizing the psy- 
chological and biological integration does, in fact, con- 
sist of falsely identifying the physiochemical system 
and the personality system—for example, assuming 
that the subjectively experienced symbolic world of de- 
pression is equivalent to the physiochemical state al- 
tered by ‘‘antidepressant’’ drugs. 

Both Sarwer-Foner (9) and Irwin (10) have pointed 
out that a careful distinction must be made so that 
drugs are viewed as acting directly at the level of the 
physiochemical system and only indirectly at the level 
of the personality system. As Irwin has stated, ‘‘Drugs 
do not affect behavior directly. As chemicals they can 
only interact with other chemicals. . . . Drugs, thus, 
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successively affect the various levels of integration 
from the simplest to the most complex—from the 
chemical to the psychosocial sphere” (10, p. 15 17. He 
has also noted the difficulties in the evaluation of drug 
action and appropriate drug use that result from a fail- * 
ure to appreciate and use this distinction. : 

Further, the false identification of the personality 
system with the physiochemical system elicits the sec- 
ond difficulty mentioned above—the arousal of primi- 
tive intrapsychic anxiety. This results from the threat 
of dissolution of self with the loss of ego boundaries 
and self-other differentiation that follows the identifica- 
tion of self with organic matter. This dynamic is espe- 
cially clear in schizophrenic patients who refuse to 
consider a somatic component to their illness and ex- 
press the fear that if this were true, they would no long- 
er exist. It is also apparent in some researchers who 
regard and treat patients as a presymbiotic extension 
of the self and who defend against this by heightening 
the subject-object relationship with the research sub- 
ject. In a more subtle way this dynamic is also appar- 
entin the expressed concerns of some psychotherapists 
that drugs, regardless of their physiochemical action, 
rob the patient of his or her autonomy. 


Quality of the Research 


Failure to maintain bimodal relatedness affects the 
quality of research. What brings patients for psychiat- 
ric treatment is disturbance at the level of their sub- 
jectivity. However, establishing only a subject-object 
relatedness to these patients entails the inevitable 
warp, distortion, and strain of the procrustean bed. In 
terms of research, it reduces us to working only with 
behavioral data and thus severely compromises the re- 
search. For example, one of our patients recently re- 
marked, ''No matter how we may look to you, or what 
value you attach to it, only we know how we feel and 
how the drug is affecting us inside.’’ That state is, after 
all, a focal concern of our work. 


Ethics 


Finally, ignoring bimodal relatedness causes issues 
of ethics to be raised in an antagonistic way. This oc- 
curs because the essential ethic of human relationships 
requires that the type of relatedness established must 
not be discordant with the values, mores, and welfare 
of the larger societal system in which it is embedded. 
When we emphasize the subject-object relationship to 
the relative exclusion of subject-subject relatedness, 
however, we clearly transgress present societal values 
and thus act unethically in a very basic sense. 


RECOMMENDATIONS FOR STABILIZING 
BIMODAL RELATEDNESS 
Based on an understanding of the problems de- 


scribed above, the question now becomes, What can 
be done to foster the integrity of research and practice 
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with combined psychotherapy and pharmacotherapy? 
Erom our analysis thus far, it clearly entails seeing that 
a balanced bimodal relatedness is maintained. This pri- 
marily means safeguarding the presence of an appropri- 
ate subject-subject relatedness. 

This leads to two further questions: 1) What is the 
optimal form of subject-subject relatedness for psycho- 
logical-biological research and practice? 2) What steps 
can be taken to maintain and promote that relation- 
ship? 

Possible answers to the first question may be found 
by examining the discussion that has taken place 
around the issue of informed consent, which seems to 
be rooted in the same core problem of bimodal related- 
ness. Basically, four categories of subject-subject rela- 
tionship have been proposed to maintain an ethical sys- 
tem of informed consent. These may be rank-ordered 
from least satisfactory to optimal. Any system should 
provide for the presence of all four. However, the less 
satisfactory forms should be fail-safe devices that only 
come into play when the more satisfactory forms fail 
to function. The four categories are as follows: 


1. Adversary relationship. This is the most time- 
consuming, rigid, and minimal form of human related- 
ness. The assumption here 1s that there 1s an intent to 
exploit, against which vigorous remedy must be 
sought. This form of relatedness is mediated through 
the agency of an adjudicatory system of courts and 
lawyers. 


2. Bureaucratically regulated relationship. Here, a 
set of guidelines is issued that is binding on both par- 
ties and that fairly rigidly defines from without the na- 
ture of the relationship. This form of relatedness 1s me- 
diated through the agency of an administrative or exec- 
utive body that 1ssues and implements binding 
directives. 


3. Advocacy relationship. This type of relationship 
is somewhat more flexible. However, it entails an as- 
sumption of impaired ability to relate on the part of 
one of the subjects. It has the drawback of decreasing 
the intimacy and immediacy between the two con- 
cerned subjects. It is mediated by aligning one of the 
subjects with a presumably more competent third par- 
ty. 

4. Collaborative relationship. This would seem to 
be the optimal form of subject-subject relatedness. It is 
the most flexible, responsive, and mutually satisfying. 
It is also clearly the one that would be most helpful in 
maintaining the balance of the psychotherapeutic situa- 
tion and would keep the patient available for full partic- 
ipation in the research. If truly established, it is the 
one, from the patient's viewpoint, that allows the 
greatest comfort and security. It is a well-established 
phenomenon, for example, that when physicians be- 
come ill they regularly tend to seek treatment from 
friends rather than from renowned experts. 

We might now ask what form this collaborative rela- 
tionship takes in the physician-patient and researcher- 
subject dyad. This question has had the benefit of a 
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penetrating analysis by Parsons (11), whose work also 
points toward an answer to the question we posed ear- 
lier about the steps to be taken to promote the optimal 
subject-subject relationship. Briefly, Parsons pojnfed 
out that for both physician-patient and investigator- 
subject the relationships are fiduciary ones with the 
asymmetry introduced because of the ‘‘competency 
gap' existing between the two parties. Most impor- 
tantly, he pointed out that the functional basis for 
maintaining this relationship is trust. It is thus toward 
the enhancement of trust that we should direct our 
energies if we wish to sustain this form of subject-sub- 
ject relatedness. 

However, there are severe strains on this trust in the 
setting of psychiatric research and practice that need 
to be taken into account. They are as follows: 

1. Great gaps in knowledge exist between physician 
and patient, and the greater the distance, the more 
trust is required. | 

2. In a research setting even more strain is added. 
Feedback is delayed for a long time. The results of the 
procedures that the patients are asked to undergo are 
rarely immediately available. 

3. The double-blind research strategy demands ex- 
treme trust on the part of the patient. If a complaint is 
made about the effect the patient ascribes to a drug, he 
is given no information to judge whether or not the 
physician actually attended to him. On a ward such as 
ours where schizophrenic patients live with the fear of 
an ultimate paranoid transformation—that their lives 
and their minds are being controlled by others—this is- 
sue can reach crisis proportions. 

What, then, can we do to ensure the maintenance of 
this trust, thereby supporting the subject-subject rela- 
tionship and the joint conduct of psychotherapy and 
pharmocotherapy? 

1. Wecan close the gaps in knowledge with relevant 
information. Several approaches are important here. 
Patient and staff education should be a continuing, 
stable part of the ward structure. Assiduous efforts 
should be made to answer all patients’ questions as 
clearly and promptly as possible. As suggested by Car- 
penter and Langsner (12), all other staff, especially 
nursing staff, should assume a more active role in the 
education of the patients. There are two reasons for 
this: the cost factor, which currently limits the practice 
of informing the patient, is reduced, and the focus for 
trust is distributed, which decreases the intensity and 
consequent ambivalence of the subject-subject rela- 
tionship that we are interested in maintaining. The fi- 
nal approach that can be used to close the gaps in 
knowledge is to provide a clear and visible means for 
conveying questions of concern that impinge on the is- 
sue of trust and to make a clear and visible response. 
This may be accomplished by scheduling a weekly re- 
search meeting during which all staff, patients, and col- 
laborating investigators openly examine all issues relat- 
ing to the research and its interface with clinical 


— 


care (13). In addition, on the ward a special book ma 
be kept in the nursing station in which questions an \ 


be recorded daily and answers similarly recorded. Fi- 
nally, thé physician in charge of double-blind medica- 
tions should be readily available to see all patients 
whenever a question arises; this may be reasonably ac- 
complished by establishing a regularly scheduled time 
for this task. 

2. Research results should be presented to the com- 
munity on a continuing basis. The clinical implications 
of research that are particularly interesting to patients 
should be emphasized. 

3. When each patient's protocol is completed, a full 
and detailed report should be made to the community 
on the results of the double-blind studies. Those ques- 
tions of trust which arose through the course of this 
study should be particularly addressed. 

The use of these principles may be demonstrated by 
the following clinical example from our unit. 


Case 1. A 27-year-old woman with a diagnosis of schizo- 
affective schizophrenia, depressed type, reluctantly cooper- 
ated during the first 5 months of our clinical research pro- 
gram. She claimed that she was glad that at least some part 
of her seemed valuable to someone— in this case, at least the 
research staff valued her as a researchable object. During the 
last 6 weeks of her hospitalization, she surprised everyone 
by announcing that she refused to participate in the baseline 
and probenecid lumbar punctures that had been scheduled. 
Further discussion revealed that the original reasons for par- 
ticipation no longer seemed to justify her having to suffer the 
post-lumbar puncture headache that she had had several 
months before. We were able to diagnose the problem as one 
in which our previous subject-object mode of relatedness 
vis-à-vis the issue of research participation was antithera- 
peutic and actually destructive to the research. In order to 
establish a collaborative relationship, we gave the patient a 
detailed explanation of the research strategy of the unit and 
the vital part that CSF amine metabolite studies played. She 
acknowledged that this explanation was what she had ac- 
tually hoped for. After her eventual participation, she stated 
that this interaction was a landmark in her hospitalization 
and that it had significantly improved her self-esteem. 


In this particular example, a drift away from a collab- 
orative subject-subject relationship to a subject-object 
relationship was diagnosed and corrected. 

Finally, all of these specifics must rest in a setting 
where the daily activity conveys to the patient the 
staff's concern for his or her health and well-being. Re- 
ciprocally, the staff should accord the patient the dig- 
nity of expecting responsible concern for their joint en- 
terprise. 
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APPENDIX 1 
incompatibilities Between the Subject-Object and Subject-Subject 
Modes of Relatedness 


SUBJECT-OBJECT MODE 


. Act on 

. For gratification of subject 
. Take from 

. Decide for 

Observe 

. More intellectual 

. Dominate 

. Coerce 


SUBJECT-SUBJECT MODE 


1. Act with ` 

. For mutual gratification 
Share with 

. Negotiate with 
Experience with 

More affective 

. Cooperate 

. Convince 
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Catecholamine Metabolism During Heroin Use i 


BY JOSPEH J. SCHILDKRAUT, M.D., ROGER E. MEYER, M.D., PAUL J. ORSULAK, PH.D., STEVEN M. 
MIRIN, M.D., MARK ROFFMAN, PH.D., PATRICIA A. PLATZ, EDWIN GRAB, A.M., MARY E. RANDALL, 


M.A., AND MARK MCDOUGLE 


The authors examined urinary levels of 
catecholamines and metabolites during a 10-day 
period of heroin use in 9 subjects. Catecholamine and 
metabolite excretion increased over baseline values on 
the first day of heroin use, but markedly different 
patterns of change emerged later. In contrast to the 
significant increase in normetanephrine and decrease 
in metanephrine excretion in all 9 subjects during 
heroin use, only 4 subjects showed an increase in 3- 
methoxy-4-hydroxyphenyl glycol (MHPG) excretion. 
Moreover, it appeared that the increase in MHPG 
excretion in this subgroup began on the day before 
heroin administration, which suggests the possibility 
of an anticipatory or conditioned response. 


SINCE THE Observation by Vogt (1) that morphine de- 
creases the level of norepinephrine in cat hypothal- 
amus and midbrain, numerous studies have examined 
the effects of morphine on catecholamines in the 
brain (2, 3). Many investigators have studied the ef- 
fects of morphine on the turnover of catecholamines 
either in animal brain or brain regions using several dif- 
ferent methods, and we have recently examined the ef- 
fects of morphine on the accumulation of 3-methoxy-4- 
hydroxyphenyl glycol (MHPG) sulfate (4, 5), the ma- 
jor metabolite of norepinephrine in rat brain (6). Two 
studies (7, 8) have examined the urinary excretion of 
catecholamines and metabolites during a cycle of mor- 
phine addiction and withdrawal in man. 

In 1 of these studies (7), which involved 2 subjects, 
the urinary excretion of norepinephrine, epinephrine, 
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dopamine, 3-methoxy-4-hydroxymandelic acid 
(VMA), normetanephrine (in 1 subject), and metaneph- 
rine (in 1 subject) increased at the beginning of the ad- 
diction phase when the dose of morphine was increas- 
ing. Tolerance appeared to develop to some of these 
changes (particularly the increase in epinephrine, nor- 
epinephrine, and metanephrine excretion) during the 
course of continued morphine administration. During 
the withdrawal phase, excretion rates of all of these 
substances returned to near-normal levels. 

In another study (8), which involved 7 subjects, the 
urinary excretion of norepinephrine and epinephrine, 
but not dopamine, increased during the first 2 weeks of 
the addiction cycle when the dose of morphine was in- 
creasing. Initially, the increase in epinephrine excre- 
tion was greater than that of norepinephrine; however, 
epinephrine excretion decreased during the latter part 
of the increasing dose phase. During the course of con- 
tinued morphine administration (at a stable dose), tol- 
erance developed to the increase in epinephrine excre- 
tion, i.e., epinephrine levels did not differ from pre- 
addiction levels, while norepinephrine levels tended to 
be higher than preaddiction levels but not so high as 
those during the increasing dose phase. During with- 
drawal of morphine, levels of urinary norepinephrine, 
epinephrine, and dopamine were within the preaddic- 
tion range. Urinary epinephrine was elevated when 
examined 7 and 17 weeks after morphine withdrawal. 
Inasubsequent study, Hoeldtke and Martin (9) showed 
that these changes in urinary catecholamines could not 
be ascribed to the alterations in urine volume that oc- 
curred during morphine administration and withdrawal. 

The finding of increased urinary norepinephrine and 
epinephrine excretion during administration of increas- 
ing doses of morphine in human subjects is consistent 
with the results of comparable studies in ani- 
mals (10, 11). However, in contrast to the studies in 
animals that showed increased norepinephrine and epi- 
nephrine excretion during withdrawal of mor- 
phine (10, 11), such increases were not observed dur- 
ing withdrawal in the clinical studies (7, 8), possibly 
due to the lower doses and slower schedules of with- 
drawal. 

In current collaborative studies, we are examining 
the urinary excretion of catecholamines and metabo- 
lites in human subjects participating in a series of ex- 


perimental protocols that involve heroin use. This pa^ 


per reports the initial findings of these studies. 
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primates ranging from 30% to 60%), it has been su 


METHOD 


We examined the effects of heroin use on urinary 
catecholamines and metabolites in 9 subjects during an 
initial drug-free baseline period, a 10-day period of her- 
oin use, and a subsequent period of methadone detoxi- 
fication. All of the subjects had a history of at least 2 
years of heroin use with 2 documented treatment fail- 
ures prior to the study. The schedule of heroin use al- 
lowed the patient to receive a maximum of 6 mg of her- 
oin on day 1, with an increase of 6 mg/day over each of 
the 10 days, such that the maximum dose on day 10 
was 60 mg of heroin. Within each 24-hour period, the 
dosage of heroin was regulated according to a complex 
schedule that permitted the patient maximum freedom 
in choosing the schedule of administration, while at 
the same time preventing the patient from taking more 
than one-quarter of the maximum daily dose in any 6- 
hour period. Throughout the 10-day period virtually all 
of the patients administered the maximum dose each 
day, although the schedule of administration varied 
from subject to subject. After the 10th day of heroin 
use, methadone was substituted for heroin. A large bat- 
tery of psychiatric and behavioral assessments was 
performed during the course of this study, but these 
data will not be reported here. 

This study was carried out in the context of a pro- 
gram designed to evaluate narcotic antagonist drugs in 
the rehabilitation of opiate addicts. Informed consent 
was obtained from all subjects after the nature of the 
procedure had been fully explained. The details of in- 
formed consent and citizen's review procedures in- 
volved in this work have been described else- 
where (12). 

Throughout this study daily 24-hour urine speci- 


mens were obtained. Levels of urinary catecholamines 


and metabolites! including norepinephrine, epineph- 
rine, normetanephrine, metanephrine, VMA, and 
MHPG were determined (16-19) using the urine speci- 
mens obtained during the third and second days before 
heroin use (baseline), the day immediately before her- 
oin use, the first 3 days of heroin use (early), the last 3 


‘Urinary norepinephrine is thought to derive primarily from the pe- 
ripheral sympathetic nervous system, while urinary epinephrine 
comes from the adrenal medulla. Urinary normetanephrine, the O- 
methylated metabolite of norepinephrine, is also thought to derive 
pen from the Ponpiera sympathetic nervous system and may 

st reflect the level of norepinephrine that is present extraneuro- 
nally and available to interact with receptors. Urinary metanephrine, 
the O-methylated metabolite of epinephrine, may provide a better in- 
dex of the adrenal medullary output of epinephrine than does un- 
changed urinary epinephrine, since the urine contains considerably 
more metanephrine than epinephrine. 

Urinary VMA, a deaminated O-methylated metabolite of both 
norepinephrine and epinephrine, is the major urinary metabolite of 
these catecholamines in man. Most VMA comes from peripheral 
sources, and it is believed that relatively little urinary VMA derives 
from the brain. Norepinephrine originating in the brain is largely ex- 
creted in the urine as the deaminated O-methylated metabolite 
MHPOG, although some urinary MHPG may also come from periph- 
eral sources. Although the exact amount of urinary MHPG that 
derives from the brain is nat known (with estimates in nonhuman 
ested that MHPG 
may be the urinary metabolite of norepinephrine that best reflects the 
synthesis and metabolism of norepinephrine in the brain (13-15). 
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days of heroin use (late), and the first 3 days of meth- 
adone detoxification. 

In order to analyze the effects of heroin use on Mese’ 
measures, change scores were computed. The values 
obtained on the third and second days before heroin ° 
use (which were taken as the baseline values for each 
subject) were averaged; and for each subsequent day 
we computed individual change scores expressed as a 
percent of the average baseline value for each subject. 
From these individual change scores, we then comput- 
ed an overall mean change score for each day for the 
entire group of 9 subjects. Matched t tests were used 
to determine the statistical significance of these daily 
change scores. 


RESULTS 


The mean group baseline values (expressed as 
means «SEM) for the various catecholamines and me- 
tabolites were as follows: norepinephrine, 43:6 ug 
day; epinephrine, 9+2 g/day; normetanephrine, 
312+40 ug/day; metanephrine, 205+22 ug/day; VMA, 
4,113+378 ug/day; and MHPG, 1,817+119 ug/day. 
The mean baseline creatinine excretion was 1,724+93 
mg/day, and the urine volume was 1,134+101 ml/day. 

The change scores for subsequent days are shown in 
figure 1. Urine volume increased during the course of 
heroin use, with statistically significant increases dur- 
ing the last 3 days of heroin use and on the third day of 
methadone detoxification (p<.05). The finding of in- 
creased urine volume during heroin use in this study is 
consistent with earlier reports (7, 8) of increased urine 
volume during morphine administration. In contrast to 
the increase in urine volume, creatinine excretion was 
not significantly altered during the period of heroin 
use. 

All of the measures of the urinary catecholamines 
and metabolites increased over baseline values on the 
first day of heroin use, with the largest percent increas- 
es occurring in norepinephrine, epinephrine, and nor- 
metanephrine. However, during the subsequent 
course of heroin use, markedly different patterns of 
change emerged for each of these measures. 

As shown in figure 1, noreptnephrine levels in- 
creased throughout the course of heroin use. In con- 
trast, epinephrine levels, which increased during the 
early phase of heroin use, returned to baseline values 
during the later period of heroin use. These findings 
are consistent with the results of earlier studies (7, 8) 
as reviewed above. 

Normetanephrine excretion was significantly in- 
creased throughout the period of heroin use (p<.05). 
The highest values of normetanephrine occurred dur- 
ing the latter phase of heroin use, and there was some 
return toward baseline values during methadone de- 


. toxification. 


In contrast, metanephrine excretion decreased after 
the first day of heroin use, with statistically significant 
decrements during the last 3 days of this period 
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FIGURE 1 
Mean Change Scores for Urinary Catecholamines and Metabolites Dur- 
. Pte=teroin Administration 
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FIGURE 2 
MHPG Excretion in Nine Subjects Before and During Heroin Adminis- 
tration 
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(p«.05). During methadone detoxification metaneph- 
rine excretion returned toward baseline values. Reis 
and associates (20) have described a decrease in 
phenylethanolamine-N-methyl transferase (PN MT) ac- 
tivity in the adrenal gland of the rat during chronic mor- 
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phine administration, and such a decrease in adrenal 
PNMT activity might account for this decrease in 
metanephrine excretion during heroin use. 

After increasing on the first day of heroin use, VMA 
excretion returned to approximately baseline values 
(with the exception of an elevation on the ninth day of 
heroin use that was not statistically significant and 
may be an artifact). Since VMA is the major deami- 
nated-O-methylated metabolite of both norepinephrine 
and epinephrine originating in the peripheral sympa- 
thetic nervous system and the adrenal medulla, this 
lack of change in VMA excretion may be explained by 
the finding that normetanephrine was increased but 
metanephrine was decreased. 

We were particularly interested in the urinary excre- 
tion of MHPG, since (as noted above) an appreciable 
amount of this metabolite may be derived from norepi- 
nephrine originating in the brain. As shown in figure 1, 
MHPG excretion tended to be elevated throughout the 
course of heroin use, with statistically significant in- 
creases on days 8 and 10 (p«.05). During methadone 
detoxification there was a return toward baseline val- 
ues. 

Further analysis of the data (see figure 2) indicated 
there was a meaningful increase in MHPG excretion in 
only a subgroup of 4 of the 9 subjects. This is in con- 
trast to the increase in normetanephrine excretion and 
the decrease in metanephrine excretion that was ob- 
served in all 9 subjects. Moreover, in this subgroup of 
4 patients, it appeared that the increase in MHPG ex- 
cretion began on the day before heroin use. 


DISCUSSION 


In our studies in animals (4, 5), using levels of en- 
dogenous MHPG sulfate in brain as an index of norepi- 
nephrine turnover, we found that one of the neuro- 
pharmacological effects of acute administration of mor- 
phine is to increase the turnover of norepinephrine in 
the brain. With continued administration of morphine, 
tolerance appears to develop to this effect on norepi- 
nephrine turnover, and our findings further suggest 
that under these conditions the normal levels of func- 
tioning of noradrenergic neuronal systems in brain 
may be dependent upon the continued administration 
of maintenance doses of morphine. Similar con- 
clusions have been reported by Smith and asso- 
ciates (21, 22), who used a different technique to assess 
norepinephrine turnover in the brain. 

Since we have observed that tolerance develops to 
the morphine-induced increase in MHPG sulfate in rat 
brain (5), it is conceivable that persistence of, or devel- 
opment of, tolerance might account for the failure to 
Observe an increase in MHPG excretion in all of the 
subjects. In support of this possibility, physiological 
and behavioral data (23) suggest that subjects in the 
subgroup with increased MHPG excretion during her- 
oin use manifested a greater response to heroin that 
did the remaining subjects. 


Self-administration of morphine in animals can be at- 
tenuated: by inhibition of norepinephrine biosyn- 
thesis (24). Thus it is possible that the acute effects of 
opfates on norepinephrine turnover may help to ac 
count for the initial reinforcing properties of these 
drugs, while the long-term effects on noradrenergic 
neurons may help to account for opiate-seeking behav- 
ior in addicted subjects. Further studies will be needed 
to explore this possibility. 

Our finding that the increase in MHPG excretion be- 
gan on the day before heroin use in the 4 subjects with 
increased MHPG excretion during heroin administra- 
tion suggests the possibility of an anticipatory or condi- 
tioned response. The anticipation of heroin use may 
have produced an increase in MHPG excretion, and 
the subsequent use of heroin by these subjects may 
then have maintained MHPG excretion at the elevated 
level. This could conceivably be related to the finding 
that 3 of these 4 subjects elected to administer heroin 
more frequently than did the remaining subjects. Fur- 
ther observations on a larger number of subjects will 
be required to confirm this suggestion of an anticipa- 
tory increase in MHPG excretion prior to heroin use. 
However, our preliminary correlative studies in ani- 
mals (Roffman and associates, unpublished date, 1976) 
do support the possibility that such opiate-induced 
changes in norepinephrine turnover in the brain (as re- 
flected by MHPG levels) can, in fact, be conditioned. 
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Spinal Cord Injury: A Role for the Psychiatrist 


* 


BY THOMAS D. STEWART, M.D. 


The initial psychiatric evaluation of individuals with 


spinal cord injuries should focus on the patients' 
coping strategies; this information is an essential part 
of the treatment and rehabilitation plan. Psychiatrists 
can also work effectively with staff members in groups 
designed to ease the strain of working with severely 
disabled patients. Such patients may have psychiatric 
illnesses that are not secondary to the injury; careful 
selection of antidepressant or antipsychotic 
medication is essential. The author points out that the 
psychiatrist has much to offer in the treatment of 
individuals with spinal cord and other severely 
disabling injuries. 


IS THERE A ROLE for psychiatry in a hospital for 
patients with spinal cord injuries? The depression, de- 
nial, anger, and insecurity that are so prevalent among 
patients (and staff) in such facilities have a reality an- 
chored in actual tragic loss. What could a psychiatrist, 
who is trained to treat ‘‘pathologic’’ distortions of real- 
ity associated with neurosis and psychosis, possibly 
have to offer such patients? 

In this paper I will describe a role for the psychia- 
trist in the initial evaluation and ongoing assessment of 
such patients, with particular emphasis on coping be- 
havior. I will review the available treatment modali- 
ties, especially those involving staff groups and psy- 
chotropic agents. Although the observations and con- 
clusions in this paper are based on work with 
individuals who have spinal cord injuries, much of the 
content can be applied to understanding the role of psy- 
chiatry in the broader area of rehabilitation medicine. 


INITIAL EVALUATION 


The initial psychiatric evaluation, which is done 
soon after admission and often involves interviewing 
someone who is still acutely injured, lays the founda- 
tion for whatever psychiatric involvement follows. 
The focus is on assessing the coping strategies that the 
patient has used to deal with past stresses and the 
need, if any, for further psychiatric involvement. In ad- 
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dition, this interview establishes the psychiatrist as a 
member of the medical team and thus he/she seems 
less of a stranger should subsequent psychiatric in- 
volvement be required. 

Because of the physical and emotional impact of the 
recent trauma, the patient should be approached with 
caution. Initial questioning centers on his/her physical 
state: *'Are you in pain?” and ''How is your sleep?" 
are frequently asked questions. Pain, of course, is com- 
mon, as is a marked sleep disturbance that results from 
frequent turning and the proprioceptive disruption in 
quadriplegia (1). The responses to these questions en- 
able the psychiatrist to assess the appropriateness of 
further questioning. If the patient is too distraught, the 
interview is postponed. If not, the second stage of the 
interview is initiated. 

The second phase begins with questions about work 
history and social relationships. A stable work history 
is an important clue to how effectively a patient will 
adjust to the injury. Relationships are explored 
through traditional questioning about the quality of in- 
volvement in marriage, dating, and other social inter- 
actions. Clues gained from this part of the interview 
can serve as guides for predicting the ease or difficulty 
with which the patient will work with the hospital 
staff. 

Two questions are noteworthy in terms of their ca- 
pacity to provide helpful data. One is to find out wheth- 
er the patient knows anyone else with a spinal cord in- 
jury. It is incredible how often the answer is yes, given 
the rarity of the injury (30 per million per year). The 
expectations of individuals who do know someone 
with a similar problem will be profoundly influenced 
by the other person's level of adjustment. However, 
the acquaintance's injury and personality may be very 
different from the patient's, and their outcomes may 
differ also. The psychiatrist needs to help the patient 
recognize the dissimilarities, particularly when the oth- 
er person was eventually able to walk and the patient 
is not so fortunate. 

A second productive question involves postinjury 
body image. In the acute phase, patients may have 
phantom sensations; they may feel as though their ex- 
tremities are in impossible positions (e.g., a feeling 
similar to being astride a motorcycle) (2, 3). The 
patient may be afraid to mention this perception for 
fear of being considered crazy..Reassurance that suck 
distortions are normal can provide much relief. 


COPING STRATEGIES 


The assessment of coping strategies plays a vital 
role in the evaluation. Coping can be viewed as behav- 
ior phtterns designed to solve problems and/or reduce 
stress. A thorough discussion of the distinction be- 
tween coping behavior and defense mechanisms is 
beyond the scope of this paper, but this issue has been 
presented well by White in Coping and Adapta- 
tion (4). The difference centers on the fact that defense 
mechanisms operate to avoid anxiety and pain often re- 
lated to long-standing instinctual conflicts, whereas 
coping behavior is an attempt to maintain a sense of 
comfort and continuity in the face of drastic changes 
that defy familiar patterns of behavior. I have dis- 
cussed coping behavior in individuals with spinal cord 
injuries (5), including a review of the stages of coping 
with particular emphasis on depression and griev- 
ing (5). 

Weisman (6) has described a series of coping strate- 
gies used by cancer patients. These strategies, listed 
below, also apply to adjustment to the sudden stresses 
of spinal cord injury. 

]. Rational/intellectual: seek additional information 
regarding stressful situation. 

2. Shared concern: talk with others about problems. 

3. Reversal of affect: laugh it off. 

4. Suppression/isolation/passivity: don't worry, close 
off feelings, wait and see. 

5. Displacement: distract yourself with activities. 

6. Confrontation: take positive concerted action 
based on present understanding. 

7. Rationalization/redefinition: accept, rise above 
it, make virtue out of necessity. 

8. Fatalism: accept stoically; prepare to accept the 
worst. 

9. Acting out: do something (ambiguous, impracti- 
cal, reckless). 

10. Repetition: Use plans made during similar situa- 
tions in the past. 

11. Tension reduction: eat; smoke; use drugs. 

12. Stimulus reduction/avoidance: withdraw so- 
cially, get away. 

13. Projection: blame others, externalize. 

14. Compliance with authority, role modeling: do 
what you’re told. 

15. Masochistic surrender: seek blame, atonement, 
sacrifice. 

Determining the predominant strategies used by a 
patient provides the staff with clues for working with 
him/her. A few questions can elicit clues to the strate- 
gies favored by the patient. ‘‘What is the most up- 
setting thing that ever happened to you before this in- 
jury?’’ is often a productive question. Once the patient 
answers, he/she is asked, ‘‘What did you do to ease 
the frustrations it caused?’’ This answer will usually 
spell out one or several favored strategies. Sample an- 
swers are ''I kept myself busy"' (displacement), ‘‘I 
started reading about jt” (rational/intellectual), or “I 
» just got away by ‘myself for a while’’ (avoidance). 
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Knowledge of past strategies used by the patient to 
successfully adjust to stress enables the staff to work 
in concert with his/her efforts to cope with the current 
situation. For example, displacement calls for active 
early use of occupational and recreational therapy. 
Patients who use rational/intellectual coping should be 
given especially thorough explanations of their condi- 
tions and the required procedures, as well as the avail- 
able written information about the injury. Patients who 
need to back off from stress may benefit from a corner 
bed that can be easily closed off with curtains if they 
will use such “‘getting away” as a springboard for ag- 
gressive rehabilitative efforts. Otherwise, the isolation 
could promote further withdrawal. 

The assessment of coping behavior involves more 
than asking a few questions. Further observations dur- 
ing the course of hospitalization, along with questions 
about how the patient manages vocational stresses, fill 
out the picture. The massive denial frequently seen in 
individuals with acute spinal cord injuries sometimes 
makes this extended evaluation essential; patients may 
initially refuse to acknowledge the existence of any 
stress-producing problems. 


SYNTHESIS 


Data from the interview with the patient, in con- 
junction with clinical material from psychology and so- 
cial work staff, provide a working set of hypotheses 
concerning the patient's psychosocial adjustment and 
potential problems. This data synthesis should take in- 
to account several issues related to disability. First, 
the impact of the injury on the effectiveness of the 
patient's coping strategies must be considered. For ex- 
ample, the patient who physically ‘‘acts out’’ to re- 
lieve tension is especially vulnerable to the restrictions 
of life in a wheelchair, particularly in cases of cervical 
injury. The patient's place in the life cycle can also pro- 
vide clues to his/her particular vulnerability. Spinal 
cord injury in a patient with an established social and 
vocational identity is a far different matter than a com- 
parable blow in adolescence, when the uncertainty 
created by the injury adds to the turbulence associated 
with resolving activity/passivity and sexual identity 
conflicts. The disability alters the life cycle by bringing 
the young patient into contact with feelings of loss and 
deterioration that are normally associated with aging. 
In older patients, such injuries may amplify the sense 
of decline that may be present already. 

The effect of the spinal cord injury on a patient's ca- 
pacity to maintain self-esteem is a vital clue to the im- 
pact the injury will have on his/her life. Bibring's con- 
cept of self-esteem as the sense of being strong, loving, 
and lovable is a useful frame of reference (7). He be- 
lieved the mechanism of depression was the ego's 
awareness of its helplessness in regard to what it must 
do to maintain self-esteem. Two questions evolve from 
this conceptualization. In what ways did this patient 
maintain his/her self-esteem before the injury? How 
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will the sensory-motor losses he/she has suffered dis- 
rupt those efforts? Concerns about sexual and voca- 


‘ffonal functioning are especially relevant. Such in- 


juries strike an especially cruel blow to the patient 
whose past coping efforts centered on physical activity 
to reduce tension and increase self-esteem. 


STAFF GROUPS 


Involvement with staff groups is an area where the 
psychiatrist's skills can be brought to bear. Familiarity 
with group dynamics and an understanding of adjust- 
ment to traumatic disability are especially useful. Asa 
rule the greatest impact on the patient's adjustment 
comes from individuals who have the most contact 
with him/her. The psychiatrist can conduct groups for 
staff involved in nursing and rehabilitation medicine 
(physical and occupational therapy). Often staff mem- 
bers with the least formal education have the most ex- 
posure to the patient and it is therefore important to 
include nursing assistants in such groups. 

Several realities make group work with staff mem- 
bers in a rehabilitation setting necessary. Prolonged 
contact with shattered people is a depleting experience, 
and constant exposure to physical disability can chal- 
lenge and drain the staff member's sense of intactness. 
The sharing and mutual support in a group can help off- 
set this. Hospitals are hierarchical, quasi-military orga- 
nizations in which resentments flow down the com- 
mand chain. The patient often bears the brunt of these 
resentments since he/she 1s at the bottom of the power 
structure. Thus, the patient may pay both tbe emotion- 
al and financial price of hospital operation. During 
group sessions, these resentments are often vented, 
which may reduce pressure that can influence patient- 
staff interactions. Finally, the prolonged patient contact 
in rehabilitation hospitals often activates gratifications 
and conflicts that staff members would experience in 
any long-term relationship. During group meetings, 
the staff member is exposed to peer feedback and psy- 
chiatric input, both of which can give perspective to 
the distortions that so easily arise in this work. 

There are recurrent themes in group meetings, the 
most prominent of which involves the regressed and de- 
manding characteristics of some patients with spinal 
cord injuries. Such patients pressure the staff with re- 
current requests for medication, food, TV channel 
changes, etc. Often staff members are asked to do 
things patients could do for themselves. Anger that is 
often not expressed verbally develops rapidly toward 
this type of patient. During one group meeting the nurs- 
ing staff was discussing a man who insisted that they 
stay at his bedside regardless of other patients' needs. 
I pointed out that it is not uncommon for staff mem- 
bers to wish that such patients would die. Some nurses 
quickly denied this; others were silent. One nurse 
shared her fantasy of pushing a surgical lubricant into 
this patient's tracheostomy site and the other nurses 
then became more open about their anger toward him. 
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The net effect seemed to be a reduction in the tension 
generated by this man. 

Another common theme is the feeling of ' ‘help- 
lessness in the helpers," to borrow a phrase from*Ad- 
ler (8). There is a deep wish to do more for the severe- 
ly disabled patient than is possible. Guilt is a frequent 
sequel to this frustrated wish, as is anger toward other 
professionals for not doing more. Some of the tension 
on a rehabilitation ward may be unsolvable because 
such conflict serves the defensive purpose of dis- 
tracting the staff from the frightening human tragedies 
that surround them. 


PSYCHOPHARMACOLOGY 


Knowledge of the effects of psychotropic medica- 
tions on the neurologically injured is a specific contri- 
bution the psychiatrist can make in the care of individ- 
uals with spinal cord injuries. The disabled, like any- 
one else, can suffer from conditions that require such 
medications, a fact that can be missed because the 
physical defects seem such obvious cause for depres- 
sion or alcohol abuse. 

Autonomic side effects of psychotropic medica- 
tions (9) present a special threat to the spinal cord in- 
jured because the paralysis involves the autonomic 
nervous system. The anticholingergic effects of the ma- 
jor tranquilizers and antidepressants can ''unbalance"' 
the already compromised function of the neurogenic 
bladder. The a-adrenergic blocking properties of these 
medications can be dangerous because quadriplegics 
have tenuous control of their blood pressure due to the 
disruption of thoracolumbar sympathetic outflow. The 
result could be serious hypotension. 

Proper questioning and medication selection can 
help avoid these pitfalls. The type of bladder drainage 
is crucial. The patient with an indwelling catheter, of 
course, presents no problem with regard to bladder 
function. Patients with condom drainage are quite dif- 
ferent because the bladder empties by reflex con- 
tractions that are easily disrupted by parasympatho- 
lytic agents. This type of drainage is seen with increas- 
ing frequency since intermittent catheterization is 
becoming the treatment of choice for bladder manage- 
ment in acute spinal cord injuries. 

If antipsychotic or antidepressant medication is re- 


. quired in a patient with condom drainage, it is impor- 


tant to select agents with fewer anticholinergic ef- 
fects, e.g., haloperidol or piperazine phenothia- 
zines (10). This advantage is lost, however, if anti- 
parkinsonian agents must be used. Care in the selec- 
tion of antidepressants is equally important. Snyder 
and Yamamura (11) have recently shown that the 
monomethylated tricyclic desipramine has fewer anti- 
cholinergic properties than the dimethylated forms. Of 
the dimethylated forms, imipramine has fewer such ef- 
fects than amitriptyline. 

With respect to cardiovascular effects, haloperidol 
and piperazine phenothiazines are again the choice be-s 


cause they are less likely to cause a hypotensive epi- 
sode. There is no difference in the a-adrenergic block- 
ing properties of the antidepressants. These drugs 
should be given exclusively at night when patients, es- 
pecially quadriplegics, are supine. 

If injection is required, haloperidol is recommended 
because it appears to be less irritating than injectable 
chlorpromazine (12). The irritated site could lead to a 
bedsore. Haloperidol, particularly when injected, 
creates substantial risks for an oculogyric crisis, partic- 
ularly in young men, a group with the highest in- 
cidence of spinal cord injury. Thus, this medication 
should not be used for those with acute cervical injury. 

Disulfiram requires special consideration. The 
patient with an injury at the T4 level or above has a 
severely impaired capacity to regulate blood pressure, 
which often falls to around 90/60. It follows that such 
patients would be especially vulnerable to the hypoten- 
sion that occurs in a disulfiram reaction. As a rule, I do 
not use this medication in patients with a T4 or higher 
level injury. For paraplegics with levels of T4 to T12, I 
do not use dosages above 250 mg/day because of the 
reduced sympathetic tone in the lower extremities. 
The full dosage can be used for the patient with an in- 
jury at the T12 level and below because sympathetic 
vascular control is intact. 

Benzodiazepines are commonly used for such 
patients because of their spasmolytic properties and 
can be used to manage anxiety in individuals with spi- 
nal cord injuries with little risk. 


CONCLUSIONS 


Spinal cord injury shatters the crystal of human ex- 
perience in every facet. Social relationships, intra- 
personal dynamics, and neurological control of func- 
tions, seen and unseen, are all affected. Nothing is 
spared. The role of psychiatry in the treatment of such 
patients is obscured by the traditional emphasis on the 
treatment of emotional illness per se. Clearly, the anx- 
iety and depression secondary to the injury are not an 
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illness. A creative role for the psychiatrist can be 
carved, however, from the growing body of under- 


standing regarding coping behavior. The psychiatrist's . 


grasp of individual and group process can help the staff 
with their efforts to work in rehabilitation hospital set- 
tings. 
The fact that treatable psychiatric illness occurs in 
the disabled seems obvious but is not always recog- 
nized. The bias revealed in the phrase mens sana in cor- 
pore sano is all too widespread. The assumption that a 
damaged body means an unsound mind leads to the 
question of why the psychiatrist should treat this *‘un- 
sound mind.” Treating such individuals does require a 
grasp of the side effects of psychotropic medications in 
the unsound body. 
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Ten Years of Inpatient Programs for Alcoholic Patients 


. BY ROBERT A. MOORE, M.D. 


The author reviews the progress made during the past 
decade in making acute hospital facilities available to 
the alcoholic patient. He also describes the advances 
that have been made in the level of care provided by 
increasingly available detoxification centers. 
However, he finds that the needs of chronically and 
permanently disabled alcoholic individuals are still not 
being met by the mental health system. 


A CONSIDERABLE SHIFT in attitude toward inpatient 
programs for alcoholic patients has been under way 
over the past 10 years, and there will continue to be 
change in the coming decade. This not only reflects a 
general trend toward questioning expensive acute hos- 
pital care for many physical and mental disorders but 
also is a result of the fact that many alcohologists are 
questioning old ideas. 

Ten years ago we were campaigning to have alcohol- 
ism viewed as a medical disorder, using opinions of the 
American Hospital Association, the American Medi- 
cal Association, and other professional organizations 
in attempting to open up general hospitals to alcoholic 
patients. There was much resistance then (and there 
still is some) based on both rational and irrational rea- 
sons. The caricature of the public drunk caused hospi- 
tals to believe that alcoholic patients would be dirty, 
noisy deadbeats who would add to hospital expenses 
and offend those better patients who paid their bills. 
The public attitudes of overt disgust and covert jeal- 
ousy of the hedonistic alcoholic individual also had a 
strong influence on hospital administrators, medical 
staffs, and governing bodies. 

Despite this, acute general hospitals had many ad- 
missions of alcoholic patients, although these were of- 
ten not recognized as such. If these admissions were 
recognized, community hospitals would find that 1095— 
15% of their patients were alcoholic (1-3); the figure 
might be as high as 50% in some public hospitals (4). 
Unfortunately, most of these patients were treated for 
the sequelae of alcoholism rather than for alcoholism 
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itself. The diagnosis of alcoholism was strangely 
missed, as if by a silent conspiracy. 


PATIENTS 


Admission studies of psychiatric facilities show that 
first admissions of alcoholic patients to state and coun- 
ty hospitals increased from 15.0% of all admissions in 
1962 to 26.1% in 1972 (5), a proportional increase of 
73%. Readmissions of alcoholic patients comprised 
25.5% of all readmissions in 1972; this figure repre- 
sents a 14.6% increase over the 1969 proportion (6). 

Alcoholic patients constituted 6.1% of the resident 
population 18 years old and older in psychiatric facili- 
ties in 1970 (men, 9.4%; women, 2.8%) (7). Alcohol- 
ism was the leading cause for admission for men aged 
35 to 64 and the second leading cause for women aged 
35 to 64 in 1970 (7). Although direct comparisons are 
not available, during roughly the same time (1962— 
1970), Veterans Administration hospital admissions of 
alcoholic patients went up four times (to the point that 
30% of VA admissions in 1970 were for alcoholism), 
no change occurred in private psychiatric hospitals 
(10% in 1970) and general hospital psychiatric units 
(12%), and a slight decrease was seen in community 
mental health centers (6%) (7). 

Of all first admissions for alcoholism to psychiatric 
facilities in 1970, 44% were to state and county hospi- 
tals, 25% were to general hospital psychiatric units, 
20% to VA hospitals, 8% to community mental health 
centers, and 3% to private psychiatric hospitals (7). 
Eighty percent of these admissions were men. The 
male:female ratio was 6:1 in state and county hospitals 
and 2:1 in private psychiatric hospitals and general hos- 
pital psychiatric units (7). Interestingly, 31% of state 
hospitals surveyed in 1963 had special alcoholism treat- 
ment units (8), but only 8% of private psychiatric hos- 
pitals surveyed in 1971 reported that they had such 
units (9). 

I doubt that admission and resident census figures 
represent all of the hospitalized alcoholic population. 
An NIMH study suggested that another 10% of male 
admissions to state hospitals and county hospitals are 
‘‘missed alcoholics” (10). I have found that 50% of 
male admissions and 22% of female admissions to a pri- 
vate psychiatric hospital fell within the alcoholism 
range on the Michigan Alcoholism Screening Test 
(MAST) (11). Only 76% of the. men and 40% of the 
women in my study were given a formal diagnosis of * 


alcoholism, although the psychiatrists surveyed were 
in 78% agreement with the MAST as to the severity of 
these patients’ drinking (11). 


PROGRAMS 


It is interesting to see what authors were saying 
about hospital programs for alcoholic patients in the 
Quarterly Journal of Studies on Alcohol (now the Jour- 
nal of Studies on Alcohol) in 1964 and 1974. There 
were 31 articles on hospital programs in 1964 and 33 in 
1974. In each year 14 articles came from psychiatric 
facilities; there was a drop from 7 in 1964 to 2 in 1974 in 
articles from specialized alcoholism facilities, and 
none came from private psychiatric hospitals in either 
year. Fifteen articles were from the United States in 
1964 and only 9 in 1974. Descriptions of programs pre- 
dominated over clinical studies in 1964 (13 to 6), but 
clinical studies predominated in 1974 (4 to 12). This 
suggests a maturing of the subject matter as it ceased 
to be unique. There was an equal interest in admission 
and prevalence rates (12 and 13 articles, respectively). 

The general quality of hospital programs as they 
evolved over this decade 1s difficult to assess. À 1966 
study of 11 centers chosen for their good reputation by 
the Joint Information Service of the American Psychi- 
atric Association and the National Association for 
Mental Health was quite critical, especially of the cen- 
ters’ failure to touch all the bases (12). A good hospital 
program might be flawed by absence of adequate alter- 
native care and follow-up treatment. State hospitals 


and private psychiatric hospitals also showed a heavy . 


reliance on Alcoholics Anonymous and group psycho- 
therapy. Staffs of both groups of hospitals were pessi- 
mistic, and both blamed poor results on the patients 
rather than on their own poorly developed pro- 
grams (8, 9). 

Studies of length of stay are hard to compare be- 
cause of different patients and goals, but lengths of 
stay have been found to vary from 57 days in state hos- 
pitals in 1963 (8) to 22 days in private psychiatric hospi- 
tals in 1971 (9) to 21 days in VÀ hospitals and 5.6 days 
in general hospital psychiatric units in 1970 (7). How- 
ever, a 1975 study showed that a 9-day hospital stay is 
as effective as a 30-day stay (13), and a 1973 study 
could not demonstrate any advantage to a long stay 
(mean, 82 days) versus a short stay (mean, 20 
days) (14). Unfortunately, truly compelling follow-up 
information that would isolate the effect of various in- 
patient programs is lacking because of wide patient 
variables and great differences in alternative and fol- 
low-up care, which may make critical differences (15). 

Hospital programs themselves have not changed ap- 
preciably over the decade. The core program 10 years 
ago and today is detoxification, physical rehabilitation, 
alcoholism education, alcoholism counseling, group 
therapy, and AA. This basic structure holds in public 
and private psychiatric hospitals, general hospital psy- 
‘chiatric units, and specialized alcoholism and general 
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hospital alcoholism units. The elements emphasized 
vary considerably. Acute psychiatric hospitals use 
more treatment by psychiatrists, especially one-to-one, 
psychotherapy. State hospitals and specialized alco- 
holism facilities rely more on nonmedical counselors, , 
many of whom are recovered alcoholics. Medical cov- 
erage in general hospital specialized units and special- 
ized hospitals is likely to be taken care of by non- 
psychiatric physicians. The orientation toward AA is 
general greater in specialized facilities, but it is 
strong everywhere except in facilities emphasizing 
one-to-one medical psychotherapy. Alcoholism educa- 
tion programs are usually focused on the ill effects of 
alcohol; they include lectures on alcohol metabolism, 
liver disease, and the hazards of driving and drinking. 
Over the decade some shift toward sessions on coping 
with life stress and structuring leisure time has oc- 
curred. 

New elements have gradually been added to the bas- 
ic core program and given more or less emphasis; 
these additions have usually paralleled the latest 
trends or fads. In rough order, the past decade has 
seen hypnosis, LSD, megavitamin therapy, sensitivity 
groups, marathons, psychodrama, acupuncture, be- 
havior modification, and controlled drinking para- 
digms (usually related to behavior modification). Mar- 
ried couple group therapy and conjoint psychotherapy 
have become increasingly standard. 

Hospital programs have not shown substantial 
changes in drug therapy other than an increasing so- 
phistication in treating acute intoxication and with- 
drawal and a growing awareness of the ineffectiveness 
of minor tranquilizers and antidepressants (17-19). 
The value of the recent introduction of lithium carbo- 
nate is awaiting confirmation. 

At the end of the decade data are not available to 
compel us to believe that particular program elements 
or groups of elements are specifically effective for sub- 
groups of alcoholic patients or for the total alcoholic 
population (15). We are left to assume that the general 
sameness of the programs reflects a broad anecdotal 
experience as to their effectiveness. If this is so, com- 
pared to what? No treatment or some yet to be 
evolved program that will prove more effective? Obvi- 
ously, hospital staffs have to do something. Is the fact 
that they show concern and optimism therapeutic or 
are the programs themselves therapeutic? 


THE CURRENT SCENE 


A paradox has gradually emerged during this dec- 
ade. We used to plead, argue, and use diagnostic sub- 
terfuges to gain hospital admission for alcoholic 
patients. All major medical and hospital associations 
gave at least formal support to this effort. Then the 
public demanded that hospitals do their duty, and 


! For further information, see AHA's A Plan for the Hospital Care of 
the Alcoholic Patient (16). 
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health insurance coverage for alcoholism (usually cov- 
ered under psychiatric benefits) improved (20, 21). On 
‚occasion, local hospital empire building has resulted in 
an excess of beds. With financial security, the alcohol- 
. Ic patient has become popular. We have arrived, but on- 
ly to discover that we may have oversold ourselves. 

Today we are seriously questioning the proper use 
of the health dollar in admitting alcoholic patients to 
acute hospitals. New alternative resources and treat- 
ment systems may be as effective and much less cost- 
ly. As so often happens, rather than a careful consid- 
eration of where the acute hospital fits in, there is a 
growing wave of antihospital feeling that, if not proper- 
ly considered, may shove the pendulum too far back 
again. This may be a problem especially in public pro- 
grams in which the patients never did become as popu- 
lar with hospitals, and sudden faddism due to increas- 
ing lay influence on programs may occur. Generally, 
hospitals in the private and voluntary sector are more 
conservative, possibly because of greater self-interest. 
However, even the private sector is under increasing 
cost-effectiveness restraint inspired by third-party pay- 
ers and federal peer review regulations. 


Hospitalization 


According to current medical opinion (19), an acute 
psychiatric hospital or general hospital psychiatric unit 
is indicated for an alcoholic patient when the patient is 
psychotic enough, depressed enough, or behaviorally 
disordered enough to require an acute psychiatric hos- 
pital. In other words, psychiatric hospitalization is in- 
dicated when an alcoholic patient has a psychiatric 
problem (other than alcoholism) severe enough to re- 
quire it. An acute psychiatric facility or a specialized 
alcoholism hospital or service is also indicated when 
admission is necessary to interrupt the drinking pat- 
tern and/or when an intensive around-the-clock pro- 
gram is necessary to gain the patient's motivation for 
the long-term rehabilitation effort. 

Admission to an acute general hospital is needed 
when the patient is unconscious or has evidence of a 
head injury, is hemorrhaging, is in serious withdrawal 
such as delirium tremens (in this instance the patient 
might be admitted to an acute psychiatric service), is 
having a disulfiram-alcohol reaction, has a fever, is 
jaundiced or shows other signs of liver disease, is con- 
vulsing, is dehydrated or shows significant malnourish- 
ment and vitamin deficiency, or has any significant 
medical pathology judged serious enough to require 
general hospital care. Put simply, acute general hospi- 
tal admission is indicated when an alcoholic patient 
has any medical disorder other than alcoholism serious 
enough to require such admission. 

Although there would be little dispute over these in- 
dications to admit to an acute facility, there might not 
be such agreement as to whom not to admit. The prob- 
lems have to do with the two extremes of the alcoholic 
condition—acute intoxication and the chronically and 
permanently disabled. 
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Detoxification Centers 


Acute intoxication certainly attracts the attention of 
family and society, but is it an indication for hospital 
admission? Most episodes of alcohol detoxificatión oc- 
cur at home and with surprisingly few complications. 
For the minority of alcoholic individuals who lack ade- 
quate family support or even a home, a new strategy 
has evolved over the past decade, the detoxification 
center (22). Sobering up stations are hardly a new 
idea; they have been used in other countries for some 
time. It has been during the past decade that this devel- 
opment has caught on in the United States. 

The Uniform Alcoholism and Intoxication Treat- 
ment Act of 1971 has been a major impetus in this di- 
rection. Its intent is to decriminalize simple in- 
toxication so that the intoxicated person cannot be 
jailed unless he or she has committed a criminal act. 
Because the law does not make public intoxication dis- 
appear, it is necessary to develop places for detoxifica- 
tion. The act holds out a financial bribe to states that 
pass such a law, but many states still refuse to do so or 
leave it to local option. 

Local adoption of the act would not entirely settle 
the matter. Police are sometimes cooperative but 
sometimes not, perhaps motivated by anger at the in- 
toxicated individual or by the inconvenience of chang- 
ing the long-established system of jailing him or her. It 
might not be too difficult to construct an additional 
charge of disorderly conduct. Police might complain 
about long processing delays at detoxification centers, 
demanding a triage decision before acceptance. Given 
the choice, intoxicated people often choose jail, from 
which they can be released quickly without being has- 
sled about treatment. These people believe they can 
thus avoid the stigma of being labeled an alcoholic. 

Interestingly, detoxification centers are using pro- 
gressively lower levels of care as they develop greater 
confidence. From something resembling a hospital lo- 
cated in a jail, the detoxification center now exists in 
four models. The medical detoxification center has 
medical coverage at hand or on call. Registered or li- 
censed nursing personnel can give medications and 
can handle all patients but those with serious com- 
plications. This is a relatively high-cost model. The 
nonmedical detoxification center has minimal physi- 
cian coverage and few licensed personnel, uses few 
medications, costs less, but is more in need of acute 
hospital backup support. The social detoxification cen- 
ter least resembles a health facility; it resembles a re- 
covery house. It has no medical care available, uses no 
licensed personnel, and uses no drugs; detoxification 
is ‘‘cold turkey."' This model requires the closest back- 
up support of a general hospital because such support 
is needed more often and more immediately. How- 
ever, this model is the least expensive of the inpatient 
models. The outpatient detoxification center does not 


provide residential support and thus might not be appli- ` 


cable to patients without some7ife support; however, 


it does provide medical attention and the use of a. 


* 


detoxifying medical regimen (23). 

Today third-party carriers and health planners are 
deciding that when detoxification centers are available 
it i¢ hard to justify an acute hospital bed for uncompli- 
cated detoxification. 


The Chronically Disabled 


The chronically and permanently disabled alcoholic 
individual presents a different problem from that of the 
patient in need of detoxification. I am referring to the 
unmotivated, desocialized, frequently brain-damaged 
person who has no desire to be rehabilitated but sim- 
ply wants a place to live and an opportunity to drink. 

Early in the decade these unfortunate people still 
had access to our state hospitals. Although not overly 
welcome, they were provided a place to live, a good 
diet, some pleasant distractions, and abstinence. As 
the decade progressed, we continued to move into the 
era of therapeutic zeal that started in the mid-1950s 
and held to the theory that everyone is treatable and 
state hospital custodial care is inherently destructive. 

Unfortunately, chronically and permanently dis- 
abled alcoholic people exist in rather large numbers; 
they are those who have survived after all forms of 
treatment have failed. Like the chronically mentally ill, 
they have been ''liberated'' from the state hospitals 
and are now ‘“‘free’’ to live out their lives in under- 
financed, undersupervised, and often grim nursing 
homes or board and care facilities. All too often they 
move in and out of the jail system or detoxification cen- 
ters that keep them alive but add little to the quality of 
their lives. 

As health care providers and the general public be- 
come more aware of this dilemma, there may be a 
trend in the next decade toward reinventing the state 
hospital or the county farm. 


Comment 


The past decade has witnessed a sharpening of cri- 
teria for the use of acute hospital facilities. We have 
made considerable progress in affirming that such facil- 
ities must be available to alcoholic patients and we are 
now using these facilities with greater wisdom. Detoxi- 
fication centers are becoming more available as an al- 
ternative resource, and their level of care is being re- 
fined. Unfortunately, a great deal remains to be done 
for the chronically and permanently disabled alcoholic 
individual. 
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BRIEF COMMUNICATIONS 


Prognostic Implications of Various Drinking Patterns in 


Psychiatric Patients 


BY BARRY A. RITZLER, PH.D., JOHN S. STRAUSS, M.D., AUTUMN VANORD, M.A., 


AND RONALD F. KOKES, PH.D. 


The authors examined the drinking patterns of 198 first 
admission nonalcoholic psychiatric patients to 
determine the relationship among drinking behavior, 
severity of pathology, and prognosis. Heavy drinking 
in the psychiatric sample was not associated with 
increased levels of pathology and poor prognosis. To 
the contrary, among these nonalcoholic patients the 
abstainers and occasional drinkers showed the most 
severe pathology and poorest prognosis of all drinking 
groups. 


COMMON SENSE, even that tempered by clinical experi- 
ence, argues that heavy drinking must be regarded as a 
complicating 'factor that suggests poor prognosis for 
psychiatric illness. Is such a belief warranted? The 
present study attempts to evaluate systematically the 
implication of alcohol use in psychiatric patients. We 
studied several patterns of alcohol use in relation to 
diagnostic, demographic, and prognostic measures; 
these data were analyzed to determine the severity of 
the symptoms and problems of patients with various 
drinking patterns and the prognostic implications of 
heavy drinking and other drinking patterns. 


METHOD 


The subjects were part of a patient population admit- 
ted for the first time to a psychiatric inpatient service. 
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This sample was investigated as part of the First Ad- 
mission Study, an investigation of prognostic and diag- 
nostic factors in patients from two demographically 
heterogeneous catchment areas (1). First admission 
patients were chosen to control for the effects of pre- 
vious inpatient treatment. Patients were excluded 
from the sample if they had been identified as having 
organic brain damage or other severe central nervous 
system disorders such as epilepsy or cerebral palsy. 
Also excluded were patients with a primary hospital 
diagnosis of alcoholism and individuals with personal 
histories revealing one of the following consequences 
of heavy drinking: 1) blackouts; 2) delirium tremens; 3) 
loss of employment directly resulting from on-the-job 
intoxication; and/or 4) at least one arrest and con- 
viction for drunkenness. For this report, subjects un- 
der 21 were excluded because they generally had not 
had time to establish consistent drinking patterns. 

Of 269 eligible subjects remaining after application 
of these exclusion criteria, 71 refused to participate or 
could not be contacted. Data obtained from a review 
of hospital records (2) revealed that the group of 
patients who declined participation in the interviews 
was not different from the volunteers in age, educa- 
tion, social class, and marital status and showed simi- 
lar patterns of symptoms, work history, and social 
functioning. In all, the final cohort included 78 men 
and 120 women ranging in age from 21 to 55. 

Information concerning a patient's current status 
and prior functioning was obtained from three stand- 
ard interview procedures adapted from the World 
Health Organization/NIMH-sponsored International 
Pilot Study of Schizophrenia (3). These instruments 
evaluate a wide range of psychiatric symptoms, histo- 
ry, and demographic variables pertinent to diverse 
types of functional psychiatric disorders. The patient's 
record also was reviewed to confirm and augment the 
information obtained from the standard interviews. 

Diagnosis was determined from the interview data 
and followed the guidelines specified in DSM-II. 
Patients were classified using the géneral diagnostic * 


categories of neurosis, schizophrenia, personality dis- 
orders, situational adjustment reactions, and affective 
psychoses. More precise subclassifications are not 
used in this report because of the loss of reliability that 
occurs when the customary subtype distinctions are 
made in classifying psychiatric patients (4). 

In order to help quantify and reduce the data ob- 
tained from the tests, interviews, and hospital records, 
the Menninger Health-Sickness Rating Scale (5) and 
the Phillips Scale of Premorbid Social Adjustment (6) 
were completed by the primary interviewer. (B.A.R., 
J.S.S., or R.F.K.) 

The definitions of the drinking patterns observed in 
this study were taken primarily from Encel and asso- 
ciates (7) but include contributions from Smith (8) and 
Tomsovic (9). 


I. Heavy drinkers. Frequent, essentially daily use 
of alcohol (other than one drink with meals). Drinking 
often is done alone and at odd hours of the day. Indi- 
viduals in this category typically report being in- 
toxicated several times a week. Employment and so- 
cial well-being may be threatened and some physical 
reactions are apparent, but no serious deterioration 
due to drinking is evident. In order to qualify for this 
category, a patient had to be engaged in heavy drink- 
ing for more than one month before admission. 


2. Escape drinkers. Heavy drinkers whose drinking 
patterns were less than heavy before the month prior 
to admission. Each patient in this group reported in- 
creased drinking as a reaction to the problems that re- 
quired hospitalization. 

J. Moderate drinkers. Frequent but less than daily 
use of alcohol. Drinking almost always occurs in the 
company of family and/or acquaintances. Intoxication 
occurs occasionally but not regularly. Employment 
and social well-being are not threatened by alcohol 
use. This group is referred to as ''social drinkers” in 
some studies. 


4. Occasional drinkers. Infrequent use of alcohol, 
usually only on special occasions—may be as infre- 
quent as once or twice a year but no more than one 
drink a week. 


5. Abstainers. No use of alcohol for at least one 
year prior to admission. A subgroup in this category 
consists of individuals who once were heavy drinkers 
but now abstain. 


RESULTS 
Symptoms and Other Characteristics 


A series of analyses of variance comparing mean 
scores of the five drinking groups was conducted for 
the following measures: 1) the health-sickness rating 
from the Menninger scale; 2) the Phillips premorbid ad- 
justment score; 3) Full-scale Wechsler Adult In- 
telligence Scale I.Q. score; 4) ratings of social and eco- 
. nomic stability from the social data interview; and 5) 
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scores on 30 symptom dimensions obtained from a 
standardized form, the Psychiatric Assessment Inter- 
view (3), with combined scores for neurosis and psy- 
chosis. i 

The majority of the significant differences follow the 


same general pattern. The abstainers' scores demon- ' 


strated more pathology than those of the other groups; 
the escape drinkers received scores in the least patho- 
logical range; moderate and heavy drinkers showed in- 
termediate scores and did not differ from each other; 
and occasional drinkers scored at a borderline level be- 
tween the intermediate scores and the more pathologi- 
cal scores of the abstainers. This trend pertained to the 
following variables: 1) the Menninger health-sickness 
rating; 2) the Phillips premorbid scale; 3) psychosis; 4) 
depression; 5) retarded movement; and 6) withdrawal. 
Other results showed that occasional drinkers ob- 
tained the most pathological scores for disorientation, 
flat affect, and labile affect; escape drinkers showed 
the highest full-scale I.Q. and, along with the abstain- 
ers, the greatest number of psychosomatic symp- 
toms. 

Other patterns were obtained with the variables mea- 
suring neurosis and social stability. Abstainers re- 
ceived the highest neurosis score, while heavy drink- 
ers were significantly lower than the other groups. 
Moderate and escape drinkers demonstrated the high- 
est degree of social stability, while abstainers were sig- 
nificantly more unstable than the other groups. 


Diagnosis and Prognosis 


Table 1, which summarizes the distribution of DSM- 
H diagnoses for all drinking groups, indicates the fol- 
lowing: 1) abstainers seldom were diagnosed as having 
a situational reaction disorder or psychoses other 
than schizophrenia but were overrepresented in the 
schizophrenia category; 2) occasional drinkers were 
underrepresented in the neurosis category and over- 
represented for schizophrenia; 3) moderate drinkers 
were distributed in the same way as the total sample, 
except for the schizophrenia category, where they were 
underrepresented; 4) heavy drinkers had the same dis- 
tribution as the total sample; and 5) escape drinkers 
were overrepresented for neurosis, situational reac- 
tion, and other psychoses but did not receive diagnoses 
of personality disorder or schizophrenia. 

Prognosis was measured by a combination of three 
variables: 1) quantity and quality of social relations, 2) 
amount and quality of work, and 3) time since onset of 
symptoms (a measure of chronicity). These variables 
have been demonstrated as having the greatest signifi- 
cance for prognosis in schizophrenic patients and may 
be important prognostically in patients with other func- 
tional psychiatric disorders (10). When the scores for 
the three variables were combined, the results showed 
that abstainers had the poorest prognosis, whereas es- 
cape drinkers had the best outlook (F=2.40, p«.05). 
Occasional drinkers again scored at an intermediate 
level (p<.10). 
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TABLE 1 
Diagnosis Distribution of Drinking Groups, in Percents 


Diagnosis Abstainer Occasional 
Neurosis 46 34 
Personality disorder 24 17 
Situational reaction 2 13 
Schizophrenia 24 23 
Other psychoses 4 13 


DISCUSSION 


The results of this study indicate that increased lev- 
els of pathology and poor prognosis are not associated 
with heavy drinking in nonalcoholic psychiatric 
patients. To the contrary, abstainers and occasional 
drinkers show the most severe pathology and poorest 
prognosis. 

Within the psychiatric sample, the heavy drinker 
emerges as an unremarkable individual. The psychiat- 
ric patient with a history of heavy drinking is no differ- 
ent than the average patient in regard to symptom char- 
acteristics, severity of pathology, and diagnosis. 

The moderate drinker also shows many of the char- 
acteristics of the average patient, differing from the 
others only by having the greatest social stability and 
the least likelihood of being diagnosed as schizophren- 
ic. The greater social stability lends support to the 
practice followed in some studies of calling the moder- 
ate user of alcohol a “‘social drinker.” 

Spotlighted by the results of this study is the escape 
drinker, ordinarily a moderate user of alcohol who re- 
sorts to heavy intake shortly before hospitalization in 
an apparent attempt to reduce the symptoms and trou- 
bles emerging in the crisis period. Such an individual 
demonstrates the use of alcohol as a coping mecha- 
nism even though the increased drinking does not pre- 
vent hospitalization. The escape drinker is more in- 
telligent and stable than most patients. He has less se- 
vere specific symptoms and is less neurotic, psychotic, 
depressed, withdrawn, and labile. He is unlikely to 
have the diagnoses of schizophrenia or personality dis- 
order and has the best prognosis. Clearly, escape 
drinking before first admission can be seen as a favor- 
able sign associated with above-average adaptive po- 
tential compared with other first admission psychiatric 
patients. 

It is apparent that use of alcohol at heavy and moder- 
ate levels (below that of diagnosed alcoholism) is not 
related to more severe symptoms and poorer prog- 
nosis in the sample of psychiatric patients. 

The results are not as benign for the abstainer. 
Showing more severe and disruptive pathology, less 
social and economic stability, and a greater likelihood 
of being diagnosed schizophrenic, the patient who nev- 
er drinks stands out much in the way common sense 
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Drinking Group * 
Moderate Heavy Escape Total Sample 
46 39 54 42 
21 25 0 20 
15 14 23 12 
6 1] 0 15 


12 11 23 11 


would have predicted for the heavy drinker. The psy- 
chiatric abstainer has poorer premorbid adjustment 
than the other patients and a less favorable prognosis 
based on previous functioning, indicating that for ab- 
stainers the level of competence and adaptability be- 
fore hospitalization is below that of drinkers. 

The occasional drinker, who imbibes only on infre- 
quent, special occasions, shadows the abstainer on 
most measures at a less severe, intermediate level. 
The only major qualitative difference between the two 
types is that the occasional drinker is more likely to 
suffer affective symptoms and be diagnosed as manic- 
depressive. Although the reasons for these differences 
are unclear, the occasional drinker may be somewhat 
less rigid and given to more dramatic mood changes 
than the abstainer. 

A rationale for these findings was provided in a re- 
cent review of drinking behavior (11); it was con- 
cluded that while heavy alcoholic drinking is a serious 
social problem, drinking per se '*is a functional behav- 
ior, an active response to (stressful) environmental 
conditions . . .” (p. 908). In other words, drinking in 
moderation is a socially acceptable, essentially harm- 
less behavior that can aid an individual in making a sat- 
isfactory social adjustment and adapting to expectable 
pressures of ordinary life situations. Consequently, ab- 
stinence in psychiatric patients may be only one mani- 
festation of an overly rigid self-denial that prevents the 
establishing of simple but effective coping skills such 
as social drinking. With less adaptive potential to call 
on in time of stress, abstainers may be expected to 
show the most severe pathology at the time of a psychi- 
atric admission. 

A slightly different but not incompatible explanation 
would be that the good prognoses of the heavy and es- 
cape drinkers are due to the fact that the transient ef- 
fects of heavy drinking under stress result in the hospi- 
talization of people with less general pathology. Thus, 
when the effects of heavy drinking dissipate, the 
patients will show dramatic improvement. In other 
words, abstainers in the general population may not be 
more rigid, self-denying, and brittle than heavy drink- 
ers; it may simply be that for the abstainer to be admit- 
ted to the hospital, he may have to have a higher level 
of pathology than the individdal whose behavior is 
made more deviant by a bout of heavy drinking. Con- - 


sequently, it may be only the hospitalized abstainer 
who has less adaptive potential than the heavy drink- 
er. We did not evaluate and thus cannot generalize to 
the*nonhospitalized heavy drinkers and abstainers. 


COMMENT 


Regardless of the explanation, given the results of 
this study it is apparent that caution should be exer- 
cised in interpreting heavy drinking as a sign of greater 
pathology or complications for treatment. In the case 
of the escape drinker, it even seems to be a sign of rela- 
tive health. On the other hand, abstinence in psychiat- 
ric patients emerges as a behavioral pattern that 
should be regularly noted to help determine the level 
of a patient's pathology and adaptive potential. In oth- 
er words, abstinence from alcohol in a patient popu- 
lation may be associated with a more general pattern 
of abstention and avoidance coping behavior that may 
be more likely than heavy drinking to complicate treat- 
ment and retard recovery. 
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Cognitive and Interactive Aspects of Splitting 


BY MARDI J. HOROWITZ, M.D. 


The author discusses splitting, the segregation of 
multiple inner schemata of self and others, from the 
points of view of cognitive structure, cognitive process, 
and interpersonal transaction. A case example 
illustrates how one borderline patient shifted fluidly 
during therapy among four isolated and sometimes 
incompatible representations of the doctor-patient 
relationship. The author concludes that therapists 
working with borderline patients must be aware of 
atypical transference patterns and may have to 
introduce, as a special nuance of therapy, work to 
stabilize patients' realistic self- and therapist images 
before offering interpretations. 
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THE USUAL VIEW of splitting is phenomenological and 
psychodynamic; that is, episodes of splitting are de- 
scribed as unrealistic compartmentalizations of behav- 
ior and conscious experience and explained as a result 
of a specific defense (1-3). Recently splitting has been 
explained from the developmental point of view as a 
universal tendency that is more pronounced in persons 
exposed to unusual crises, deprivations, or stresses in 
the later phases of separation and individuation (4). 
This paper aims to complement these explanations 
by clarification of splitting from the structural point of 
view. A single episode from one patient is presented to 
illustrate an ego psychology view in which the three 
main sets of exegesis are: 1) information processing 
style, 2) self- and object schematization, and 3) patterns 
of interpersonal manipulation (5, 6). The relevant liter- 
ature in relation to ego psychology in general hás been 
reviewed by Blank and Blank (7), and in relation to 
splitting in borderline conditions and pathological nar- 
cissism in particular by Kernberg (8) and Kohut (9). 


Am J Psychiatry 134:5, May 1977 549 


"w 


. BRIEF COMMUNICATIONS 
«4 


DEFINITION OF SPLITTING 


In terms of cognitive structure, splitting refers to a 
segregation and multiplication of inner schemata of self 
and other. Instead of integrated, realistic, and coherent 
self- and object models, the person schematizes role 
dyads on the basis of multiple ‘“‘good’’ and ‘‘bad”’ self- 
and object images. 

In terms of information processing, splitting implies 
that current events and reemergent memories are ap- 
praised in a distorted way, with a tendency to place 
good attributes within the self-representation and to ex- 
ternalize bad attributes. There may also be a tendency 
to parallel processing of the same set of information, 
with separate interpretation of its good and bad mean- 
ings. These good and bad meanings are accessible to 
consciousness but are not compared with one another 
in the manner expected of reality based, problem solv- 
ing thought. 

The use of the terms ''good"' and ''bad"' here is mere 
generalization. Every individual varies in the quality 
that defines the splits; for this reason a specific clinical 
example will be given. In dissociative states or in hys- 
terical personalities there may be separable self-sche- 
mata as prude and as prostitute; in the fetishist there 
may be the split of woman as with and without a penis; 
in narcissistic personalities there may be segregated 
self-images as genius and morbid failure; in borderline 
characters there may be separations of self as angel and 
as devil, as alive and dead, or many others. These splits 
occur with individualized variations and with com- 
plementary roles for other persons. 


HOW THE PATIENT RESPONDS TO THE 
THERAPIST 


The most flagrant episodes of splitting seen in the 
context of psychotherapy are provided by borderline 
patients (8). The prototypical borderline patient estab- 
lishes a working alliance with the therapist, but the de- 
velopment of trust is slow and the result may be tenta- 
tive, marginal, and inconsistent. The ratio between the 
degree of therapeutic alliance and the intensity of trans- 
ference reactions strikes the therapist as atypical in 
comparison with that found in patients with neurotic 
personality disorders. The borderline patient in a state 
of transference tends to lose touch with the working 
relationship and has a comparatively low capacity to 
compare transference distortions with known charac- 
teristics of the therapist. When a transference reaction 
subsides and the therapeutic alliance is reinstated, 
these patients show surprisingly little memory or men- 
tion of the ideas, feelings, or acts of the transference. 

The transference reactions surprise even experi- 
enced therapists because of sudden shifts in patterns, 
with urtrexpected intensification and diminution as well 
as alterations in the nature of assumed and projected 
roles. The patient may react impulsively in therapy, act 
out in unexpectable rhythms, or stop therapy abruptly. 
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The borderline patient may respond in atypical ways 
to information proffered by the therapist. The most 
common form is the ‘‘no take” response, in which the 
patient does not react to the meaning of what the théra- 
pist has said. The patient understands the surface 
meaning and does not deny it but is unmoved, saying, in 
effect, ‘‘so what?" Later responses related to the ther- 
apist’s intervention reveal that the patient did process 
the information in divergent ways, with, for example, 
hidden reactions of both fear and rage. 

The therapist may observe complementary emotion- 
al responses hidden in himself. In response to the blunt- 
ing of affect, he may feel a need to be more repetitive, 
simple, supportive, or assertive than usual. To counter- 
act the tendency to shifting transferences or the life- 
lessness of either transference or working alliance re- 
sponses, the therapist may feel a need to be ''more 
real,” i.e., to impress himself on the patient. At the 
same time the therapist may have to make unusual inner 
efforts to remain interested and fight against feelings of 
boredom or numbness during interviews with such 
patients. Finally, the therapist may note an atypical 
reaction in terms of more anger, disorientation about 
therapeutic aims, and guilt over lack of progress in 
therapy. 


CASE REPORT 


The following vignette illustrates one patient's use of 
segregated incompatible ideas about treatment and sev- 
eral distinctive good and bad schemata of the patient- 
therapist relationship. 


The patient was a young woman dentist who entered treat- 
ment during a state of general confusion precipitated by a 
disruptive love affair. This symptom subsided at once but 
treatment continued, with a mutual goal of improving her 
capacity for work and interpersonal relationships. 

After a year of psychoanalytic psychotherapy, inter- 
pretations were centered on her provocative and arrogant 
behavior toward colleagues, a pattern that both shielded her 
vulnerability to plummeting self-esteem and led to recurrent 
episodes of humiliation. At this time the patient lost sight of 
why she was in psychotherapy, although she did not con- 
template quitting, and provoked the therapist to explain to her 
why she was still in treatment. The therapist summarized her 
major self-impairing patterns. She depreciated his idea of her 
as a person who sought help through treatment. She reported 
that for several months she had told others that she was seeing 
the therapist as a form of special training to become a lay 
therapist. 

It took a while for the therapist to realize that this was not 
just provocation, arrogance, and acting out in the transfer- 
ence of a fantasy she regarded only ''as if’ true. The patient 
believed it. It turned out that for some time she had led others 
to believe that the therapist had asked her to be a special 
student, and she used this assertion to explain her regular 
visits. 

The therapist tactfully confronted the patient with the obvi- 
ous evidence of the doctor-patient relationship and the defen- 
sive meaning of the special training theme. She reacted vio- 
lently, with brief episodes of paranoid rage. She reviled and * 


belittled him and accused him of instability and ‘‘crazy’’ pro- 
jections. To support her arguments she drew on an exact 
memory of what he had said at different times over the entire 
year. After many hours of therapy and a painful struggle with 
grief and humiliation, she gradually accepted her wish and 
need for treatment. 

This patient segregated the meanings of being in therapy. In 
one state she knew quite well that she had come for treatment 
because of her behavior pattern and symptoms. She paid the 
bill for services rendered and worked for therapeutic change. 
But at times this position was unacceptable, and she con- 
structed a more acceptable alternative by using shreds of real- 
ity. She had experimented with hypnosis for anesthesia in her 
dental practice; she had spent several weekends in encounter 
groups; and she did wish to be like the therapist. These con- 
cepts provided a scaffolding for the fantasy that the therapist 
had taken her into training as a lay therapist. Splitting, in 
terms of information processing, meant that she could orga- 
nize everything the therapist said as either an expression of 
his wish to teach her how to talk with patients or as an effort 
by the therapist to help her with her problems. 

In the state marked by rage she did not evaluate the training 
theme as fantasy. When confronted by the therapist, she 
claimed that he had reneged in a corrupt manner because of 
his disinterest. During the working-through period she oscil- 
lated between states in which she did and did not believe that 
she was a trainee; she could use brilliantly any remark or 
silence by the therapist to support either position. During 
early interludes of cooperation she made no mention of the 
paranoid ideas and rages of the alternative states and seemed 
to ignore the therapist's references to them. 


SEGREGATION OF SELF-OTHER SCHEMATA 


In this case there were two separable constellations 
of ideas and feelings. Specific events were processed in 
terms of both constellations, but appraisals from one 
set did not influence appraisals in the other set. Multiple 
incompletely integrated self- and object schemata 
helped to maintain these split-apart constellations as 
relatively stable systems. These recurrent role relation- 
ships, modeled in figure 1, were gradually defined as the 
patient shifted between states governed by these dif- 
fering cognitive structures. 

States similar to those illustrated in figure 1 are pres- 
ent in neurotic patients. The borderline and narcis- 
sistically vulnerable patient was exceptional in the de- 
gree to which she was aware of only one state at a time 
and the fluidity with which complete changes between 
alternative states occurred. The four states modeled are 
those of transferences that she imposed on the treat- 
ment situation and her current interpersonal relation- 
ships. There was, in addition, a realistic self-image and 
representation of the therapist, but this reality model 
was undependable in that it could not be maintained 
when she was in a state governed by an alternative 
schema. She experienced the good or cooperative ther- 
apeutic condition (state A) as like that between a trust- 
fullearning child and an idealized and interested parent. 
Her ideal of being a trainee of the therapist fitted this 
: model and stabilized a good self-image. When there was 
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FIGURE 1 
Role Relationships in Multiple Self-Other Schemata 
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any stress in the therapeutic situation this role structure 
could not be maintained. In such crises she feared entry 
into state B, one in which she would become a defective 
child, contaminated by evil, destructive, and dirty im- 
pulses, and no longer worthy of attention. The ideal 
parent she yearned for shifted to one who was dis- 
interested and distant. The result was searing humili- 
ation and grief, so she avoided this state. The most 
frequent state enacted in therapy, labeled state C, was 
one in which the patient was righteously enraged at the 
therapist-parent, who was seen as corrupt rather than 
ideal. Therapy was a form of extortion, a way of taking 
excessive amounts of her money in return for very 
little, a put on and a put down. State D, in contrast, was 
a role reversal of state B, the most feared state. The 
therapist was now the needy, defective, and dirty per- 
son in relation to the self-sufficient, aloof, and remote 
patient. He could try his pathetically weak and in- 
adequate techniques of therapy while the patient 
watched—aloof, disdainful, and without response. 

The change between these states followed observ- 
able patterns in the transference, in her reports of ev- 
eryday life, and in her memories and fantasies of child- 
hood. She liked and attempted to maintain the mutual- 
ity of state A, but clarifications, interpretations, and the 
insults of everyday life seemed like criticisms, which 
destroyed this fragile balance and threatened to precipi- 
tate state B. To ward off emergence or continuance of 
state B, she shifted her self- and object model to that of 
states C or D. 
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Usually the shift from the schema of state A to that of 
state B was not defensive but rather, in terms of proc- 


-ess, a failure of the capacity for regulation and, in terms 


of structure, a developmental arrest, in that she had not 
arrived at a fully integrated, coherent, and independent 
self-schema. State B was so painful that she would then 
defend against it by resorting to state C or D. As pointed 
out by Nadelson (10), state C (righteous indignation) is 
arelatively stable position for this type of person. Once 
stabilized in state C she might regain state A either 
because her anger provoked the other person to support 
her more or because she was able to make a progressive 
move. From a temporary stance in state D she would 
move to state C because she could not stand loneliness 
or to state À if she could gain restoration of her self- 
esteem. 


PATTERNS OF INTERPERSONAL MANIPULATION 


To avoid the chaotic and despairing experience of 
entry into states of bad self-images, the borderline per- 
son attempts to use any other way of structuring the 
world that can be stabilized by even marginal adher- 
ence to reality. To provide a nidus of reality, he or she 
may provoke others to behave in a way that fits a given 
alternative dyad. The most frequent manipulation is to 
actin such a way that roles are reversed, as happened in 
this patient's shift from state B to state D. 

There was a period of working through in which this 
patient knew what was coming next. She knew the ther- 
apist would repeat that she was not a special trainee if 
she went on as if she believed that she was this kind of 
exception. She also sensed that she could exasperate 
the therapist by continuing to tell this story to others. 
The therapist might be embarrassed if others thought 
that instead of conducting treatment he had taken an 
attractive young woman under his wing in an unauthor- 
ized, corrupt training program. If she delayed recogniz- 
ing the fantasy nature of the special training image, then 
the therapist would be provoked into saying this bad 
thing to her. Not only would this comment hurt her 
feelings, but its form might be too firm, too exasperat- 
ed, or too harsh. Even if he were silent, the therapist 
could be seen as either neglectful or as confirming the 
mildly delusional belief. 

With borderline patients the therapist must tactfully 
tiptoe along a razor's edge as the patient watches. In- 
deed, both parties watch, and at this point it is the thera- 
pist who can make mistakes. This type of externaliza- 
tion of roles is, of course, not without therapeutic as- 
pects. The patient can here make the therapeutic split 
into the observing and the experiencing ego (11); how- 
ever, it is the therapist who is observed as he acts out 
the roles of the patient. In state D, the patient viewed 
the therapist as acting within the role of a defective, 
dirty, evil, and aggressive person. But in a detached 
way she also observed how he handles a situation in 
which he is provoked to enter this role. She learned how 
he handles the provocation, controls himself, and main- 
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tains his calm. By modeling herself on what she ob- 
served, she could learn both to avoid state. B and to 
tolerate its threatening self-images. In other words she 
learned by identification with how the therapist handled 
and tolerated her own most feared position (12). 


IMPLICATIONS FOR THERAPEUTIC TECHNIQUE 


The therapist knows that the borderline patient is 
appraising whatever he says or does in multiple ways. 
Early in treatment, the therapist must be careful of the 
many meanings that may be assigned to his every act. 
After first preparing the patient he may proceed with 
certain types of intervention, especially con- 
frontations, clarifications, and interpretations. For ex- 
ample, the therapist may attempt to stabilize the 
patient's realistic self- and therapist images before mak- 
ing a remark that might be appraised by the patient as a 
critical attack. He may review the reality of a given 
situation and the patient's positive coping efforts in re- 
sponse to it before interpreting or clarifying warded-off 
meanings or defensive operations. This package of 
multiple interpretations would not be made with a neu- 
rotic patient, with whom focus need only be on the 
warded-off meanings of an event. 

As treatment progresses the patient can learn to see 
the multiple meanings in the parallel processing of any 
event. Asthe therapist and patient sharea knowledge of 
multiple self-images they can develop a clear plan to 
examine any future topic from the points of view partic- 
ular to that patient. Many repetitions of these processes 
over extended periods of time help the patient develop 
more coherent self- and object schemata that are com- 
posed of real traits, with both blemished and shining 
facets. 


IMPLICATIONS FOR CASE REVIEW 
METHODOLOGY 


Extreme segregations of role schemata are found in 
borderline character pathology. These extreme encap- 
sulations are probably the result of defects or arrests in 
psychological development. Once present, such segre- 
gations of attributes allow ready use of splitting, both as 
a cognitive process and as an interpersonal style, in the 
service of defensive aims (6). But organization of ideas, 
aims, and feelings into various sets of role schemata is a 
part of human life. No person has ‘‘one true self,” but 
rather a series of available self-images that exist in rela- 
tion to a series of available images of another person. 
Although splitting may be less prominently displayed in 
neurotic than in borderline patients, it will be found to a 
greater or lesser extent in all patients. The method of 
abstracting the most important recurrent patterns, as 
illustrated in figure 1, is useful in case reviews of any 
psychotherapy, especially as a way of understanding 
the vicissitudes of the transference and working rela- 
tionships. f . 
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Voluntary and Involuntary Treatment of Aggressive Patients 


BY DENIS J. MADDEN, PH.D. 


The author describes his experiences in treating 
violent patients in group therapy. Problems include 
the divergent goals of therapist, patient, and society; 
the environmental limitations on incarcerated patients; 
countertransference issues; and magical expectations 
on the part of patients. Therapeutic goals must be 
somewhat limited with patients who are forced into 
therapy. It may be dangerous to "open up” such 
patients, especially when they face lengthy prison 
terms. The author suggests that distancing tactics be 
avoided with violent patients, who need to encounter 
another person who has dealt successfully with 
hatred, fear, and limitations. 


AMONG THE controversial issues surrounding violence 
and aggression, the one that may present the greatest 
practical concern, especially for therapists, is the treat- 
ment of aggressive and violent individuals. The litera- 
ture has dealt primarily with those therapeutic ap- 
proaches which are most efficacious for treating vio- 
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lent patients (1-3). The more haunting questions, 
which have yet to be examined, relate to whether 
these persons are treatable and whether they should 
be forced into therapy. In this paper, I will describe 
my experiences in treating an outpatient group of vio- 
lent patients and a similar group in a maximum secu- 
rity prison. My main focus will be on specific issues in 
the treatment process. 


THE VIOLENT PATIENT 


Who are violent patients? Some people assume that 
an individual who has committed a violent or heinous 
act is incompetent. One of the first actions that is taken 
after a person has committed a violent act is evaluation 
by a psychiatrist. Although this may be more a legal 
maneuver than anything else, it nonetheless indicates 
a need to see such people as mentally unbalanced rath- 
er than admitting that a person with full competence 
could commit such crimes. Violent crimes are often as- 
sociated solely with acts involving loss of life or visible 
physical harm to another. More subtle but equally de- 
structive acts are not viewed with the same abhor- 
rence. One can kill or injure another person in many 
ways. Treatment of the violent patient requires an un- 
derstanding of and sensitivity toward violence on all 
levels. 

The question for therapists is the way in which 
strong aggressive forces can be translated into positive 
growth. It is a principle of psychology that growth de- 
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pends on destruction of the old. Another principle is 
that one never deals adequately with a force by re- 
pressing it. The forces must be transformed, and re- 
pression prevents this transformation. 


GOALS 


The growth process in therapy begins with stated 
goals. Therapists’ goals may differ considerably from 
the goals of patients and of society. Violent patients 
seek immediate relief or release and expect the thera- 
pist to gratify their most primitive desires. These fan- 
tasies relate to patients' feelings of omnipotence and 
entitlement; the therapist is expected to make restitu- 
tion for the disappointments and deprivations of the 
past (4). These are wishes that can never be fully real- 
ized and lead to inevitable disappointment in the thera- 
peutic process. The therapist pursues psychodynamic 
change and inner growth, which demands a fairly intact 
ego in the patient. Society looks for behavioral 
changes that can be clearly measured. 

Obviously, the goals of patient, therapist, and so- 
ciety differ significantly, and ambivalence is created 
before the therapeutic process begins. 

Psychiatrists and psychologists might reject the no- 
tion that their work leads patients to tolerate intoler- 
able conditions, to persevere in the face of in- 
surmountable obstacles, and to remain calm in situa- 
tions that are oppressive. Clinicians may think that 
therapy should do more than this and attempt to pro- 
ject other goals onto the therapy. However, making 
the patient ‘‘safe’’ to be around may be the task of the 
therapist who works with aggressive patients, espe- 
cially those who are incarcerated. This role may be of- 
fensive to therapists but may be most appropriate for 
the patient and for society as well. If this conflict is not 
resolved, the therapist may become more ambivalent, 
which might result in the therapy being ''sabotaged. 

The language used by therapists and patients re- 
flects a difference in goals. Therapists refer to group 
sessions as ‘‘therapy’’; both voluntary and involuntary 
group members speak of attending ''classes." This 
may be a significant insight on the part of the patients, 
who view the therapist as a teacher. Therapists may 
accept or reject this role. If this attitude on the part of 
the patient is viewed as a defensive maneuver, any pos- 
sible patient-therapist alliance is thwarted. Traditional- 
ly, therapists have elicited principles from patients, 
but violent patients require and seek to be taught prin- 
ciples that they may then appropriate for themselves. 

Many of the patients we have treated in group thera- 
py have not demonstrated the ability to make internal 
psychodynamic changes. This is especially true of the 
vast number who have not attended the therapy pro- 
gram on a regular basis. On the other hand, patients 
who have attended irregularly seeking help for prob- 
lems with impulse control have been able to change 
their behavior. 

Attendance patterns reflect the limits in effecting 
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psychodynamic change. The involuntary group mem- 
bers attend therapy sessions on a more regular basis 
than voluntary members. However, there is coercion 
involved; if involuntary members miss too many group 
sessions, they are dropped from the group. Thus regu- 
lar attendance cannot be construed as a manifestation 
of motivation. Motivation depends not only on the 
patient but on the environment as well. 

Attendance is irregular in the voluntary group at our 
clinic. The dropout rate in this group has always been 
high. A population of about 40—50 prospective patients 
yields a core group of 6-8 members. What is notewor- 
thy (and this has been documented over the years) is 
that an outpatient group for aggressive patients serves 
an important clinical function (5). Many of our mem- 
bers come to the group for several sessions and then 
drop out for weeks, months, or even years at a time. 
They return ‘‘when the going gets tough.” 


PROCESS: PATIENTS 


Although differences in attendance are notable, the 
same issues and themes are dealt with in the voluntary 
and involuntary groups. Central to the therapeutic 
process is the issue of trust. Trust becomes com- 
plicated in the involuntary group because therapists of- 
ten take part in the decision-making process regarding 
the patients' future status. Trust implies a basic shar- 
ing that is difficult to realize under such conditions. 

Defenses against the establishment of trust varied 
somewhat in both groups. The voluntary group often 
remained aloof; they seemed to wait for the therapist 
to show them that therapy would be of value. Al- 
though the involuntary group did remain quiet at 
times, the patients often were overly friendly and ac- 
cepting. Both groups of patients had experienced 
much rejection in their lives and retreated defensively 
to a communication system and a method of relating 
that had proved functional in the past. 

Within the therapeutic process, magical expecta- 
tions are expressed in both groups. Voluntary patients 
expect group therapy to solve all their problems and 
abolish their lifelong impulsiveness and hostility. The 
involuntary group members expect their participation 
in group therapy to lead to more benign treatment by 
prison administrators. Thus the involuntary group 
tended to externalize conflict to a greater degree and to 
assume less personal responsibility for behavior than 
the voluntary group. This response seems appropriate 
when one considers the environment in which in- 
voluntary patients live and the fact that therapy was 
forced on them—one need not assume responsibility 
for that which is done under duress rather than by 
choice. 

Many of the patients in the involuntary group saw 
themselves as ''political prisoners." This may be 
viewed as another externalization of conflict and there- 
fore as a barrier to therapy. It might also be construed 
as a focus for the development of a therapeutic al- 


liance. Historically, political prisoners often have been 
people who protest against an unjust system for the 
betterment of the community. Viewing the self as a 
"*pólifical prisoner” may reflect a benevolence and al- 
truism within the patient that may be elicited by the 
therapist. It may be critical for the therapist to ques- 
tion how many members of this involuntary group do 
indeed represent oppressed groups in our society. 


PROCESS: THERAPISTS 


When a therapist treats imprisoned men living in in- 
human conditions, countertransference reactions de- 
velop that may threaten the therapy. The therapist 
may feel entrapped or believe he/she is engaging in an 
activity that is contrary to his/her basic principles, i.e., 
forcing patients to accept treatment against their will. 
One can develop a feeling of helplessness when one 
does not have the power to improve inhuman condi- 
tions. Other countertransference issues that surface in 
therapy with both voluntary and involuntary violent 
patients are feelings of anger and hostility. 

Monitoring countertransference issues in the treat- 
ment of violent patients, whether voluntary or in- 
voluntary, is crucial. Therapists in private practice 
may need to seek the counsel of colleagues when they 
work with violent patients. 


THE THERAPIST'S RESPONSIBILITIES 


The therapist's role is modified when he/she works 
with patients who have been coerced into therapy. 
Even in a coercive setting therapy can give patients 
the opportunity to meet and spend time with someone 
who treats them in a humane and interested manner. It 
also gives patients the opportunity to learn about life- 
styles other than the ones to which they have become 
accustomed. 
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Although such goals might seem quite limited, it is 
necessary that the therapist constantly be aware of the 
limitations within which the patient lives. There is dan-’ 
ger in opening up” a patient, making him sensitive to 
the deficits in his life, and introducing him to the more * 
refined aspect of life. The dangers increase when there 
is little or no hope that the patient will be able to exer- 
cise some control over his own life and his environ- 
ment. Thus therapists must not limit their intent to 
forming a therapeutic alliance in a dyadic relationship 
with the patient—they must be sensitive to environ- 
mental limits. Careful consideration should be given to 
the types of therapy offered to patients who have 
lengthy sentences. A therapist who is not aware of the 
environmental limits risks returning a patient to a dys- 
functional system in which he can no longer function. 

Perhaps the question is not whether a person who 
has committed a violent crime should be forced into 
therapy as we know it today but what new adaptations 
the therapist must make to contact these patients. 

Therapists might consider relinquishing approaches 
that distance them from their patients. Violent patients 
need to encounter another human being who also 
fears, hates, and lives with limitations and yet has 
achieved a relative peace and an ability to love. 
Through such encounters the patient will learn that in- 
ternal struggles need not be overwhelming, that just 
talking does help, and that there is hope. 
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Forensic Psychiatry: Female Offenders 


BY MARIJAN HERJANIC, M.D., FRITZ A. HENN, PH.D., M.D., AND ROBERT H. VANDERPEARL, M.D. 


The authors examined the records of 127 female and 
1,068 male offenders referred by the courts to aforensic 
service over a22-year period. Female offenders were 
less likely than male offenders to be referred for 
psychiatric evaluations when they were charged with 
criminal behavior. They were more likely to be charged 
with homicide, arson, forgery, or fraud and more 
frequently received diagnoses of affective disorder and 
neurosis. 


IN THE literature on psychiatric problems among crimi- 
nal defendants, little has been written specifically about 
women, although female criminals appear to be sur- 
passing males in the rate of increase for almost every 
major crime (1). The small body of literature that does 
exist has noted several interesting and specific charac- 
teristics of female criminal defendants. These findings 
have led to a set of hypotheses of general interest to 
both criminologists and psychiatrists. Among the find- 
ings are that women, who constituted less than 20% of 
the total defendant cohorts, tended to have a higher rate 
of arrest for assault (2) and arson (3) than men. This 
observation has led to the suggestion that although 
women account for a small proportion of psychiatrical- 
ly disturbed criminals, they may be a particularly dan- 
gerous group. 

When the diagnostic breakdown of female felons was 
examined (4), it was found that five conditions were 
more common in felons than in the general population. 
These were antisocial personality, alcoholism, drug 
abuse, homosexuality, and hysteria. 

In examining the role of psychiatric illness in criminal 
behavior, consideration must be given to the sample 
population studied. From commission of a crime 
through apprehension, arrest, conviction, sentencing, 
and parole, there are many changes in the sample popu- 
lation (5). The disturbed patients may, in fact, not go to 
trial but be sent to forensic hospitals for treatment. 
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Thus a cohort of paroled prisoners does not reflect the 
full extent of psychiatric illness among criminals, while 
a forensic service population does not reflect the com- 
mon conditions among criminals who do not qualify for 
an insanity plea, such as antisocial personality or alco- 
holism. It is necessary to conduct studies at various 
points along the criminal justice pathway before draw- 
ing firm conclusions concerning the extent of psychiat- 
ric illness among criminals. 

In this study we examined the female defendants re- 
ferred to a forensic service over a 22-year period. We 
specifically examined the pattern of criminal charges 
and psychiatric diagnoses among female defendants re- 
ferred for psychiatric evaluation. The findings from the 
female cohort were compared with those from a male 
cohort. In this process we examined the hypothesis that 
assault and arson are crimes more frequently seen 
among psychiatrically disturbed female defendants and 
that hysteria is a more common diagnosis among this 


group. 


METHOD 


We reviewed the records of all patients admitted to 
the Malcolm Bliss Mental Health Center Forensic Serv- 
ice during the years 1952-1973. All patients on whom a 
report was rendered to the court were included in the 
study. The Forensic Service is responsible for all 
patients referred by the courts in the city of St. Louis 
and for some patients (less than 1096 of the total) from 
surrounding counties. Of the total of 1,195 cases, 127 
(11%) involved female defendants. Demographic data 
such as age at admission, race, and sex were recorded. 
The referral source and reason for referral were noted, 
as were the findings regarding sanity and competency to 
stand trial. The index crimes were also recorded, as 
were the first and second psychiatric diagnoses, using 
the diagnoses reported to the court. 

Over the 22 years covered by this study, patients in 
the Forensic Service were evaluated by a number of 
psychiatrists who shared similar training and a philoso- 
phy based on the Kraepelinian tradition. Schizophrenia 
was given a narrow definition and referred to a chronic, 
frequently progressive disorder characterized by 
thought disorder, prominent delusions or hallucina- 
tions, insidious onset, and poor prepsychotic adjust- 
ment. Affective disorder referred to an episodic illness 
characterized primarily by changes in mood. The diag- 
nosis of hysteria was used for patients (primarily wom- 
en) with multiple somatic complaints without apparent ' 


organic cause and numerous operations and hospital- 
izations.. 


RESULTS 


The study included 127 women and 1,068 men. The 
average age of both male and female offenders was simi- 
lar (31 and 33 years, respectively). Nineteen percent of 
the women were under 20 years old, 24% were in their 
twenties, 20% in their thirties, and 19% in their forties; 
the highest proportion of men (40%) were in their 
twenties. Both groups of offenders had equal numbers 
of white and black patients. 

The court received reports on all patients, and 72% of 
the women (N=91) were referred for pretrial evalua- 
tion. However, 20% (N=26) were originally referred 
because of abnormal behavior in jail and the request for 
pretrial examination followed afterwards. A substan- 
tially smaller proportion of the men (6%) was referred 
because of abnormal behavior in jail. 

A comparison of the diagnostic breakdown for men 
and women is presented in table 1. The table takes into 
consideration only the first diagnosis reported to the 
court. Among the 10 women with a diagnosis of neuro- 
sis, the most frequent diagnosis was hysteria (6 wom- 
en). The most frequent secondary diagnosis in women 
and men was alcohol or drug abuse. 

Table 2 compares the distribution of criminal charges 
against female and male defendants referred to the Fo- 
rensic Service. In evaluating these distributions it is 
important to note that for every female defendant seen, 
nearly 9 men were admitted to the service. 

Table 3 correlates the diagnosis with the offenses 
with which the patients were charged. To simplify the 
table, the crimes were grouped into 1) those against 
persons (homicide, robbery, assault, and sex crimes), 
2) crimes against property (burglary, larceny, arson, 
forgery, and fraud), and 3) crimes against public (listed 
previously as ‘‘other’’ and consisting mainly of minor 
charges such as vagrancy and loitering). No far-reach- 
ing conclusions are possible because of the small per- 
cents in each individual cell. It is interesting to note, 
however, that patients with diagnoses of affective dis- 
order and neurosis were charged with more serious 
crimes than those with diagnoses of schizophrenia and 
personality disorder. 

A significantly higher proportion of women than men 
was found to be both insane (3996 versus 2396; 
x?= 12.588, p<.001) and incompetent to stand trial (27% 
versus 16%; x?=9.020, p<.01). These results reflect the 
difference in diagnostic distribution between men and 
women. 

Table 4 illustrates the proportion of arrested men and 
women referred for psychiatric evaluation, expressed 
as the number of persons referred for psychiatric evalu- 
ation per 1,000 arrests for a crime. It takes into consid- 
eration only the last 10 years of the study (1964-1973) 
because reliable figures for the number of arrests were 
* not available for earlier periods. 
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TABLE 1 
Primary Diagnoses of Male and Female Offenders, in Percents 





Men Women 

Primary Diagnosis (N = 1,068) (N=127) 
Schizophrenia 18 2p. 7 
Affective disorder 4 13 
Organic brain syndrome 8 8 
Mental retardation 7 9 
Alcohol and drug abuse 8 3 
Personality disorder 

Antisocial personality 28 13 

Other 12 li 
Neurosis <i 8 
Other 9 12 
No psychiatric illness 6 2 
TABLE 2 


Distribution of Criminal Charges Against Male and Female Defendants, 
in Percents 


Men Women 
Criminal Charge (N=1,068) (N=127) 
Homicide 13 19 
Robbery 12 4 
Assault 12 13 
Burglary 15 2 
Larceny 7 2 
Arson 2 5 
Forgery and fraud 3 9 
Sex crime 20 2 
Narcotic violation «1 — 
Other 15 43 
TABLE 3 


Correlation Between Male and Female Offenders' Primary Dlagnoses 
and Crimes with Which They Were Charged 


Crime Against 
Primary Diagnosis Persons Property Public 
Schizophrenia 36 11 53 
Affective disorder 47 35 18 
Organic brain syndrome 44 12 44 
Mental retardation 33 25 42 
Alcohol and drug abuse 60 20 20 
Personality disorder 23 19 58 
Neurosis 56 22 22 
Other 31 19 50 
No psychiatric illness 100 0 0 
Total 38 19 43 


In all categories of crimes, men were more frequent 
offenders. With the exception of arson, women were 
less likely to be referred for psychiatric evaluation. The 
rate of referral for arson is particularly interesting be- 
cause it seems to confirm previous findings (3). How- 
ever, since it is based on very small numbers (20 men 
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TABLE 4 
Proportion of Arrested Men and Women Who Were Referred for Psychi- 
atric Evaluation (1964—1973)* 


Men Women Ratio of Arrested 

Crime (N=654) (N=55) Men to Women 
Homicide 65.4 63.2 6:1 
Robbery 8.0 4.2 25:1 
Assault 1.2 3.3 4:1 
Sex crime 24.7 0 — 
Arson 33.8 54.5 Lisl 
Total for all 

arrests 2.2 1.1 6:1 


* Expressed as the number of persons referred per 1,000 arrests for a crime. 


and 3 women referred for evaluation), it cannot be con- 
sidered reliable. 

The increase in the rates for major crimes among 
women was not reflected in the number of women re- 
ferred for psychiatric evaluation. Dividing the 22 years 
of the study into 4 periods (1952-1958, 1959-1963, 
1964-1968, and 1969-1973), the proportion of female 
defendants actually decreased. The absolute number of 
women did not change much, while the number of men 
increased gradually. 


COMMENT 


The referral rates indicate that proportionally fewer 
women than men are referred for psychiatric evalua- 
tion, while the data on sanity and competency indicate 
that a higher proportion of referred women are serious- 
ly psychiatrically disturbed. This suggests that a lower 
index of suspicion may be operating among prose- 
cutors, defense attorneys, and judges with regard to 
psychiatric illness among female criminal defendants. 
This is a curious finding in light of the generally accept- 
ed observation of a higher incidence of mental illness 
among women. 

Rappeport and Lassen's suggestion that female psy- 
chiatric patients are more likely to be involved in as- 
sault than women in the general population (2) has 
caused us to examine the proportion of our defendants 
charged with assault. The proportion of female defend- 
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ants charged with assault (12.6%) was comparable to 
that for men and to the proportion of all arrested women 
who were charged with assault (10.2%). This suggests 
that in the St. Louis population psychiatric illness did 
not tend to result in significantly increased rates of as- 
sault by women (6). 

Lewis and Yarnell (3) felt that arson was pre- 
dominantly a crime of retarded female adolescents. 
Tennent and associates (7) found that over 5% of the 
female patients in the special hospitals for dangerous, 
violent, or criminal psychiatric patients in England had 
been charged with arson. We did find both a higher rate 
of referral for and a larger proportion of women charged 
with arson. However, the total number of cases (6 
women) is too small to allow conclusions concerning 
the association between a specific diagnosis and this 
crime. 

The diagnoses of our female defendants were spread 
fairly evenly among the various categories. However, 
the male defendants suffered predominantly from per- 
sonality disorders. Considerably more women than 
men had diagnoses of affective disorder and neurosis 
(hysteria). The most common diagnosis among women 
was schizophrenia (21%). These 27 schizophrenic 
women accounted for only a small fraction of the female 
criminals in St. Louis over the 22-year period of this 
study (6). 
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Absorption Rate, Blood Concentrations, and Early Response to 


Oral Chlordiazepoxide 


BY DAVID J. GREENBLATT, M.D., RICHARD I. SHADER, M.D., JEROLD S. HARMATZ, 


KATE FRANKE, AND JAN KOCH-WESER, M.D. 


Ten healthy male volunteers received chlordiazepoxide 
(CDX) hydrochloride or matching placebo with Maalox 
or water in a four-way single-dose crossover trial. 
Coadministration of CDX with Maalox did not change 
the completeness of CDX absorption but significantly 
slowed its rate of absorption and the rate of 
desmethylchlordiazepoxide (DMCDX) appearance. 
Self-ratings of feeling ''spacey'' at 1.0and 2.5 hours 
were significantly increased over baseline for CDX 
taken with water but not with Maalox. Increases in 
"spacey' feelings at 1.0 hours were highly correlated 
With 0.5-hour but not with 1 .0-hour blood levels. Similar 
findings were observed for self-ratings of "thinking 
slowed down.”’ Thus certain subjective effects of 
antianxiety agents after oral dosage may depend on the 
rate of drug absorption and may be attenuated or 
eliminated if the absorption rate is reduced. 


MANY ANXIOUS individuals suffer from gastrointestinal 
disturbances. Such patients commonly seek sympto- 
matic relief by concurrent use of antacid preparations 
and antianxiety agents (1). A previous study demon- 
strated that gastrointestinal absorption of chlordia- 
zepoxide (CDX) hydrochloride (Librium) is significant- 
ly slower when the drug is administered with 100 ml ofa 
magnesium-aluminum hydroxide antacid preparation 
(Maalox) than when given with the same volume of 
water (2). The present report supports the possibility 
that the absorption rate of CDX is an important de- 
terminant of its early clinical effects and that delayed 
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absorption may result in delayed or attenuated clinical 
response. 


METHOD 


Ten healthy male volunteers aged 21 to 30 years par- 
ticipated after giving informed consent. They had no 
current medical ilIness or significant psychiatric disease 
and no history of chronic psychotropic drug use. Physi- 
cal examination and laboratory screening profile were 
within normal limits. 

Each subject received the following four treatments 
in a randomized, single-dose, four-way crossover 
study: a 25-mg capsule of CDX taken with 100 ml of 
Maalox suspension, matching placebo with 100 ml of 
the same antacid, 25 mg of CDX with 100 ml of water, 
and matching placebo with 100 ml of water. Subjects 
fasted for 8 hours before and 4 hours after each drug 
administration. Double-blind conditions applied to ad- 
ministration of CDX or placebo. At least 7 days elapsed 
between trials. 

Venous blood samples were drawn from an in- 
dwelling Butterfly cannula before dosage and at 0.5, 1, 
1.5,2, 2.5, 3, 4, 6, and 8 hours after dosage; additional 
specimens were taken by venipuncture 12 and 24 hours 
after drug administration. All blood specimens were 
immediately frozen until the time of assay. Each sub- 
ject completed a 13-item version of a self-rated visual 
analog scale of mood and subjective states (3—5) (ap- 
pendix 1). The scale was completed before and at 1.0, 
2.5, 6, and 8 hours after drug administration. 

Concentrations of CDX and its major pharmacologi- 
cally active metabolite, desmethylchlordiazepoxide 
(DMCDX), in all samples were determined by spectro- 
photofluorometric assay (6, 7). Self-ratings on the visu- 
al analog scale were normalized by arcsine transforma- 
tion (8) before calculation of change scores. Ratings 
obtained following drug administration were expressed 
as differences from predrug baseline scores. 

Pilot studies with this rating procedure suggested that 
item 5 (thinking slowed down—speeded up”) and 
item 6 (‘‘normal—spacey’’) are particularly sensitive to 
antianxiety drug effects. Early self-ratings, recorded at 
1.0 and 2.5 hours after dosage, were analyzed for their 
relation to pharmacokinetic findings using Student's . 
paired t tests and correlational analysis. 
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RESULTS FIGURE 1 


ae Mean Blood Concentrations (+SEM) of CDX and DMCDX for 10 Sub- 
Pharmacokinetics jects* í 
The apparent first-order absorption half-life of CDX zt 
*taken with water, based on composite data points from 0.7 


all 10 subjects, was 11 minutes, significantly smaller 


than the value of 24 minutes for CDX taken with the = 0.6 ~~~ L "m hi 
antacid (2). Appearance of DMCDX in the blood was E /| |] num ^ 
also delayed. Mean blood concentrations of CDX were — 7 0.5 i 
significantly lower (paired t=2.43, p<.05, two-tailed O 7 
test) at 0.5 hours after the dose when the drug was taken < o4 / =—* CDX with water 
with the antacid than with water (figure 1). At later = / o—-c CDX with Maalox 
determinations, differences in CDX levels between wa- © 93 i ia DMCDX with water 
ter and antacid conditions were small and did notreach 9 / ASA DMCDX with Maalox 
statistical significance. Comparison of areas under the — 4 | / 
24-hour blood concentration curve indicated that the 9 uis / 
completeness of CDX absorption was not significantly m / na 
different between the two conditions (2). 0.1 / p 
Subjective Effects ok -—— 

0.5 ° 10 1.5 2.0 2.5 3.0 


Changes over predrug baseline self-ratings on items 5 
and 6 associated with placebo administration were not 
significant either at 1.0 or 2.5 hours after the dose (fig- 
ure 2). 

Self-ratings of ''spaciness'' increased significantly 
over baseline at 1.0 hours (p<.01) and at 2.5 hours FIGURE 2 
(p<.025) after CDX was taken with water (figure 2). ^ Mean Subjective Self-Ratings (SEM) of 10 Subjects on Visual Analog 
The increase for CDX taken with antacid did not reach — Scale* 
significance at 0.5 hours; at 2.5 hours, the mean change 
was very close to zero (figure 2). Increases in item 6 CDX [ .] Placebo 
(‘‘spacey’’) for CDX taken with water were significant- 
ly greater than for CDX taken with antacid both at 1.0 
hours (paired t=2.26, p~.05, two-tailed test) and at 2.5 
hours (paired t=2.83, p<.02, two-tailed test) after the 
dose. 

Thinking was reported as ''slowed down" at 1.0 
hours (p«.1) and at 2.5 hours (p<.2) after CDX taken 
with water (figure 2). For CDX taken with antacid, 
slowed thinking was not evident until 2.5 hours after the 
dose (p—.2). At 1.0 hours, the change in thinking for 
CDX with water was slightly greater than for CDX with 
the antacid. By 2.5 hours after the dose, however, 


HOURS AFTER DOSE 


*Dosage, 25 mg of CDX with 100 ml of water or Maalox. 


ITEM 5: "THINKING SLOWED DOWN—SPEEDED-UP” 








Water Maalox Water Maalox 


DIFFERENCE FROM PRETREATMENT RATING 


changes in this self-rating between water and antacid | wo | d i 
conditions were nearly identical (paired t=0.03). E rc 
Relation Between Pharmacokinetics and Subjective t=2.70 
Effects "E d p«.025 
p«. 

The sum of blood concentrations of CDX and 
DMCDX measured at 0.5 hours after the dose was cor- 
related with self-ratings on items 5 and 6, both at 1.0 and 
2.5 hours after the dose (table 1). This was true for *100 rue 


CDX-water and CDX-antacid treatments considered t=1.01 


separately and for the two groups combined. Correla- | ll 

tions of 0.5-hour blood levels with 1.0-hour ratings were 

higher than with 2.5-hour ratings. For item 6 0 EB HA zE aa 

(“‘spacey’’), the correlation of 0.5-hour blood concen- 

trations with 1.0-hour ratings for the combined group 

was 0.733 (p<.001) (figure 3). 1.0 HOUR AFTER DOSE 
In contrast, correlations of 1.0- and 2.5-hour blood d s a en 

levels with self-ratings made at corresponding points in ^ *When no value is shown, the difference did not approach significance. 
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TABLE 1 
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Refation of Self-Ratings at 1.0 and 2.5 Hours After CDX Dosage to Sum of Blood Concentrations of CDX and DMCDX 





: : Correlation with Sum of CDX -- DMCDX Blood Concentrations at 0.5 Hours 
For CDX Taken For CDX Taken For Water and Maalox 
with Water with Maalox Treatments Combined : 

Self-Ratings (N —10) (N = 10) (N =20) 
Item 5: ‘‘Thinking Slowed Down—Speeded Up” 

1.0 hours after dose — .686* — 423 ~ 576** 

2.5 hours after dose — .488 —.278 -.393*** 
Item 6: ‘‘Normal—Spacey”’ 

1.0 hours after dose .694* .725* .7331 

2.5 hours after dose .441 .289 .395*** 


*p«.05, two-tailed test. 
**p«.0t, two-tailed test. 
***p«.1,two-tailed test. 
tp<.001, two-tailed test. 


FIGURE 3 
Relation of CDX plus DMCDX Blood Concentrations to the Change in 
Self-Rating of Feeling “Spacey” 


+500 


€ CDX with water 
© CDX with Maalox e 


+400 
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CHANGE IN ITEM 6 (NORMAL—"SPACEY") AT 1.0 HOURS 





0.5 1.0 
CDX + DMCDX LEVEL AT 0.5 HOURS (agmi) 


time were closer to zero and did not approach statistical 
significance. Thus ''early" blood levels following single 
doses of CDX, which are strongly influenced by drug 
absorption rate, are significantly associated with self- 
rated perceptions of drug effects at later times. 


DISCUSSION 


This double-blind controlled trial investigated self- 
rated clinical effects of single oral doses of CDX admin- 
istered to relatively asymptomatic, healthy, paid volun- 
teers and the relation BT These effects to the absorption 
: and disposition df the drug and its major metabolite. Of 


13 self-ratings made on a continuous 100-mm visual an- 
alog line scale, the two most drug-sensitive items ap- 
peared to be subjective perceptions of an increase in 
feeling ‘‘spacey,’’ and a change in ‘‘thinking speed”’ in 
the direction of ‘‘thinking slowed down.” The findings 
suggest that healthy volunteers can perceive alterations 
in their levels of arousal and intellectual function attrib- 
utable to antianxiety (sedative-hypnotic) agents. 

Coadministration of CDX with antacid significantly 
slowed the rate of drug absorption from the gastrointes- 
tinal tract (2). At 0.5 hours after the dose, blood levels of 
CDX were lower when the drug was taken with antacid 
than with water. At 1.0 hours and thereafter, blood lev- 
els were no longer significantly different between the 
two conditions. 

When CDX was taken with water, significant increas- 
es in subjective self-ratings of feeling ‘‘spacey’’ were 
recorded at 1.0 and 2.5 hours after the dose. However, 
when CDX was taken with antacid, this rating in- 
creased only slightly over the pretreatment baseline at 
1.0 hours, and no increase was observed at 2.5 hours. A 
substantial proportion of between-subject variability in 
this self-rating at both 1.0 and 2.5 hours was attributable 
not to blood levels measured at the time of the ratings 
but rather to the 0.5-hour blood level. Self-ratings of 
“thinking speeded” showed similar associations with 
0.5-hour blood levels. In the case of *'thinking speed- 
ed,” differences between CDX-water and CDX-antacid 
conditions were no longer present at 2.5 hours after the 
dose. 

After an oral dose of CDX, drug equilibration be- 
tween plasma and brain tissue appears to be de- 
layed (9). Thus, CDX blood concentrations at 0.5 hours 
after an oral dose may be most strongly reflected at the 
cerebral site of action at a later time. It is also possible 
that perceptions of certain drug effects on the central 
nervous system depend not only on the concentration 
of the drug at its active site but also on the rate at which 
this concentration is achieved. In the present study self- 
ratings of feeling ‘‘spacey’’ at 1.0 and 2.5 hours after 


Am J Psychiatry 134:5, May 1977 561 


BRIEF COMMUNICATIONS 
'( 


e 
* 


CDX dosage were greatest when the drug was taken 
' with water, absorption was rapid, and early blood lev- 
els were high. Coadministration of CDX with antacid 
did not influence the total amount of drug absorbed into 
the blood; however, it did significantly slow the rate of 
drug, absorption, reduce early blood concentrations of 
CDX, and result in significantly reduced self-ratings of 
feeling **spacey'' in comparison with the CDX-water 
treatment at 1.0 and 2.5 hours after dosage. 


CONCLUSIONS 


This study supports our previous suggestion (2, 10) 
that differences in rate of drug absorption can influence 
the clinical response to single doses of antianxiety 
agents such as CDX. The findings are particularly rele- 
vant, for example, to patients with gastrointestinal dis- 
orders who suffer acute situational or free-floating anx- 
iety and who are prescribed medication on an as- 
needed basis. Reduced gastrointestinal motility in such 
patients, caused by the underlying disease or con- 
current drug therapy (i.e., antacids, anticholinergics, 
opiates), might have a profound influence on their per- 
ception of antianxiety drug effects. Further studies us- 
ing symptomatic target populations and other methods 
of clinical assessment are needed to confirm and extend 
these observations. 
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APPENDIX 1 
Visual Analog Scale of Mood and Subjective States (Pilot Form)* 


On the following lines, please indicate your feelings just now. 


l. 


10. 


ee 


12. 


13. 


Caim 


Normal 


Normal 


Energetic 


Thinking Slowed Down 


Normal 


Friendly 


Normal 


Unhungry 


Unpleasant 


Relaxed 


Normal 


Discontented 


Anxious 


Bloated 


Sad 


Fatigued 


Thinking Speeded Up 


Spacey 


Seclusive 


Elated 


Hungry 


Pleasant 


Excited 


Easily Irritated 


Contented 


*From the Psychopharmacology Research Laboratory, Massachusetts Men- 
tal Health Center and Harvard Medical School, Boston, Mass. The item num- 
bers do not appear on the original pilot form but were inserted here for clarity. 
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BY JONATHAN KELLERMAN, PH.D., DAVID RIGLER, PH.D., AND STUART E. SIEGEL, M.D. 


The authors questioned the directors of 13 protected- 
environment installations on the psychological effects 
of protected environment treatment. Psychological 
problems reported included anxiety, depression, sleep 
disturbance, withdrawal, regression, and 
hallucinations. Children seemed to adapt better than 
adults to protected environments. Respondents 
recommended the use of preentry orientation, 
structured recreation programs, steps to prevent time 
disorientation, and psychological support for both 
patients and staff to minimize the psychological 
effects of treatment in protected environments. 


THE MEDICAL EFFECTIVENESS Of protected environ- 
ments (PE) employing barrier isolation facilities, such 
as life islands and laminar flow rooms, has been de- 
scribed in terms of reducing the rate of bacterial infec- 
tion during periods of drug- and disease-induced gran- 
ulocytopenta (1-8). Although such treatment presents 
the potential for psychological disturbance, few arti- 
cles have appeared on this essential aspect of patient 
care (9, 10). We conducted a survey of laminar flow 
units while developing a program with which to evalu- 
ate and deal with the psychological functioning of chil- 
dren with advanced solid tumors who were being 
treated in protected environments. 


METHOD 


A questionnaire was sent to the directors of all the 
medical installations with the most commonly used 
semiportable laminar airflow unit (N= 17). Thirteen of 
the 17 directors (76.5%) completed the questionnaire. 
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Division of Hematology-Oncology. Dr. Rigler is also Professor of Pe- 
diatrics and Dr. Siegel is also Associate Professor of Pediatrics, Uni- 
ee of Southern California School of Medicine, Los Angeles, Cal- 
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. Sstallations who provitled information for this study. 


RESULTS 
General Characteristics of Installations 


The patient census ranged from 6 to 260, with a me- 
dian of 35 patients. The majority of patients treated in 
the protected environments were cancer patients 
(table 1). Range of isolation was 2 to 240 days, with a 
median of 35 days. Six installations treated only adults 
(at least 18 years old), 6 treated both adult and pediat- 
ric patients, and 1 installation treated only pediatric 
patients. 


Psychological Effects of Reverse Isolation 


Respondents completed a checklist on which they 
noted the occurrence of psychiatric symptoms in 
patients treated in PE. Table 2 summarizes these data. 
Anxiety, depression, irregular sleep, withdrawal, dis- 
orientation, regression, and hallucinations were report- 
ed by over a third of the respondents. The following 
symptoms were also observed, but less frequently: 
nightmares, soiling, delusions, self-destructive behav- 
ior, cognitive loss, and psychosomatic complaints. 

Six of the 13 installations reported removing 
patients from PE for psychological reasons. Removal 
criteria included destructive behavior, isolation-in- 
duced anxiety (including one case in which a patient 
was convinced that the laminar airflow would cause 
pneumonia), regression that made medical manage- 
ment difficult, and depression, which was often related 
to treatment failure. Some adult patients manifested a 
regressive pattern that included refusing to take medi- 
cation and follow the regime of the unit, exhibiting 
childlike, demanding, and dependent behavior, and 
withdrawing by feigning sleep and refusing to acknowl- 
edge the presence of staff or surroundings. 

Some patients developed a fear of being alone after 
leaving the protected environment. Children occasion- 
ally displayed psychological dependency on the PE 
unit and asked to be placed in isolation when they 
were subsequently rehospitalized. Adolescent patients 
suffered particularly from the lack of privacy in the 
“fishbowl” environment of the laminar airflow unit. 
None of the patients removed for nonmedical reasons 
was a child. One respondent specifically noted that 
children appeared to adjust psychologically to PE bet- 
ter than adults. 


Psychological Management and Investigation . 


All respondents reported that they provided psycho- 
logical support for patients; 2 installations reported 
that physicians and nurses were primarily responsible 
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TABLE 1 
. Conditions Treated in Protected Environments by 13 Installations 











Number of Installations 

Condition Treating 
Leukemia and other malignancies 4 

Leukemia and immunodeficiencies 3 

Leukemia and meningitis I 

Leukemia only 3 

Bone marrow transplants ] 

Burns i 

TABLE 2 


Number of Protected-Environment Installations (N=13) Reporting 
Psychological Problems in PE Patients, by Severity of Problem 








Total 

Problem Slight Moderate Severe Total Percentage 
Anxiety 3 6 l 10 76.9 
Depression 2 6 4 12 92.3 
Withdrawal 3 4 0 7 53.8 
Hallucinations 4 1 0 5 38.5 

Visual I I 0 2 15.4 

Auditory 2 0 0 2 15.4 

Tactile 1 0 0 i NM AN. 
Delusions 2 0 0 2 15.4 
Disorientation 5 0 0 5 38.5 

Time 3 0 0 3 23.1 

Space 2 0 0 2 15.4 
Soiling 2 0 0 2 15.4 
Nightmares 2 l 0 3 23.1 
Irregular sleep 2 6 0 8 61.5 
Regression 4 | 0 5 38.5 
Self-destructive 

behavior l 0 2 15.4 
Cognitive loss 2 0 0 2 15.4 
Psychosomatic 

reactions 0 2 0 2 15.4 





for providing this support, and 11 installations used 
mental health professionals. No installation reported 
systematic investigation of the psychological effects of 
PE. 

Respondents suggested methods derived from their 
own experience to help maximize psychological adjust- 
ment in PE. These included detailed orientation prior 
to entry for patient and family, encouraging patient 
and family to participate in ongoing care, extensive 
use of occupational and play therapy, structured daily 
schedules, access to clocks, calendars, and window- 
views to prevent time disorientation, and extensive 
support for staff members. 


DISCUSSION 


The literature on sensory deprivation and social iso- 
lation indicates that restrictions on and alterations of 
the informational, social, and sensory input of adults 
can affect such areas as cognition, perception, and 
emotion (11-14). Research on childhood separa- 
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tion (15-19) points to the psychological potency piis isO- 
lation and deprivation. 

A previous study of the treatment of leukemics ina 
life island (9) described instances of discontinuation of 
treatment due to psychological problems. However, a 
behavioral investigation of patients in a variety of 
“germ-free” units, (i.e., life islands, room-within-a- 
room, germ-free rooms) found no symptoms attribut- 
able to sensory deprivation (10). 

In a report of the rearing of twin boys with lympho- 
penic hypogammaglobulinaemia in life islands, Teller 
and associates (20) described the psychological prob- 
lems that prolonged isolation posed for both patients 
and staff. Findings in these children included psycho- 
somatic reactions, ‘‘hospitalism,’’ rhythmic self-stim- 
ulation, learning disorders, impaired intellectual capac- 
ity, and temporary postconfinement arousal. 

The respondents surveyed in our study noted the oc- 
currence of psychological problems in patients treated 
in PE. However, interpretation of these data is limited 
by the fact that precise accounting of the number of 
patients with problems was lacking due to the absence 
of systematic psychological investigation by the report- 
ing installations. In the absence of controlled studies it 
is also difficult to separate the psychological effects of 
isolation from those that may be brought about by a 
diagnosis of cancer or by hospitalization per se. 

The observation that children exhibited fewer psy- 
chological problems than adults was particularly inter- 
esting. Several factors may be important in this regard. 
Children may be easier to stimulate than adults and 
may be more likely to elicit support from staff. Adults 
may be more aware of the implications of a fatal dis- 
ease, although there is evidence that children are more 
aware of this than had been previously believed (21). 
Adults may be more assertive in their complaints or in 
actually removing themselves from PE, whereas chil- 
dren may accept treatment prescribed for them. In ad- 
dition, staff members may be more tolerant of deviant, 
particularly regressive, behavior in children than in 
adults. 

Although we cannot conclude that treatment of 
patients in PE inevitably leads to psychological prob- 
lems, and, in fact, several patients have been treated 
for prolonged periods without the occurrence of dis- 
abling psychopathology (22-24), there is still a need 
for systematic investigation of the role of psychologi- 
cal variables in PE treatment. Such inquiry should 
take the form of long-term behavioral ratings that 
would yield information on stable patterns of adjust- 
ment to PE, thus providing a baseline for use in evalu- 
ating psychopathology in PE patients. 
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Norepinephrine and 3-Methoxy-4-hydroxyphenyl Glycol 
Gradients in Human Cerebrospinal Fluid 


BY MICHAEL G. ZIEGLER, M.D., JAMES H. WOOD, M.D., C. RAYMOND LAKE, M.D., PH.D., 


AND IRWIN J. KOPIN, M.D. 


The presence of abnormal levels of 3-methoxy-4- 
hydroxyphenyl glycol (MHPG) in the cerebrospinal 
fluid (CSF) of some patients with affective disorders 
may indicate abnormal norepinephrine metabolism in 
these patients. The authors evaluated the relationship 
between norepinephrine and MHPG in CSF and found 
that both are present in increasing levels as more CSF 
is removed from the lumbar puncture needle. 
Norepinephrine and MHPG are closely related, 
although norepinephrine levels are more variable 
within and between subjects. Both norepinephrine and 
MHPG levels in CSF should provide important 
information about norepinephrine metabolism in 
affective disorders. 


THE MAJOR metabolif€ "Of norepinephrine (NE) in the 
central nervous System is 3-methoxy-4-hydroxyphenyl 


glycol (MHPG) (1, 2). Cerebrospinal fluid (CSF) levels 
of MHPG are about 10 times as high as those of vanil- 
lylmandelic acid (3), the major peripheral metabolite of 
NE. Chase and associates (4) proposed that a close 
relationship exists between the concentration of 
MHPG in CSF and the metabolism of norepinephrine in 
the human central nervous system. MHPG levels in 
CSF have been used as a measure of central NE metab- 
olism. Wilk and associates (5) reported high values for 
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MHPG in the CSF of manic patients. Post and asso- 
- ciates (6) did not confirm this finding but reported low 
values of MHPG in the CSF of depressed patients. The 
recent report of a gradient for norepinephrine in human 
.CSF (7) led us to question the use of MH PG levels as an 
index of central NE metabolism because of the reported 
absence of any gradient for MHPG in lumbar CSF. 
Samples of lumbar and ventricular CSF were reported 
to have the same amount of MHPG (4, 8), and succes- 
sive samples of CSF showed no significant increase in 
MHPG concentration (3). 

The initial report of a norepinephrine gradient in CSF 
dealt only with patients with Huntington's chorea (7). 
For our study we measured NE in the CSF of patients 
with different neurologic disorders and measured 
MHPG in many of the same CSF samples to determine 
the relationship between NE and its major metabolite in 
human CSF. 


METHOD 


Informed consent was obtained from 15 patients hos- 
pitalized at the National Institutes of Health for various 
neurologic disorders requiring lumbar puncture and the 
removal of CSF for diagnostic or therapeutic purposes. 
After the protocol was reviewed by the NIH Clinical 
Investigation Committee, CSF samples were taken 
from these patients. Several of the patients had a histo- 
ry of epilepsy and were taking diphenylhydantoin and 
phenobarbital on a continuing basis. Concentrations of 
anticonvulsant drugs in the blood did not vary signifi- 
cantly, remaining in the therapeutic range throughout 
the study. Some of the patients had surgically im- 
planted cerebellar electrodes, but CSF from any patient 
who had had a stimulating current applied to these elec- 
trodes for the preceding 7 days was not used. We had 
previously determined that surgical implantation of 
cerebellar electrodes does not alter CSF norepineph- 
rine levels. None of the 15 patients had any known 
structural abnormality of their central nervous system 
or any obstruction of CSF flow. Lumbar puncture was 
performed in the lateral decubitus position at 9:00 a.m. 
after 12 hours of bed rest. CSF was collected in poly- 
propylene tubes containing 10 mg of ascorbic acid and 
then placed on ice until transferred within 30 minutes to 
a —70? C freezer where the samples were stored until 
assays for norepinephrine and MHPG were done. NE 
and MHPG levels were measured in the first 5 ml, the 
17th to 22nd ml, and the 33rd to 38th ml of CSF removed 
by lumbar puncture. 

Norepinephrine was measured by a sensitive radio- 
enzymatic method (7) that uses the conversion of NE to 
?H-epinephrine. The method had a sensitivity (twice 
blank) of 14 pg of NE per milliliter of CSF. MHPG was 
measured by gas-liquid chromatography-mass frag- 
mentography (9) with deuterated MHPG as internal 
standard. 

Statistical comparisons were done by a standard 
paired t test. 
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FIGURE 1 
NE in CSF from 15 Patients and MHPG in the Same Samples from 7 of 
These Patients* 
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*The levels shown for the 1722 ml samples and the 33-38 mi samples are 
indicated with dark areas representing the increments (+SEM) in NE and 
MHPG levels over the prior CSF samples. 

**Significant increases (p<.002) by paired t test. 


RESULTS 


Norepinephrine in CSF increased significantly be- 
tween the first 5 ml and the 17th to 22nd ml of CSF. The 
CSF from the 33rd to 38th ml sample did not contain 
significantly more NE than the second sample. MHPG 
content of CSF followed a similar pattern—there was a 
significant increase from the first to the second sample 
but no further significant change (figure 1). Between the 
first and last CSF samples, norepinephrine increased 
31% and MHPG increased 12%. 

When norepinephrine and MHPG were measured in 
the last CSF sample (33rd to 38th ml) taken from 9 
patients, the levels of NE and its metabolite correlated 
significantly (r=.76, p<.05); however, NE and MHPG 
levels did not correlate significantly (r=.54) in the first 
CSF sample taken. Norepinephrine levels vary more 
widely between patients than do MHPG levels. Patients 
with very low levels of NE have MHPG levels only 
slightly lower than the mean for the entire group (figure 
2). Thus norepinephrine not only has a more pro- 
nounced gradient in the CSF of individual patients than 
MHPG (figure 1), but norepinephrine levels also vary 
more between patients than do levels of MHPG. In the 
last CSF sample the coefficient of variance for NE is 
42% and for MHPG is 15%. 

There was a mean increase of 30% in CSF norepi- 
nephrine levels between the first CSF sample and the 
sample taken after 17 ml of GST* had been removed. No 
subsequent changes in CSF norepinephrine were found 


FIGURE 2 
MHPG and NE Levels in the Last CSF Sample (33-38 ml) from 9 
Patients* 
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*r=0.76, p«.05. 


FIGURE 3 
Levels of NE (- SEM) in Successive Samples of CSF Taken from All 
Patients or from an Individual Patient on Four or More Occasions 
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*The difference between the level of NE in the first 5 ml of CSF and the 17-22 
mi and 33-38 mi samples is significantly different (p<.01) from that found in 
all subjects. 

**The difference between the lev E in the 17~22 ml CSF sample and the 
33-38 ml sample is significantly different (p<.01) from all subjects. Subjects 
1, 2, and 3 have prand’ mal epilepsy. 
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when more CSF was removed. The CSF norepineph- 
rine gradient of a few patients did not follow the pattern 
of the group as a whole (figure 3). In 1 subject there was: 
no demonstrable gradient in CSF norepinephrine; in 
another there appeared to be a reversed gradient with 
decreased NE levels as more CSF was removed. .In 
contrast to this individual variation in CSF norepineph- 
rine gradients, MHPG levels increased between the first 
and second CSF samples in every patient measured. 


DISCUSSION 


There is a gradient for norepinephrine in spinal CSF, 
with a 30% increase in NE levels from the first sample to 
one taken after 17 ml of CSF had been removed. A 
previous report (7) also noted a 30% increase in spinal 
CSF norepinephrine levels, with no further increase af- 
ter 12 ml of CSF had been removed. Thus the CSF 
gradient for norepinephrine apparently persists only up 
to 12 ml of CSF removed. The gradient for MHPG in 
CSF is significant, but there is only a 12% increase up to 
removal of 17 ml of CSF. Given such a small increase 
and the variance between subjects, unpaired samples 
would not be expected to reveal any difference between 
low lumbar and upper CSF levels of MHPG (4, 8). Ina 
prior study (3) in which MHPG from successive CSF 
samples was found not to increase, the patients had 
been recumbent for only 30 minutes before lumbar 
puncture and sat up to have CSF removed. Our patients 
were recumbent for 12 hours before lumbar puncture 
and CSF was removed with the patients in the lateral 
decubitus position. It is possible that normal activity 
sufficiently disturbs CSF gradients so that the small gra- 
dient for MHPG becomes undetectable. 

Both norepinephrine and MHPG increased between 
the first CSF sample and the one taken at 17 to 22 ml but 
did not increase further. Since there are 30 ml of CSF in 
the spinal subarachnoid space (10), the first two sam- 
ples were taken from the spinal subarachnoid space 
while the last sample presumably contained a mixture of 
CSF derived from the cisterna magna, basal cisterns, 
and the cerebral ventricles. The MHPG and norepi- 
nephrine gradients thus appear to be of spinal origin and 
do not appear to be dependent on brain areas containing 
NE. Spinal cord NE is localized to nerve endings in 
descending tracts, and the amount of NE in the cord is 
dramatically reduced below a cord transection (11, 12). 
Norepinephrine is localized mainly in grey matter (13), 
and it is unlikely that the lower lumbar area in the region 
of the cauda equina contributes significant quantities of 
NE to the CSF first obtained during lumbar puncture. 
Norepinephrine and MHPG in CSF obtained by lumbar 
puncture is probably derived from spinal cord nerve 
terminals that have cell bodies originating in the brain. 
That the magnitude in the gradient of norepinephrine 
was not larger might be explained by a longer half-life of 
NE released into CSF as compared with NE released 
into plasma, where inactivating enzymes are in close 
proximity to blood. Inactivation by reuptake might be 
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expected to be diminished in CSF not near nerve tissue. 

The levels of MHPG present in CSF are about 40 
. times as great as the levels of norepinephrine, presum- 
ably because NE is rapidly metabolized to MHPG. It 
appears reasonable to assume that MHPG has a slower 
turnover rate in CSF than does norepinephrine. This 
might explain why the gradient for MHPG is less steep 
than for norepinephrine in spinal CSF. The more rapid 
metabolism of NE may also explain the greater variabil- 
ity in NE levels than in MHPG levels (figure 2). 

Norepinephrine levels not only vary more between 
patients than do MHPG levels, but in some patients the 
CSF gradient for NE is consistently different from the 
group as a whole. Since MHPG gradients in these sub- 
jects appear to be normal, we do not have an adequate 
explanation of these individual variations. 

This study supports previous claims that MHPG lev- 
els in CSF provide an index of central norepinephrine 
metabolism (4). Although NE levels in CSF are more 
varied, they can also provide an index of central ner- 
vous system norepinephrine metabolism and help to 
clarify the postulated roles of NE in depression (6), 
mania (5), and schizophrenia (14). 
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Consultation in the College Setting 


BY ELIZABETH AUB REID, M.D. 


The author discusses the relationship between patient 


care and consulting and the rapport that contact 
between college health service psychiatrists and other 
college personnel can engender. People in the college 
community learn how psychiatrists approach 
problems and what they can or cannot do. 
Psychiatrists learn how people in a college setting 
function and are thus better able to understand and 
help both patients and consultees. 


AS CONSULTANTS, psychiatrists and other trained men- 
tal health workers in a college or university health serv- 
ice have a special position. Unlike consultants in most 
other situations, they have a dual responsibility. Their 
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job is not only to take care of patients in the university 
but also to consult in various ways in the same commu- 
nity. It is essential that both of these functions be car- 
ried out in such a way that they do not interfere with 
each other. Although there is turnover among the stu- 
dents, the population at any one time is fairly constant; 
the community is a defined one in which each individ- 
ual has a delineated position in relation to other indi- 
viduals and the institution. Besides treating individual 
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patients, psychiatrists have the opportunity to consult 
in the college itself. 

Unlike situations in which consulting is the only 
function served by the psychiatrist, the work of psychi- 
atrists in a student health service involves two con- 
stituencies: individuals who come to them seeking 
help for themselves and individuals seeking help as 
members of the institution itself. The way that these 
two relate in the psychiatrist's work can be creative 
and enhancing for all concerned, provided the psychia- 
trist keeps certain principles very clear. 

The simplest, most obvious, but fundamentally most 
crucial issue for psychiatrists in this setting has to do 
with priorities. There must be no question in the mind 
of the physician that when there appears to be a con- 
flict, the individual patient-doctor relationship takes 
priority. 

The personal versus professional inclinations of the 
psychiatrist may complicate this dichotomy. Anyone 
working as a counselor in a college or university 
comes to know, often quite well, the members of the 
administration. Unlike the students, administration 
members comprise a permanent part of the commu- 
nity. These people are the psychiatrist's colleagues. 
Should the occasion arise, the psychiatrist will not find 
it easy to deny one of these colleagues a request that 
might not be in the patient's best interest. 

One way the dichotomy between patient and admin- 
istration often manifests itself concerns con- 
fidentiality. Confidentiality should be respected, even 
if someone in the college administration feels he or she 
needs information. Except in the rare instances of se- 
vere psychosis or serious threat of suicide or violence 
the psychiatrist or other counselor should not divulge 
anything outside the psychiatric counseling service 
without the freely given informed consent of the 
patient. Of course, referrals can be acknowledged, but 
confidentiality precludes stating whether or not a stu- 
dent is a patient of the mental health service. Patients 
have the right to expect the same privacy from a health 
service that they would from a private physician or 
clinic. 

Administrators who ask for information may need to 
be reminded of the principle of confidentiality, but 
they can understand that the institution benefits in the 
long run from strict application of it. If health service 
physicians get a reputation for breaching con- 
fidentiality it will be next to impossible to get many stu- 
dents to use the available services. No one gains by 
that situation. 

This does not imply that people working in a health 
service cannot or should not consult with people in the 


community who do not define themselves as patients. | 


On the contrary, this should be done. What matters is 
the manner in which it is done. Although there is often 
overlap, consultation tends to be divided into two 
broad categories: consulting about an individual (or oc- 
casionally a group) in difficulty, which is in many ways 
an extension of patient care, and more general consul- 
tation, teaching, or exchange. 


BRIEF COMMUNICATIONS 


CONSULTATION ON INDIVIDUAL PROBLEMS 


People in a college community may feel the need to: 


share a problem about someone who is worrying them. 
These people might be in positions of responsibility 
like counselors, advisers, resident tutors, faculty mem- 
bers, or deans, or they might be peers such as friends 
or roommates. It is usually possible for the psychia- 
trist to get enough data directly from these people 
about the individual worrying them that any opinion or 
advice can be based solely on that and confidentiality 
does not become an issue. If the consultation concerns 
a patient and the information would be relevant to the 
patient's treatment, the psychiatrist would obtain spe- 
cific permission from the patient to discuss him or her. 
If the consultation is carefully done, the concerned per- 
son can find a sympathetic ear and have his or her anx- 
iety relieved, either because the psychiatrist may feel 
that the anxiety is not warranted and says so and why 
or because the psychiatrist offers to help in some way. 
The psychiatrist might help the worried individual fig- 
ure out a better way to handle the situation or may also 
want to arrange to see the other person involved. 

Often the psychiatrist gains at least as much as the 
individual who comes to him or her for consultation. If 
the concern expressed is about someone the psychiat- 
ric service knows or might come to know as a patient, 
the information obtained can be very useful in manage- 
ment. It can also be reassuring to the psychiatrist deal- 
ing with a worrisome patient to know that someone 
else, perhaps someone in a position of responsibility 
who can oversee the day-to-day life of the patient, is 
also concerned and taking account of the situation. 
Patient care should be much improved by this kind of 
collaboration. 


CONSULTATION AS TEACHING 


The psychiatrist’s work combines understanding 
and helping people as patients with problems (some- 
times with psychopathology) and as individuals trying 
to cope with a particular environment. Knowledge 
about the environment inevitably comes from just talk- 
ing with many patients. Getting to know the people in 
the college community by working with them in other 
ways can be especially helpful in appreciating the 
strengths and weaknesses of the college atmosphere 
and finding out which department or individual is like- 
ly to be helpful. There are many possibilities. 

Although much of the consultation in the college set- 
ting is informal and oriented to a specific problem, the 
psychiatrist can also use his or her expertise to teach 
other helpers of students, such as deans, academic ad- 
visers, admissions committees, dormitory resident tu- 
tors, adult counselors, and peer counselors. All these 
groups can gain from consulting with the college psy- 
chiatrist, preferably in a structured, ongoing way. This 
can be done with either individuals or groups, and can 
be an occasional or regular meeting. 

Consultation of this sort does not just happen. It 
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does not occur to people who feel competent at their 
jobs to discuss difficulties, particularly emotional 
` ones, with someone they do not know well. A relation- 
ship that involves a feeling of comfort and trust must 
be developed before informal consultations with a psy- 
chiatrist would be considered, let alone arranged. 
There are many ways to establish this kind of relation- 
ship; these must vary according to the institution and 
the particular individuals involved. Consulting situa- 
tions usually develop from nonpsychiatric contacts 
that are professional or social. Being involved in the 
college in some way not obviously psychiatric not only 
gives the psychiatrist a new perspective on college life 
but frequently also lays the personal groundwork for 
later consultations. 

Consulting to groups or individuals in a formal way 
takes two forms. Sometimes the psychiatrist adds an 
opinion based on his or her special knowledge to the 
deliberations of an existing group, e.g., the admissions 
committee. Joint meetings between psychiatrists and 
such other university personnel as clergy or adminis- 
trators in which discussions of topics of mutual con- 
cern take place offer a chance for getting acquainted 
and for psychiatrists to learn and to contribute their ex- 
pertise. These kinds of consultation are straight- 
forward in that when an opinion is asked the psychia- 
trist can give it. Such encounters give the psychiatrist 
a picture of the workings of the institution in a way few 
other things can. What is equally impressive is how 
much a sophisticated college administration knows; 
only rarely is a psychiatrist in a position to be more 
sure about a situation than anyone else. 

Teaching how to counsel is the other form that for- 
mal consultation with groups can take. For trained 
counselors, seeking supervision of their work is an es- 
tablished pattern, and consulting to them is straight- 
forward. With psychologically untrained people, how- 
ever, consultation presents special problems for the 
psychiatrist. 

One problem is helping the consultee handle the anx- 
iety inherent in every counseling and many advising 
situations. Counselors expect anxiety; tutors may not. 
The anxiety comes from several sources, including, of 
course, pathology in the student, especially if the con- 
sultee is unsure what the pathology is or what to do 
under the circumstances. Beyond that is the more or 
less explicit question of what the counselor feels to be 
his or her role and responsibility. In doing this kind of 
consultation it is very important that the psychiatrist 
know where the consultee is coming from on both 
counts so that whatever is discussed will feel relevant 
to the consultee and the encounter will feel useful rath- 
er than simply produce anxiety. Suppose the implied 
question posed by a dean is, '' How can I get this weep- 
ing woman out of my office and into yours?’’ The 
chances are that telling the dean how to handle the 
woman in his or her office will not be appreciated un- 
less a good reason is given. 

With an individual it is usually not too hard for the 
psychiatrist to figure out what the person wants. In 
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group consultation this can be more difficult, however. 
For example, if the group meeting with the psychiatrist 
is made up of resident tutors chosen for their academic 
expertise who feel their job is tutoring, discussing 
problems in general from the point of view of fostering 
emotional growth and contentment will only provoke 
anxiety. The first step would be to engage these tutors 
in the idea that focusing on emotional growth could be 
an interesting and valuable adjunct to their role as aca- 
demic tutors. 

If there are good rules for how to do this every time, 
I do not know them. However, there are some useful 
guidelines. The simplest, of course, is to make teach- 
ing clearly relevant. Discussing hypothetical issues 
tends to create undue anxiety. A better way to start is 
to discuss an actual problem faced by one or more 
members of the consulting group. À discussion about 
someone who is known to the group has much more 
immediacy than a more theoretical situation. Anxiety 
is already present; new understanding and methods of 
coping should tend to allay it. Besides, it is easier for a 
psychiatrist to help an adviser, for instance, to remem- 
ber a recent experience with a student and to feel com- 
fortable with and use his or her own feelings and those 
of the student. This is crucial because acknowledging 
and using feelings constructively is one of the most im- 
portant things one hopes to teach. 

If case material is presented without affect, role play- 
ing the situation can be a helpful teaching device. It al- 
so gives everyone a chance to observe the material 
more directly and then discuss certain kinds of 
patients or how to deal with specific problems. 

Intellectual knowledge about development and pa- 
thology adds legitimacy and a clearer frame of refer- 
ence to this kind of consultation. It would be a pity if 
this became a way of avoiding feelings, but knowledge 
is the foundation of a university; not to include some 
formal teaching would be a mistake. 

To be useful as a consultant psychiatrists and other 
mental health professionals must be sensitive to the in- _ 
stitutional and personal needs of their consultees, both 
as groups and as individuals. They need to know as 
much as possible about where each client fits in the uni- 
versity and what that client's individual strengths and 
peculiarities are. This makes any consultation more 
relevant and helpful and therefore more likely to be 
one of an ongoing series of consulting encounters. 


FOR THE PSYCHIATRIST 


What comes out of the consultant role for the psychi- 
atrist is a much richer knowledge of the people in the 
university or college and how they function separately 
and together. Conversely, the people in this commu- 
nity get to know the psychiatrists and how to use them 
better. Everyone learns from consultation. A lot more 
comes out of each consultation than just the solving of 
a particular problem. Contacts thus started can develop 
into more lasting and fruitful collegial relationships. 
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Hormones and Sexual Orientation in Men 


BY RICHARD C. FRIEDMAN, M.D., INGE DYRENFURTH, PH.D., DANIEL LINKIE, PH.D., 


RUTH TENDLER, PH.D., AND JOSEPH L. FLEISS, PH.D. 


Recently there has been a surge of interest in the 
psychological-biological aspects of homosexuality. 
Plasma levels of gonadotropins and sex steroid hor- 
mones have been reported by some investigators to dif- 
fer between homosexual and heterosexual males. 
However, other researchers have found no differ- 
ences (1). The purpose of the present investigation 
was to further evaluate hormonal relationships in ho- 
mosexual and heterosexual men. 


Method 


Potential homosexual subjects were recruited by a 
homosexual psychiatrist and homosexual clinical psy- 
chologist who knew them well. A heterosexual psychi- 
atrist and heterosexual medical student recruited po- 
tential heterosexual subjects. These individuals were 
then interviewed by one of us (R.C.F.). Two homosex- 
ual men were excluded from the study, one because of 
drug abuse and one because of paranoid thinking. The 
remaining subjects were all in good health and were 
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not using any drugs known to affect endocrine status. 
No subject manifested gross psychopathology on men- 
tal status examination, nor did any relate a history of 
severé psychopathology during the week before the in- 
terview. (In keeping with the proposed DSM-III classi- 
fication, homosexuality was not considered a form of 
psychopathology.) The homosexual subjects were all 
rated 6 on the Kinsey scale (2) in activity and in fan- 
tasy; the heterosexual individuals were rated 0. The 
subjects were all content with their sexual orientation 
and expressed no desire to modify their sexual object 
preference. All subjects were sexually active; how- 
ever, they were instructed not to experience orgasm 
within 24 hours of blood sampling. The mean ages 
were 32 for the homosexual subjects and 28 for hetero- 
sexual subjects. All participants in the investigation re- 
ceived financial remuneration. 

After 10 minutes of rest in the supine position, 25 cc 
of venous blood was taken. Blood samples were drawn 
between 9:30 and 10:30 a.m. under fasting conditions. 
All subjects were calm at the time of blood sampling, 
with no manifestation of severe anxiety. 

Plasma hormone assays. Testosterone and andros- 
tenedione were measured by radioimmunoassay (RIA) 
according to the procedure of Abraham and asso- 
ciates (3) using a celite column for steroid separations 
and charcoal as a means to separate the bound and un- 
bound hormone. 

Estradiol and estrone were also measured by char- 
coal RIA (4). Separation of the two steroids was on 
Sephadex LH-20 columns. Antiserum against, estra- 
diol-17-beta BSA (bovine serum albumin) was raised 
in sheep by our laboratory. It has sufficient cross-reac- 
tion (85%) to be used for both estradiol and estrone de- 
terminations. 
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TABLE 1 
Results of Hormone Assays for Homosexuai and Heterosexual Men 


Homosexual Subjects (N =20) 


Hormone Range Mean SD 
Testosterone (ng/ml) 3.83-10.47 7.46 1.98 
Androstenedione (pg/ml) 582-3379 1426 697 
Estradiol (pg/ml) 3.0—58.0 33.8 16.0 
Estrone (pg/ml) 32.0-172.0 89.] 41.4 
Cortisol (9/100 ml) 4.70—15.00 10.25 2.12. 
Luteinizing hormone 

(ng LER-907/ml) 35—83.35 54 14 


* By two-tailed t test. 


Cortisol measurements were performed using a com- 
petitive protein-binding method (5) with diluted hu- 


man serum as the source of cortisol-binding globulin 


and activated magnesium silicate (Florisil) as the agent 
separating protein-bound and free cortisol. 

Luteinizing hormone (LH) was assayed by the 
double antibody RIA of Midgley (6) with LER-907 as 
standard and other reagents supplied by the National 
Institutes of Health. 


Results 


As shown in table 1, there was no statistical differ- 
ence between the two groups for LH, testosterone, es- 
tradiol, or estrone. The mean plasma androstenedione 
level for the homosexual subjects was significantly 
greater than that for the heterosexual subjects (p= .05), 
as was the mean plasma cortisol level (p<.05). 


Discussion 


Our data are in agreement with studies that have 
found no difference in plasma testosterone between ho- 
mosexual and heterosexual men. Since plasma LH val- 
ues did not differ between our homosexual and hetero- 
sexual groups, there is no evidence that the metabo- 
lism of testosterone was related to sexual orientation 
in this sample. Doerr and associates (7) have empha- 
sized the need for confirmation of their finding of ele- 
vated estrogens in homosexuality. The fact that we 
failed to confirm their observation does not mean that 
plasma estrogen differences do not exist between some 
subgroups of heterosexual and homosexual men. The 
number of subjects in our study was small and further 
investigations are needed. However, our data do sug- 
gest that elevated plasma estrogens are not inevitably 
correlated with lifelong exclusive male homosexuality. 
Our plasma androstenedione values differ from those 
of Tourney and associates (8, 9), who have found no 
differences between homosexual and heterosexual 
men. . 

The differences in plasma levels of androstenedione 
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Heterosexual Subjects (N = 18) . 
Range Mean SD Significance* 
2.70-9.51 6.50 2.02 n.S. 
368—1848 1031 489 p=.05 
12.0-58.0 36.5 14.1 n.s, 
29.0-156.0 73.3 38.5 n.s. 
2.9%% 14.10 8.14 3.48 p=.045 
36.7-115 64.2 18.67 n.s 


and also of cortisol between our homosexual and heter- 
osexual subjects suggest differences in adrenal func- 
tion. In our view, the most likely explanation for this 
finding is that the two groups differed with regard to 
emotional stress. This hypothetical difference was too 
subtle to be detected on mental status examination but 
large enough to produce an adrenal response. Our ho- 
mosexual subjects were socially well adjusted with re- 
gard to vocational or school performance and inter- 
personal relationship patterns. All were aware, how- 
ever, of belonging to a minority group in a homophobic 
culture. Although some were less disturbed by this 
than others at the time of the study, all had experi- 
enced years of painful social estrangement earlier in 
life. It is possible that other reasons for stress differ- 
ences between the two groups existed as well; this pos- 
sibility awaits future investigations using more sophis- 
ticated assessment of psychological state and adrenal 
function than was possible in our study. 
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Diazepam Withdrawal Psychosis: A Case Report 


CLINICAL AND RESEARCH REPORTS +. ` 


BY MAURICE W. DYSKEN, M.D., AND CARLYLE H. CHAN, M.D. 


Minor withdrawal symptoms have been reported fol- 
lowing abrupt discontinuation of benzodiazepine de- 
rivatives given in small amounts over several 
months (1, 2). It is generally thought that grand mal 
seizures and psychotic states occur after withdrawal 
from excessive doses (3, 4). We would like to report 
the case of a patient with a long history of alcohol and 
sedative abuse who developed a withdrawal psychosis 
following discontinuation of a small amount of mainte- 
nance diazepam. 


Case Report 


A 49-year-old man was admitted to a psychiatric 
unit with a recent history of anxiety, restlessness, de- 
pression, and suicidal thoughts. He had lost interest in 
his work and complained of hypersomnia and de- 
creased libido. All of these symptoms began shortly af- 
ter he had terminated psychotherapy 3 months before 
admission. The patient gave an il-year history of 
binge drinking and had been hospitalized several times 
for depression and alcoholism. He indicated that he 
had had a drink of alcohol the evening before his ad- 
mission but had not had a drink for a month before 
that. He reported a 12-year history of chronic sedative 
use—he had taken meprobamate for about 2 years and 
chlordiazepoxide for about 3 years. He stated that for 
the past 7 years he had taken only diazepam, 15-30 
mg/day, for anxiety associated with hyperventilation. 
There was no history of functional psychosis or delir- 
ium tremens. 

On admission the patient appeared tense and anx- 
ious, with some difficulty in organizing his ideas. He 
was observed off all medication as part of the initial 
diagnostic assessment and was thought to be suffering 
primarily from depression. A urine drug screen was 
negative for opiates, barbiturates, glutethimide, and 
amphetamines. Amitriptyline, 75 mg/day, was begun 
on the 4th hospital day, but the patient appeared to 
worsen (increased agitation and circumstantiality) and 
the drug was discontinued 2 days later. On the 7th day 
the patient became suspicious that the staff had formed 
a conspiracy to keep him hospitalized. He appeared 
more agitated, complained of insomnia, and laughed 
for no apparent reason. On the 8th day there was defi- 
nite evidence of delirium, with marked confusion and 
disorientation to time and place. His speech was inco- 
herent and he exhibited loosening of associations, 
rhyming, chanting, and blocking. He was given 75 mg 
of chlorpromazine I.M. with no reduction in psychotic 
behavior. Four hours later, he was given 5 mg of diaze- 
pam I.M. and promptly fell asleep. Another 5 mg of 
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I.M. diazepam was given 8 hours later, and by the fol- 
lowing morning he was fully alert, easily oriented, and 
could carry on a coherent conversation. He was am- 
nesic for the events of the preceding several days. Oral 
diazepam in a dosage of 15 mg/day was continued and 
gradually tapered down over the next 4 weeks. The 
patient felt much less anxious and depressed and made 
a good recovery without recurrence of confusion or 
psychosis. 


Discussion 


This patient's rapid recovery after reinstatement of 
diazepam is the strongest evidence that he was addict- 
ed specifically to that drug. Although cross-depen- 
dence between diazepam and alcohol has been de- 
scribed (5), it is unlikely that such a small amount of 
parenteral diazepam could have eliminated delirium 
tremens within such a short period of time. In addi- 
tion, a stabilization level of 15 mg of diazepam per day 
suggests a degree of physical dependence compatible 
with the patient's history. The development of delir- 
ium 8 days after diazepam withdrawal is also consist- 
ent with the observation that withdrawal symptoms 
are generally slower to develop following discontin- 
uation of benzodiazepines than they are during with- 
drawal from barbiturates or alcohol (4). It 1s not sur- 
prising that chlorpromazine was without effect in modi- 
fying the withdrawal psychosis, since this drug has 
little or no cross-dependence with diazepam. 

This case suggests that maintenance benzodiazepine 
compounds should not be discontinued abruptly in 
patients with histories of chronic sedative abuse or al- 
coholism, regardless of the current maintenance dose. 
As in other forms of addiction, gradual withdrawal of 
the drug is indicated. Patients at risk include alcoholics 
who are given diazepam in the postwithdrawal period 
to relieve anxiety. This case also emphasizes that drug 
dependence is a function not only of daily dosage but 
also of time. Time may become the more significant 
variable when small amounts of maintenance medica- 
tion are used. 
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Vomiting During Neuroleptic Withdrawal in Children 


BY LUIS E. YEPES, M.D., AND BERTRAND G. WINSBERG, M.D. 


Although vomiting following abrupt withdrawal of 
neuroleptics has been clearly demonstrated in 
adults (1, 2), we are not aware of any reports of this 
side effect in children. The two following case reports 
describe the occurrence of vomiting in patients partici- 
pating in a research project in which we investigated 
the relationship between extrapyramidal movement 
disorders and monoamine metabolites in cerebrospinal 
fluid following the withdrawal of neuroleptic drugs. 
The probenecid accumulation technique was used. 


Case l 


Patient A was a 9-year-old boy with mild choreoathe- 
totic cerebral palsy and mild mental retardation. His 
severe behavior problem, characterized by hyper- 
activity and impulsivity, required chronic neuroleptic 
therapy. He had been on chlorprothixene, 150 mg/day, 
for about 1 year. The medication was then withdrawn 
abruptly in accordance with our accumulation proto- 
col. Restlessness and insomnia appeared the next day. 
Nausea and vomiting occurred on the 4th day, fol- 
lowed on the 6th day by extrapyramidal disorders— 
hemiballistic movements, truncal dystonia, and severe 
and bizarre posturing of the arms, hands, fingers, and 
face. The vomiting, which occurred after meals, per- 
sisted until the 20th day following withdrawal. How- 
ever, it was never severe enough to produce dehy- 
dration, and no treatment was necessary. The extra- 
pyramidal movements were still present on the 28th 
day, when neuroleptic treatment was resumed because 
of the sevérity of the patient's behavior problem. Con- 
trol of the abnormal involuntary movements was at- 
tained within 24 hours of reinstatement of the medica- 
tion. 


Case 2 


Patient B was a 9-year-old boy with minimal brain 
dysfunction characterized by hyperactivity, impulsivi- 
ty, and learning disability. He had been on thiorida- 
zine, 125 mg/day, for 18 months when he entered our 
research project, at which time the medication was 
withdrawn abruptly. Irritability appeared the next day. 
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On the 10th day, he complained of stomach aches. 
Dyskinetic movements appeared on the 14th day. Nau- 
sea and vomiting, which began on the 21st day, were 
so severe that the patient became dehydrated and re- 
quired intravenous fluids from the 23rd to the 26th day. 
He was treated with trimethobenzamide HC] and the 
vomiting improved but persisted intermittently until 
the 32nd day. The extrapyramidal disorder, which was 
characterized by mild facial grimacing and choreoathe- 
totic movements of his hands and fingers, decreased in 
frequency but persisted up to 90 days after withdraw- 
al 


Although the relationship between extrapyramidal 
disorders in children after neuroleptic withdrawal and 
tardive dyskinesia in adults is not clear, it is possible 
that similar mechanisms are involved. It has been pos- 
tulated that tardive dyskinesia may be a consequence 
of hypersensitivity to dopamine (DA) secondary to the 
chronic blockade of DA receptors (3). 

We believe that a similar mechanism may explain 
the vomiting in the two patients we have described. 
The powerful antiemetic action of neuroleptics is well 
established. These drugs are also known to block the 
emetic effects of apomorphine, a DA receptor agonist 
that induces vomiting by its action at the chem- 
oreceptor trigger zone (CTZ) of the medulla (4). It is 
possible that after chronic blockade of the CTZ by 
neuroleptics, the abrupt withdrawal of these drugs 
might be associated with supersensitivity of these DA 
receptors and the vomiting that results. 
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Kidney Donors Revisited 
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BY JOHN R. MARSHALL, M.D., AND CARL H. FELLNER, M.D. 


* 
* 


In 1968 we reported the results of intensive inter- 
views with 12 persons who had donated a kidney to a 
relative (1, 2). A major finding of that study was the 
strong feeling among the donors that they had not *'giv- 
en something and gotten nothing in return,” as many 
in the medical profession tended to believe. Rather, 
they described the donation as an intensely meaningful 
experience that had brought about substantial benefi- 
cial changes in themselves and their lives. Since that 
time these "benefits to the donor” have been used to 
buttress ethical and legal arguments supporting kidney 
donation in situations involving minors or other per- 
sons judged incompetent to make such a decision (3— 
5). 

In our original study the elapsed time between the 
surgery and the interviews varied from 5 weeks to 18 
months, with a mean of 9 months. In another study 
with very similar findings the donors were examined 1 
year postoperatively (6). We were interested in wheth- 
er the important changes described by our original do- 
nor subjects were indeed long term, as they believed, 
and whether any other positive or negative changes 
had occurred. 


Method 


The 12 donors in our original study were asked to 
cooperate in repeat interviews. One of the subjects 
was lost to follow-up, and another declined to partici- 
pate. Among the 10 remaining donors, 2 had donated a 
kidney to a son, the rest to a sibling. 

The time elapsed since donation at reevaluation 
ranged from 8 years, 2 months, to 9 years, 8 months. 
The 10 donors participated in open-ended strüctured 
interviews that lasted from 1% to 2 hours. During the 
latter portion of these sessions the interviewer re- 
viewed with each subject the responses he or she had 
made during the original interview and elicited further 
comments. 


Findings 


Four of the recipients had died. Although 1 was in 
serious condition due to cardiac failure, the others 
were doing well and had not needed further trans- 
plantation. 

All of the donors appeared to be in good general 
health. Several had minor physical complaints refer- 
able to the operative site such as ‘‘twinges’’ on bend- 
ing or itching or irritation of the scar. All but one donor 
denied any sense of increased vulnerability and said 
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they had placed no limitations on their lives. They 
stated they seldom thought about having only one kid- 
ney and virtually never worried about its injury or fail- 
ure, The exception was a man whose brother had died 
415 years after the donation. He noted ''constant pain 
in the wound site that hasn't improved." He also 
stated his ‘‘sex life” was diminished and wondered if 
this was due to the surgery, adding ''My wife says I 
aged a great deal.” 

In the original study all of the subjects had noted 
changes in their attitudes and feelings about them- 
selves. They initially related these feelings to the ex- 
traordinary attention they had received from family, 
friends, and local news media. Later, however, they 
began to consider these changes more permanent, 
even though the additional attention had almost 
ceased. The donors felt it was natural that people for- 
got, and several expressed relief at no longer being 
considered *'special." Feelings were mixed, however; 
most admitted to being pleased when family members 
spoke of the donation. One man described with plea- 
sure how his customers still asked about him. One do- 
nor noted that she found she ‘‘accidentally’’ men- 
tioned it to new friends. 

The permanence of the subjective changes was 
strongly confirmed. These changes ranged from minor 
ones, such as that reported by one individual, who 
noted, ‘‘Giving the kidney has made me more con- 
fident of myself” to very substantial ones. A 40-year- 
old man stated that ''It changes you, you drop your 
walls, you're more understanding and compassionate 
of people.” This man felt that he had been saved by 
God from a severe childhood accident for a reason and 
he continues to believe this. “I have paid my debt,” he 
said happily. A 68-year-old mother stated, “I’m more 
confident, more courageous and self-assured. Criti- 
cism is not so painful because you know you did some- 
thing good. It was a wonderful feeling of joy, it made 
me think deeper." A 34-year-old who originally felt 
she was chosen to "teach her” because she was a 
“real snot” said, *' Life is good. I feel rewarded, you 
appreciate things more, | am more careful of people.” 
It was particularly striking that many of our subjects 
used identical or very similar phrases to those they had 
used 9 years before. The subjects were amused when 
this was pointed out to them but felt the expressions 
best described how they felt. 

In response to the question, "Would you do it over 
again?” all stated that they would. A mother told us, 
“Of course, and if my grandchild needed one, I'd give 
up the other and die." Two donors whose recipients 
had died said they would deliberate longer and admit- 
ted to some reservations. They concluded they would 
give if circumstances were the same, noting they 
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**couldn't refuse.” It is interesting that, although the 
sample size is too small for accurate generalization, 
the donors whose recipients had died expressed more 
negative feelings and ambivalence about their dona- 
tion. 

We asked, ‘‘Would you donate another kidney or a 
vital organ if you died?” All subjects were aware of 
the Gift of Life program, by which a person allows an 
organ to be taken if he or she dies suddenly, but only 
one carried a permission card. Six others answered 
“yes” but did not carry a permission card, and 3 do- 
nors said ‘‘no.” One noted, ‘‘No way. I paid my tick- 
et. They did enough cutting on me.” 

The subjects were asked, as they had been in the 
original study, about their impressions of the decision 
making process. They found no fault at all. They felt 
that the physicians had been extremely considerate of 
them and suggested no changes in the process leading 
to their decision to donate. 


Discussion 


In our original paper we pointed out that being asked 
to donate a kidney to a close relative who is in the ter- 
minal stages of illness creates a crisis situation and a 
disequilibrium for the potential donor. We then postu- 
lated that the potential donor who decides to give a kid- 
ney discovers new sources of personal strength. The 
donor also reaps other rewards from his belief in the 
good he does by saving the recipient's life, the positive 
relationship with his physicians, the positive emotion- 
al reinforcement from the recipient and family mem- 
bers, and the considerable attention paid to him by 
friends, acquaintances, and news media. We further 
postulated that the combined impact of these forces 
was probably responsible for the postcrisis changes, in- 
cluding their more positive or beneficial self-image, re- 
flecting a new equilibrium. Although most of the posi- 


tive factors influencing subjects were substantially re- 
duced or even absent after 9 years, the changes were 
still being reported; hence, they appear to be per- 
manent. Furthermore, the fact that all of our subjetts 
used phrases very similar or identical to those they had 
used 9 years before might further indicate the stability 
of these changes. 

On the other hand, forces acting in the opposite di- 
rection were also discernible, particularly in those sub- 
jects who had experienced the actual loss, by death, of 
the close family member to whom they had donated. 
The crucial variable here appeared to be not the loss of 
the donated kidney but the loss of the family member. 

Undoubtedly we do not understand completely why 
people donate their organs to others; the reasons may 
be idiosyncratic. The ambivalence surrounding this is- 
sue was apparent only in those donors whose recipi- 
ents had died. We are currently examining this aspect 
of donation in a larger donor group. 

It is clear that, at least among our group of subjects, 
the donation has had a considerable positive, long-last- 
ing impact upon the donors' lives. The idea that do- 
nors ‘‘lose a kidney but get nothing in return” is unten- 
able. 
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Effects of Payment Mode on Clinie Attendance and Rehospitalization 


BY KENNETH L. DAVIS, M.D., FLOYD M. ESTESS, M.D., SUSAN C. SIMONTON, AND THOMAS A. GONDA, M.D. 


Psychotic patients who attend an aftercare treat- 
ment program are less likely to be readmitted to the 
hospital than those who drop out of such programs (1). 
The lower readmission rates may result from medica- 
tion and/or sociotherapy (2). Given the relationship be- 
tween rehospitalization and dropout rates, factors that 
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. contribute to patients dropping out of aftércare clinics 


deserve scrutiny. Previous reports indicating correla- 
tions between dropout rates and such variables as ther- 
apists' experience and age, race, and socioeconomic 
class of patients have been questioned in recent inves- 
tigations (3—5). This study attempted to isolate factors 
that might discriminate between patients who are like- 
ly to remain in treatment and those who have a high 
risk of dropping out. 
The Clinic Population 


The Comprehensive Care Clinic of the Stanford Uni- 


versity Department of Psychiatry and Behavioral Sci- 
ences serves psychotic or borderline patients who 
have had one or more psychiatric hospitalizations. 
Patients meet weekly and attend 1% hours of group 
therapy, 20 minutes of individual therapy, or both. 
Over 80% of the clinic population receive both indi- 
vidual and group therapy, as well as pharmacotherapy. 
A high level of attendance is encouraged, but patients 
are informed that they may attend infrequently if they 
desire. Psychiatric services are supplied by psychiatric 
residents, medical students, and social workers. 

A total of 115 patients attended the clinic at least 
once between July 1974 and July 1976. Characteristics 
of the clinic population are presented in table 1. Virtu- 
ally all patients were taking a psychopharmacologic 
medication at the time of the initial clinic visit. 

Patients were also classified according to payment 
mode, defined as follows: ''private'" means that the 
patient pays the full fee, although the fee 1s always 
based on ability to pay. The fee for these patients aver- 
ages slightly more than $15 per visit. ''Assistance"' 
means that some part of the fee is paid by a third party, 
private or public. In over 9096 of assistance cases, the 
aid comes from the county, state, or federal govern- 
ment. 

Clinic patients were designated as brief, irregular, or 
regular attenders according to the following criteria: 
brief, fewer than four meetings; irregular, less than 
7596 of four or more meetings; regular, 7596 or more of 
four or more meetings. Dropouts were defined as all 
patients who had no contact with the clinic for at least 
eight consecutive meetings. 


Results 


Almost half (49.6%) of the entire population 
dropped out of treatment at some point during the 24 
months of study; 1326 of all patients dropped out after 
their first meeting and 46% of all dropouts occurred be- 
fore the fourth meeting. Chi-square tests were per- 
formed to determine how the variables of sex, age, 
diagnosis, and payment mode were related to contin- 
uing treatment or dropping out of therapy. Private 
patients are more likely to drop out (25 of 57, or 43.990) 
than patients receiving assistance (15 of 58, or 25.990) 
(x?-4.10, df=1, p<.05). The greatest risks for drop- 
ping out seem to be schizophrenics who pay privately 
(8 of 10, or 80%) (3*—10.07, df=3, p<.025) compared 
to patients with affective illness who paid privately (13 
of 23, or 56.5%). A significant relationship was found 
between age and dropping out (x?—4.94, df=1, 
p «.015); patients under 40 are more likely to terminate 
(37 of 64, or 58%) than are patients over 40 (18 of 49, or 
37%). 

Analysis of sex, diagnosis, and regularity of attend- 
ance compared with drop-out rates revealed no signif- 
icant correlations. There were no differences between 
those who dropped out early (before attending four 
meetings) and those who dropped out later (after four 


meetings) in terms of 'age,'sex, diagnosis, or payment ` 


mode. 
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TABLE 1 
Characteristics of Clinic Population 


Characteristic Number Percent 

Sex " 

Male 54 .9 

Female 61 53.1 
Age 

Under 30 35 30.4 

30-39 29 25.2 

40—49 24 20.9 

50 or older 25 21.7 

Unknown 2 1.8 
Diagnosis 

Schizophrenia 47 40.9 

Affective disorder 44 38.3 

Borderline 10 8.7 

Other (alcohol-related, 

organic brain syndrome, 
hysteria) 11 9.5 

Deferred 3 2.6 
Attendance 

Brief . 32 27.8 

Irregular 38 33.0 

Regular 45 39.2 
Payment mode 

Private 40 34.8 

Assistance 75 65.2 


Graphic representations of the relationships de- 
scribed above were constructed using a cumulative 
dropout frequency curve for each patient category. À 
logarithmic curve fit was obtained using the regression 
equation, y=at+b 4x. An r? greater than .91 was 
found in all cases, indicating how well the data are de- 
scribed by this method. 

Follow-up of the dropout population was difficult be- 
cause of the frequency with which these patients 
changed residences. Twenty-five of the 57 dropouts 
were reached for follow-up; 14 of these patients had 
been rehospitalized, yielding a minimum rehospitaliza- 
tion rate of 24.596 (14 of 57). The actual rate is undoubt- 
edly higher. The current patient population attending 
the clinic has an actual rehospitalization rate of 796 (3 
of 42). A chi-square test using the minimum rehospitali- 
zation rate for the dropouts and the actual rehospitali- 
zation rate for present attenders shows that dropouts 
are significantly more likely to be rehospitalized than 
are those attending the clinic (y*=4.38, df=1, p<.05); 
this difference exists in spite of the fact that the analy- 
sis uses an underestimate of the actual number of rehos- 
pitalizations. 


Discussion 


The entire group of clinic dropouts was significantly 
more likely to have a private mode of payment and to 
be below age 40. This was true for all dropouts, regard- 
less of the duration of therapy before dropping out. 
The most common forms of payment assistance were 
state or federal government funds. Complicated appli- 
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cation procedures for payment assistance are often 


‘ very confusing to outpatients who are psychotic. 


Thus, it is possible that the factor which contributed 
most strongly to dropping out of treatment was severi- 


ty of illness. A severely ill patient's difficulty in coping 


in the community may be a reflection of inability to ob- 
tain financial assistance. 

One recent study has indicated that aftercare 
patients who receive welfare assistance are more 
prone to rehospitalization than nonwelfare recipients; 
welfare dependency is thought to contribute to further 
psychiatric deterioration (6). In contrast, our data im- 
ply that the use of an aftercare clinic is facilitated by 
having a third party, usually the government, share in 
payment. 

Rehospitalization is more expensive to the commu- 
nity than maintenance in an aftercare program. Fur- 
thermore, there are obvious personal and social advan- 
tages for patients who live continuously in the commu- 
nity rather than being in a “‘revolving door” between 


the hospital and the community. This study indicates 
that subsidizing outpatient psychiatric care is both hu- 
manitarian and fiscally sound. 
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Lateralization of Conversion Symptoms: More Frequent on the Left 


BY DAVID GALIN, M.D., ROBERT DIAMOND, M.D., AND DAVID BRAFF, M.D. 


In a recent review, Galin (1) called attention to the 
implications of cerebral hemispheric specialization for 
certain psychiatric issues. Our present knowledge of 
the hemispheres' specialization for different modes of 
cognition and of their potential for autonomous func- 
tioning could be useful in thinking about defensive 
processes and symptom formation. In particular, Galin 
proposed that some unconscious processes could be 
mediated by the right hemisphere operating indepen- 
dently of the left hemisphere. This suggested a testable 
prediction: to the extent that unconscious processes 
are subserved by the right hemisphere, we might ex- 
pect to see the expression of unconscious ideation 
through whatever output channels are not preempted 
by the left hemisphere. Since the left hemisphere usual- 
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ly has preemptive control over the main stream of 
body activity as well as of propositional speech (2, 3), 
one possibility for expression is through somatic repre- 
sentations, psychosomatic disorders, and somatic de- 
lusions. We might expect these symptoms to show a 
predominance on the left side of the body because of 
the crossing of the sensorimotor pathways. In his pa- 
per on hysterical stigmata (4) Ferenczi reported just 
this (with his own theoretical speculations) in a dis- 
cussion of a case of left hemianesthesia: 


One half of the body is insensitive in order that it shall 
be adapted for the representation of unconscious fan- 
tasies, and that “‘the right hand shall not know what the 
left hand doeth.” . . . It struck me that in general the hem- 
ianesthetic stigma occurs more frequently on the left than 
on the right; this is emphasized too, in a few textbooks. 

. It is possible that—in right-handed people—the sensa- 
tional sphere for the left side shows from the first a certain 
predisposition for unconscious impulses, so that it is more 
easily robbed of its normal functions and placed at the 
service of unconscious libidinal fantasies. 


In a more contemporary text, Engel (5) made the same 
assertion: '*Conversion hemisensory disturbance com- 
monly involves the entire half of the body, including 
head and face, more often left than right. . . ."" Unfor- 
tunately, neither author provided any quantitative 
documentation for the prevalence of left-sided con- 
version symptoms. Therefore, in order to evaluate this 


theoretically interesting clinical observation, we under- 
took an'examination of hospital records of patients 
with lateralized conversion symptoms. 


Method 


The diagnosis of conversion reaction is particularly 
difficult to validate tn retrospective studies based on 
patient records. We required documentation of ade- 
quate physical, laboratory, and psychiatric evaluation; 
therefore, we were restricted to inpatients, since out- 
patient charts rarely had sufficient information to per- 
mit retrospective evaluation. Charts of inpatients at 
the University of California, San Francisco, Hospitals 
were surveyed for the period 1963-1974. In a prelimi- 
nary screening, we examined ail charts in which there 
was a primary or secondary discharge diagnosis of hys- 
terical neurosis, hysterical personality, conversion 
neurosis, or psychophysiological reaction of the mus- 
culoskeletal system or central nervous system. All pri- 
mary psychiatric diagnoses were accepted for further 
review except organic brain syndrome. Most of the 
charts came from neurology, neurosurgery, and medi- 
cal services, but some came from orthopedics, rehabili- 
tation, pediatrics, and other services. This preliminary 
sample totalled 195. 

The charts were then further screened to identify 
those patients who presented at least one lateralized 
symptom. Often patients presented with multiple 
symptoms of which only one was lateralized (e.g., a 
combination of diffuse abdominal pain and unilateral 
leg paralysis). These charts were evaluated for the 
diagnosis of conversion following the criteria of Eng- 
el (5): inconsistency with somatic process (e.g., 
‘‘slove anesthesia’’), manner of symptom report, hys- 
terical personality features, previous history of 
multiple conversion symptoms, precipitation of symp- 
tom by psychological stress, or demonstration of psy- 
chological determinant of symptom choice. 

Some cases that met these criteria had to be rejected 
on other grounds. Because we hypothesized that the lat- 
erality chosen for the symptom depends in part on typi- 
cal cerebral lateral specialization, we wished to ex- 
clude cases in which brain organization might be atypi- 
cal following trauma or other pathology. We rejected 
all cases with a history of physical involvement of the 
brain even when the present symptom was not obvi- 
ously related, e.g., ‘‘stocking anesthesia” in a patient 
with a previous history of posterior fossa aneurysm. 
Similarly, we rejected cases with abnormal EEGs and 
cases in which headache was the only unilateral symp- 
tom. Laterality of the symptom might also be influ- 
enced by peripheral factors, as described by Engel, 
such as the location of a previously experienced physi- 
cal symptom from trauma or surgery, or the location of 
a symptom observed in someone else of significance in 
the patient’s life. Therefore, cases with a history of 
trauma or surgery to a symptomatic area were usually 
excluded, except when the history indicated that the 
conversion symptom'clearly existed before surgery. 
Cases of torticollis were excluded since it was not 
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clear whether the lateralization should be classified by 


the direction toward which patients turned or the direc- ' 


tion they avoided. If lateralized symptoms appeared 
on different sides during different hospital admissions, 
the case was rejected. In addition, we rejected cases in. 
which workman's compensation suits were prominent. 
We did not attempt to score symptoms as to intensity, 
e.g., awarding paralysis more points than weakness. 

Twenty charts were reviewed and classified in detail 
by all three investigators to check on the uniformity of 
our criteria. Subsequently, R.D. screened the remain- 
Ing cases and tentatively identified 80 cases as showing 
lateralized conversion symptoms. 

Summaries of these 80 cases were prepared by 
R.D., omitting information as to the laterality of the 
symptom, and these summaries were reviewed by the 
other two investigators separately. A case was accept- 
ed only if all three investigators were satisfied that it 
met all criteria. In a few cases of disagreement the full 
chart was again examined for further information. This 
selection process produced 52 acceptable cases of lat- 
eralized conversion symptoms. The probabilities of 
the distributions by sex and by lateralization of symp- 
tom were evaluated by the two-tailed binomial test. 


Results 


The sample included 42 females and 10 males with a 
mean age of 34.3 years (range, 7—63). The pre- 
ponderance of females (p«.01) and the mean age are 
both consistent with previously published character- 
istics of conversion patients (5). 

In the total group of 52 patients, symptoms occurred 
on the left in 33 (63%). The probability of this distribu- 
tion occurring by chance is .07 (two-tailed test). For 
the female group the distribution was even more 
skewed; the symptom occurred on the left in 30 of 42 
cases, or 71% (p<.008, two-tailed test). In the male 
group only 3 of 10 were on the left, which is not signifi- 
cant for this small sample. 

There are some reasons to consider the females sep- 
arately. First, there were 4 times as many females as 
males with symptoms. The distribution of psychiatric 
diagnosis was different in the two groups: only 10% of 
men were classified as hysterical whereas 62% of the 
women were given that diagnosis. In addition, the 
males had higher proportions of work-related symp- 
toms (30% versus 10%). 

Handedness was recorded in the charts for only 16 
of 44 women (14 right-handed, 1 left-handed, 1 ambi- 
dextrous) and 6 of 11 men (5 right-handed and 1 left- 
handed). Assuming that this distribution of hand- 
edness is representative for the entire sample, the in- 
cidence of left-handedness is not grossly different from 
what might be expected in the normal population. The 
3 non-right-handed patients had their symptoms on the 
left side like the majority of the right-handers, hut they 
were rejected from the sample because of the likeli- 
hood that their cerebral lateralization is different from 
that of right-handers (6). 

Most patients (N —36) had both sensory and motor 
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symptoms (23 on the left side, 13 on the right), 11 had 
only sensory symptoms (6 on the left, 5 on the right), 
ànd 5 had only motor symptoms (4 on the left, 1 on the 
right). 


Discussion 


The results confirm and quantify the observation by 
Ferenezi (4) and Engel (5) that conversion symptoms 
occur more frequently on the left side of the body. In 
the present sample this difference depends on the fe- 
male cases. 

A prevalence of left-sided symptoms may also occur 
in diagnostic categories other than conversion. In a 
study of "hypochondriacal states," Kenyon (7) report- 
ed that of the 80 patients with unilateral symptoms, 60 
(7396) had their symptoms on the left side. His group 
was unlike ours in that there was no difference in in- 
cidence between the sexes, the primary psychiatric 
diagnosis was affective disorder (depression or anxiety 
states), and hysteria was uncommon (7926). Hal- 
liday (8) reported on a series of patients with ‘‘non-ar- 
ticular rheumatism” who complained of pain in neck 
and arm; 13 of 14 were on the left. However, the psy- 
chiatric classification of these patients is not clear. Nei- 
ther Kenyon nor Halliday related the asymmetrical dis- 
tribution of symptoms to the specialization of the cere- 
bral hemispheres for different cognitive functions. 

Our findings can be interpreted as supporting the hy- 
pothesis that some unconscious processes are mediat- 
ed by the right hemisphere operating independently of 
the left hemisphere (1). An alternative hypothesis is 
that patients unconsciously select the left side because 
it is less incapacitating for daily activities to have the 


Nontoxic Hyperlithemia in Impending Mania 


BY EDWARD A. WOLPERT, M.D., PH.D. 


Since the introduction of lithium treatment into mod- 
ern psychiatry by Cade in 1949 (1), a voluminous litera- 
ture has appeared on the physiological and psychologi- 
cal effects of the drug (2, 3). The exact range varies 
from laboratory to laboratory, but it is generally ac- 
cepted practice to consider the therapeutic serum lith- 
ium level in manic-depressive prophylaxis to be 0.6— 
1.2 mEg/liter. Minor toxic side effects (e.g., tremor, 
nausea, ataxia) may be seen at any serum lithium lev- 
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symptom on the side opposite the preferred hand. This 
alternative appears less attractive when we Consider 
that frequently the symptoms do not involve the upper 
limb at all and that for these patients ‘‘secondary 
gains" may be directly related to being incapacitated. 
In addition, we found that the symptoms were also on 
the left in the few known left-handers in our popu- 
lation. 

Until recently, cerebral lateral specialization was on- 
ly considered relevant to cognitive issues such as con- 
trol of language and the understanding of spatial rela- 
tions. Our results add to the growing body of observa- 
tions of left-right asymmetries in relation to affect, 
personality organization, and psychopathology. 
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el, but many authorities state that most people will ex- 
perience some of these effects at a level of 1.5 mEq/ 
liter or more. There is general agreement that when the 
level reaches 2.5 mEg/liter, potentially serious and 
possibly fatal toxic side effects may ensue. I recently 
encountered a patient with prodromal symptoms of 
mania that led her to take large amounts of lithium, 
reaching a maximum serum level of 4.5 mEq/liter, 
without experiencing any psychological, physi- 
ological, or electrolyte abnormalities. 


Case Report 
Ms. A,’ a 26-year-old single woman, had been in 


*Case 74 in the Michael Reese Hospital study of lithium carbonate 
treatment in manic-depressive illness (4, 5). 


TABLE 1 
Physiological Measurement During Treatment 
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ue Prodromal Symptom Period 
Measurement 2/21 2/22 2/23* 
j Lithium 
Oral dose (g/day) 23.6 z3.6 0.9 
Serum level (mEg/liter) 1.2 2,5179 4.5i 
Serum electrolytes 
Sodium (mEg/liter) 132 
Potassium (mEq/liter) 4.3 
Chloride (mEg/liter) 
CO, content (mm/liter) 
BUN (mg/100 ml) 
Creatinine (mg/100 ml) 
Blood pressure 104/70 110/72 
Pulse 74 78 
Sensory bombardment Present Increased Increased 


*Parents' arrival. 
**Parents' departure. 


Postdromal Symptom Period 


2/24 2/27** 2/29 3/1 4AS . 
0.0 0.0 9 1.2 1.2 
2.7599 0.5 0.2 0.8 0.7 
139 139 142 
4.7 4.2 4.5 4.3 4.2 
106 106 102 
26.9 26.8 
17 12 9 12 
1.3 0.7 0.8 0.8 
118/64 
86 
Less Absent Absent Absent Absent 


***Two determinations on a single sample. (All determinations were made on samples taken early in the morning before the first daily dose of lithium.) 


tOne determination on two samples taken two hours apart. 


analytic therapy for 2/4 years. Her analyst hospital- 
ized her because of increased suicidal ideation, but her 
family was able to obtain her discharge speedily and 
she transferred to another analyst. In her new treat- 
ment, the patient initially worked on the narcissistic 
blow she sustained from what she felt was an abandon- 
ment by her original analyst. She feared her father's 
wrath toward her original therapist and was afraid that 
this would lead him to interfere with her new treat- 
ment. 

In the course of working on these matters in thrice- 
weekly psychotherapy, Ms. A gave an increasingly 
clear history of periodic depression and hypomania 
dating back to about age 4. There was evidence that 
her father could by his interaction with her elicit manic 
or hypomanic behavior on her part. As the history be- 
came clearer the patient grew more depressed, fearing 
she would need to be rehospitalized and therefore lose 
the new therapist, whom she had begun to trust. 

Treatment with 5 mg of protriptyline t.i.d. was be- 
gun, and after the first dose the patient reported that 
she had lost her depression and felt very well. After a 
second dose, she found herself driving dangerously 
fast in city traffic. The hyperresponsiveness to protrip- 
tyline was viewed as confirmation of the diagnosis of 
bipolar affective illness, and after it was ascertained 
that heart, kidney, and thyroid functions were within 
normal limits, treatment with 300 mg of lithium carbo- 
nate t.i.d. was started. 

For the next year, 300 mg of lithium carbonate either 
t.i.d. or q.i.d. controlled further severe depressions 
and hypomanic symptoms. The serum lithium level 
ranged from 0.6-0.8 mEg/liter. 

Eight months after lithium treatment was started, 
Ms. A's parents, who lived abroad, made an appoint- 
ment (with her consent) tó visit her in 4 months and 
confer with her therapist. During the intervening 4 


ae À 
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months, the patient voiced increasing anxiety about 
her parents’ visit; she feared they would take her thera- 
pist from her, not because of any current problem in 
therapy but because of their anger toward her previous 
therapist. One week before her parents’ arrival, her se- 
rum lithium level was 0.6 mEg/liter on the regimen of 
300 mg of lithium carbonate q.1.d. 

As shown in table 1, 3 days before her parents’ arriv- 
al, the patient began to experience a series of symp- 
toms that represented a sensory bombardment in all 
spheres: each of her senses seemed hyperacute to a de- 
gree that panicked her. She knew from previous hypo- 
manic and manic episodes that a heightening of sensa- 
tion preceded each attack, but this experience was far 
more intense in all spheres than those she had experi- 
enced previously. Light was intensely painful, and she 
felt she could resolve images into discrete series of 
spots. Sound was so intense it seemed to move her 
ears. Simple touch was magnified, and the quality of 
touch varied immensely with the object touched. She 
felt each swallow as she ate, as if she could follow the 
bolus of food from her mouth through her esophagus 
into her stomach. Smells and tastes were sharpened 
and exaggerated. She felt that her judgment of time 
and space was inaccurate and was fearful of operating 
simple machinery, although her motor ability was with- 
in normal limits. There was no demonstrable loosening 
of associations, elevation of mood, or rush of 
thoughts. 

In the midst of this agony, she rapidly increased her 
lithium intake until she reached an admitted level of 
3.6 g/day; later comments indicated that she may have 
taken even more. Her serum lithium level reached 4.5 
mEg/liter, confirmed by a second sample taken 2 hours 
later. All other electrolyte levels, ECG, and physical 
examinations were within normal limits. Her BUN and 
creatinine were slightly elevated (see table 1). At the 
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therapist's urging she stopped taking lithium the day 
. before her parents arrived and started taking meproba- 
mate. She took two doses of meprobamate before her 
parents arrived and then stopped because with their ar- 
rival her fear that they would end her treatment 
proved groundless. 

Her symptoms abated with her parents' arrival, the 
serum lithium level decreased, and all other blood val- 
ues were normal. Lithium treatment was reinstituted 3 
days after her parents left the city (6 days after it had 
been stopped) without incident. Six weeks later, her 
electrolyte levels were within normal limits, as is 
shown in table 1. At no time after her parents’ arrival 
did the psychological symptoms of her pansensory hy- 
perarousal recur. 


Discussion 


Prodromal symptoms. In an earlier work (6) I dis- 
cussed the phenomenon of prodromal symptoms in 
manic-depressive illness. One can often determine 
symptoms that presage manic episodes if one is at- 
tuned to the patient and the patient is able to report 
his/her experience clearly. In some cases these symp- 
toms are dreams that may symbolize the overthrow of 
a controlling psychic structure. Át other times, in 
dreams or in wakefulness, the patient reports height- 
ened sensitivity in one or another sensory modality. 
These experiences differ from derealization; although 
they are painful and frightening, the external world 
continues to be perceived as ‘‘normal.’’ Similarly, the 
experience differs from a depersonalization state be- 
cause the self is perceived to be stable and continuous, 
but perceptions are hyperacute and the patient is 
aware of this. 

This patient had reported prodromal symptoms of 
earlier hypomanias that were confined to heightened 
sensation in one modality—visual or auditory—but the 
experience reported herein was infinitely more intense 
than any she had previously experienced or any I had 
seen in other patients. That a frank mania did not oc- 
cur must have been a result of the greatly increased 
dosage of lithium, which held the impending mania in 
check. In other patients I have reported on (6), increas- 
ing the dosage of lithium at the first signs of prodromal 
symptoms has also aborted expected manic episodes, 
and in the presence of such symptoms the disease is 
easily controlled by lithium. 

Hyperlithemia. 1 have never witnessed hyper- 
lithemia as extreme as that reported in this case. Re- 
peat determinations of the unusually high values in- 
dicated they were not spurious. The highest serum lith- 
ium level previously observed in our studies at the 
Michael Reese Hospital was 3.6 mEg/liter in a woman 
transferred from outpatient care. This patient had a 
confusional state, loosened, tangential, and frag- 
mented. associations, great distractibility, irritability, 
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Slurred speech, weakness, and incoordination. These 
psychological symptoms were associated with'a potas- 
sium-losing nephritis and ECG changes diagnostic of 
hypopotassemia and hypokalemia. At the height of 
this patient’s hyperlithemia, she could not get out of 
bed. Although she never became comatose, she was 
obviously acutely ill and required life-supporting meas- 
ures. It was thus quite surprising to see a patient 
whose excessively high serum lithium level was not as- 
sociated with any physiological or chemical abnormal- 
ities and who demonstrated only sensory psychologi- 
cal symptoms. 

Although I am not in a position to explain these ob- 
servations with any degree of certainty, I would like to 
advance the hypothesis that the presence of prodromal 
symptoms indicates a state in which lithium transport 
is interfered with temporarily and high serum lithium 
levels can occur without lithium entering cells where 
toxic effects would occur. That such an explanation is 
not merely fanciful is suggested by work done in John 
Davis’ laboratory at the Illinois State Psychiatric Insti- 
tute, in which different mechanisms of membrane 
transport of lithium have been demonstrated. Unfortu- 
nately such determinations were not made during the 
state of hypomanic arousal in our patient. During a nor- 
mothymic state, her plasma/RBC lithium ratio was 
0.34. Any further sensory bombardment states should 
be studied in this way. 

One clinical lesson is clear from the case I have re- 
ported: in the treatment of manic-depressive illness 
with lithium carbonate, the clinical state of the patient 
is of greater importance than a set of laboratory val- 
ues. In most cases, a serum lithium level of 4.5 mEq/ 
liter would require hospitalization and the use of life- 
saving measures. In this case, although we considered 
a 'preventive-observation'' hospitalization, the true 
cooperation of the patient and her family and friends 
led us to conclude that hospitalization was not neces- 
sary, and the outcome proved that this decision was 
correct. 
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Melatonin, MSH, and Psychosis 


Sir: I would like to comment on ''Negative Effects of Me- 
latonin on Depression” by John S. Carman, M.D., and asso- 
ciates (October 1976 issue). The neurochemical effects of me- 
latonin are complex and debatable. The authors contend that 
melatonin-induced psychosis is consistent with 1) diminution 
of melatonin synthesis by neuroleptics, 2) augmentation of 
melanocyte-stimulating hormone (MSH) release from the pi- 
tuitary, 3) cyclic dehydration of melatonin to form psycho- 
tomimetics, and 4) primary blockade of serotonin receptors 
by melatonin. 

Research data inconsistent with their contention were un- 
fortunately not included in the paper. First, chlorpromazine 
has been shown to markedly enhance the accumulation of 
melatonin in animal models by a peripheral inhibition of its 
breakdown (1). Neuroleptics may thus increase rather than 
decrease the net availability of melatonin in the central ner- 
vous system. Second, melatonin eliminates the mechanism 
that opposes the action of MSH-inhibitory factor (MIF) and 
increases MSH release from the pituitary (2). Its effect on 
MSH is similar to that of chlorpromazine. It can thus be seen 
that augmented release of MSH from the pituitary is consist- 
ent with high rather than low melatonin levels. Furthermore, 
this mechanism supports evidence for MIF as an antidepres- 
sant (3). Third, the cyclization of 5-methoxytryptamine, a 
melatonin-related compound, to the psychotomimetic meth- 
oxyharmalan has been a matter of controversy. Even assum- 
ing that 1) appropriate enzymes exist in the pineal gland or 
elsewhere and 2) in vivo conversions could be achieved with 
maximal efficiency, it is uncertain whether the substrate-to- 
product ratio would be of the order required to produce any 
observable behavioral changes. Fourth, the increase in cen- 
` tral serotonin and y-aminobutyric acid (GABA) turnover oc- 
curring with melatonin administration can represent a mecha- 
nism other than a compensatory response to a primary block- 
ade of receptors. This increase has also been attributed to a 
direct activation of pyridoxal kinase leading to increased ac- 
tivity of decarboxylases and transaminases (4). In fact, it can 
be argued that ‘‘high melatonin-serotonin-GABA”’ condi- 
tions might reverse dopaminergic hyperactivity in neuronal 
pathways, a reciprocity that has been related to the genera- 
tion of schizophrenia-like symptoms (2, 5, 6). Supporting 
evidence consists, of reports that melatonin inhibits produc- 
tion of prolactin-release-inhibitory factor (PIF) and MIF. 


a. 
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Both factors reflect dopaminergic activity in mesolimbic and 
nigrostriatal systems implicated in psychosis (6, 7). Finally, 
the authors made no mention of two double-blind studies in- 
dicating an ameliorative effect of pineal extract on chronic 
schizophrenia (8, 9). Even though the active substance has 
not been identified, the possibility that melatonin-related 
compounds were involved cannot be ruled out. 

It thus appears that research data on this subject are in- 
conclusive. The evidence contradicting the authors' neu- 
rochemical contention is far from negligible and might con- 
tribute to an unbiased presentation of information in an area 
where more basic and clinical research is warranted. 
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MIRON BARON, M.D. 
New York, N.Y. 


Dr. Carman and Associates Reply 


Sir: Dr. Baron draws attention to several interesting re- 
ports relevant to the possible CNS effects of melatonin. As we 
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stated, the purpose of our paper was not to present a compre- 
hensive review ofthis growing literature; rather, it was a more 
modest effort to present the results of a clinical study of the 
effects of melatonin on mood and psychosis. In reviewing the 
reported subjective and behavioral effects of the previous hu- 

"man trials of melatonin we emphasized their discrepancy with 
our*unexpectedly negative results. Dr. Baron has taken issue 
with some of our interpretations of the literature, which ad- 
mittedly represented an attempt to make sense of unexpected 
clinical findings. 

We would like to respond to some of the specific points 
raised by Dr. Baron. 

1. The trials of aqueous pineal extract to which he refers 
were excluded from our discussion since melatonin is one of 
the substances eliminated by the extraction procedure em- 
ployed. 

2. The report that chlorpromazine enhances accumulation 
of melatonin is of course interesting but by itself is a thin basis 
on which to suggest that the effects of both compounds are 
similar. In this regard consider the fact that chlorpromazine is 
adopamine antagonist and yet increases dopamine turnover. 

3. Increases in pyridoxal kinase are unlikely to account for 
the substantial augmentation in central serotonin (5-HT) turn- 
over seen with melatonin, since pyridoxal cofactor does not 
affect the activity of the hydroxylase that is rate-limiting for 
the synthesis of most central 5-HT. Moreover, several lines of 
evidence suggest that melatonin increases 5-HT turnoveras a 
compensatory response to primary blockade of 5-HT recep- 
tors. Specifically, melatonin prevents the release of growth 
hormone by 5-HT and produces a decrease in midbrain cyclic 
adenosine monophospate followed by an increase in midbrain 
5-HT. 

4. Concerning the suggestion that melatonin may have 
exerted its effects by an action on central catecholaminergic 
systems, we observed no consistent changes in CSF 3-meth- 
oxy-4-hydroxypheny] glycol or homovanillic acid. 

We share Dr. Baron's feeling that research data in this area 
are preliminary and inconclusive. 


JOHN S. CARMAN, M.D. 
RoBERT M. Post, M.D. 
FREDERICK K. Goopwin, M.D. 
Bethesda, Md. 

RICHARD BUSWELL, M.D. 
Denver, Colo. 


Questions About Rapid Treatment 


Sir: William H. Anderson, M.D., and colleagues in ‘‘Rapid 
Treatment of Acute Psychosis” (September 1976 issue) pro- 
vided evidence for symptomatic remission in acutely psy- 
chotic patients given haloperidol in an emergency room set- 
ting. However, their brief communication inadvertently 
poses two serious problems. First, their selection method re- 
sulted in more diagnosed manic than diagnosed schizophrenic 
patients. In most emergency room settings schizophrenia is 
far more prevalent than mania, which suggests that their se- 
lection criteria may have eliminated the majority of schizo- 
phrenic patients. If this is the case their results should be 
considered as applicable to acutely manic patients and to a 
highly selected subpopulation of acute schizophrenic 
patients. Hence, it is not obvious that these results can be 
. generalized to the majority of schizophrenic patients in a psy- 

chotic episode. 
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The second question deals with a fundamental clinical error 
likely to be associated with the rapid treatment method advo- 
cated by the authors. In my view, it is essential to complete a 
diagnostic evaluation of a patient before making treatment 
decisions. Psychopharmacologic choices are sufficientlf re- 
lated to differential diagnosis to merit undertaking a proper 
diagnostic procedure in advance of drug selection, not to 
mention the advisability of evaluating nonpharmacologic 
treatment requirements. The authors gave a single case re- 
port, which illustrates this point better than it illustrates the 
efficacy of the rapid treatment method. The patient they re- 
ported on had mood swings with anger, irritability, and ela- 
tion. She had been previously hospitalized with diagnoses of 
psychotic depression, apparently including a previous suicide 
attempt. The mental status examination in this psychotic epi- 
sode is suggestive of mania, but the authors did not indicate 
what diagnostic decision was made. The patient did well in 
response to treatment and three months later was still in re- 
mission. The critical point is that three months later chlor- 
promazine was the only medication she was receiving. From 
the clinical material given it appears that this woman had a 
bipolar affective disorder, manic phase. Lithium carbonate 
would probably be the treatment of choice and would surely 
be the prophylaxis of choice. It is unwise to place a patient on 
maintenance neuroleptic therapy for an illness for which a 
less hazardous drug of proven prophylactic effectiveness is 
available. The almost exclusive emphasis on rapid symptom 
remission and avoidance of hospitalization may truncate our 
clinical vision, resulting in sloppy diagnosis, ill-advised treat- 
ment choice, and inadequate attention to the subtle aspects of 
psychiatric care. 


WILLIAM T. CARPENTER, JR., M.D. 
Baltimore, Md. 


Drs. Anderson and Kuehnle Reply 


Sin: Dr. Carpenter's letter raises two important issues. 
First, the clinical distinction between schizophrenia and man- 
ic-depressive disease is a matter of considerable academic 
debate. Our diagnostic decisions were based on the Research 
Diagnostic Criteria (1), which have a tendency to favor the 
diagnosis of manic-depressive disease by comparison to ear- 
lier diagnostic standards. This is congruent with other recent 
work which suggests that many patients formerly diagnosed 
as schizophrenic may be better understood as falling within 
the spectrum of manic-depressive disease (2). 

Second, we are entirely in agreement that diagnosis is criti- 
cal and that rapid treatment makes these considerations even 
more immediate. Based on the available information, it also 
seemed to us that the diagnosis was bipolar affective disorder, 
for which the logical prophylaxis would be lithium carbonate. 
This diagnosis and recommendation were made to the clini- . 
cians responsible for follow-up care. 

This problem is present whenever a patient is followed in a 
location remote from the diagnostic and acute treatment faci- 
lity. In any case, clinicians responsible for ongoing care have 
many factors to weigh in addition to the recommendations of 
academic centers. It is our continuing obligation not only to 
generate new knowledge but also to do our best to dissemi- 
nate this knowledge as widely and quickly as possible through 
continuing education. Dr. Carpenter's letter aids this function 
by putting into focus an important new area of knowledge that 
is only now beginning to achieve general Acceptance. 
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On Cancer and the Emotions 


Sir: In ‘Cancer, Emotions, and Mental Illness: The Present 
State of Understanding’’ by Frida G. Surawicz and associates 
(November 1976 issue), it appears that the authors read a few 
studies carefully, referred to them frequently, but failed to 
adequately report on the more recent or even the classic stud- 
ies in this important field. For example, Bahnson, a key re- 
searcher, is listed in the references but slighted in the text. À 
computer search (MEDLARS) of the relevant literature of the 
last 3 years on the psychological aspects of cancer produced 
378 citations, none of which was mentioned in the article. 

The authors’ statement that **insult was added to injury by 
suggesting to cancer patients that immature personality de- 
velopment or a real or symbolic loss precipitated their malig- 
nant illness” is a naive underestimation of the vast majority of 
physicians who treat the unfortunate victims of cancer. The 
emotional pain that physicians share with their cancer 
patients—especially in telling them or their families the diag- 
nosis—would hardly be lessened by conjectures on the rela- 
tionship between psyche and neoplasm, an approach that has 
never been advocated. Having worked in this field for 10 
years, I believe this article adds no new light and in fact casts 
shadows on investigative efforts that may ultimately improve 
understanding of an area of medicine that begs for multi- 
disciplinary collaborative effort. 


ROBERT S. BROWN, PH.D., M.D. 
Charlottesville, Va. 


Dr. Surawicz Replies 


Sin: We are puzzled by Dr. Brown's letter and offer the 
following clarification. We did not intend to write a review 
article on the emotional aspects of cancer. Dr. Brown notes 
378 citations through MEDLARS; a mere listing of those cita- 
tions alone would exceed the space limitations for a brief 
communication, and a complete review would warrant a book 
rather than a four-page article. There is simply no way in 
which we could have quoted all those who have reported on 
emotional problems in cancer patients. 

"What bothers us more, however, is the fact that Dr. Brown 
appears to have missed the point of our article, namely, that 
the correlation between mental illness and cancer is viewed 
by many contemporary investigators in a different light than it 
was a generation ago. In the heyday of psychosomatic medi- 
cine in the 1950s, many patients suffering from ''psycho- 
somatic'' diseases were referred to psychiatrists, even if the 
connection between personality development or emotions 
and the onset of the particular disease was questionable or 
unproven. We are relieved to, know that Dr. Brown has had 
nothing but positive experiences concerning the empathetic 
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treatment of cancer patients by physicians; in general, we 
agree with this view. However, we could provide several ex- 
amples of premature or irrelevant referrals of patients with a 
so-called psychosomatic disease who could have benefited 
from a more complete workup, leading to a correct diagnosis | 
and effective treatment. Our point is that extreme caution 
should be used before an illness is called **psychosomatic. * 


FRIDA G. SuRAWICZ, M.D. 
Lexington, Ky. 


A *‘Professional WIP’ 


Sir: In these times of renewed interest in ways in which 
members of the mental health professions can assist patients 
who are involved directly or indirectly with death and be- 
reavement, I would like to bring one special circumstance to 
the attention of psychiatrists. 

When a psychiatrist dies, it often falls to the bereaved fam- 
ily to notify his/her patients. This may not be an optimum 
situation from several points of view. It would be a service to 
the family of the psychiatrist as well as to his/her patients if 
arrangements were made to avoid this situation. One or two 
colleagues should be designated to inform patients of the 
event, to make themselves available to the patient for bridging 
the problems of the mourning process, and to relocate the 
patient with another psychiatrist if necessary. 

Put in another way, each of us has an ethical responsibility 
to both our patients and our families to make a sort of profes- 
sional will as well as a personal one. 


EDGAR L. LiPTON, M.D. 
New York, N.Y. 


A Second Report of Tricyclic-Induced Myoclonus 


Sir: In the January issue of the Journal, Dr. Lippmann and 
associates reported on ''Tricyclic-Induced Myoclonus"' 
(Clinical and Research Reports). We would like to report 
another case of what we feel may be tricyclic-induced myoc- 
lonus in a patient without signs of toxicity. 

The patient is a 58-year-old woman who was admitted to the 
psychiatry ward of Louisville General Hospital in November 
1976. This was one of many psychiatric admissions for this 
woman, whose diagnosis has varied over all forms of psychot- 
ic illnesses over the past years but seems consistent with a 
manic-depressive disorder. At the time of admission, she was 
in a withdrawn state. She has a history of hypertension, arteri- 
osclerotic cardiovascular disease, chronic renal failure, and 
hyperuricemia. An encephalopathy was considered and an 
EEG was done, with essentially normal results. Over the next 
few days, during which she was treated with neuroleptic med- 
ications, the patient’s mental status worsened and she refused 
to take fluids. Her values on renal function studies rose sharp- 
ly, with a BUN and creatinine of 80 and 4.0, respectively. In 
early January 1977, with good hydration and no medication, 
her BUN and creatinine returned to usual levels of 23 and 1.7, 
respectively. However, her mental state was one of profound 
withdrawal and apathy, and amitriptyline was started at 75 
mg/day. The amitriptyline dose was increased to 100 mg/day 
the next day and to 125 mg/day 2 days later. : 

Myoclonic jerking was noted in the limbs after the fifth day 
on 125 mg of amitriptyline. No myoclonus of facial mus- 
culature was noted. Values on renal function studies re- 
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mained unchanged. Her mental status gradually tmproved 
over the entire period of treatment with antidepressant medi- 
cation. At the time of the myoclonus, she seemed bright and 
cheerful. There were no signs of anticholinergic toxicity, tox- 
, ic delirium, or neurological deficit. An EEG was done imme- 
diately and showed a paroxysmal abnormality of sharp and 
slow-wave activity of 2 to 444 Hz over 1- to 3-second periods. 
These paroxysmal EEG abnormalities did not coincide with 
the myoclonic jerks. Amitriptyline was then discontinued, and 
myoclonus ceased within 24 hours. Reinstitution 2 days later 
of amitriptyline at 75 mg/day maintained the improved mental 
state without recurrence of myoclonus. In follow-up over the 
past few weeks, myoclonus has not returned and the patient 
is still being maintained on 75 mg/day of amitriptyline. 

This case, similar to the one reported previously by Dr. 
Lippmann and associates, demonstrates dose-related myoc- 
lonus in what is usually considered to be a nontoxic range of a 
tricyclic antidepressant. The patient’s weight is 79 kg and no 
tricyclic-like side effects were noted; therefore, we can say that 
her dosage was not in a toxic range. Most reports in the literature 
stress the occurrence of myoclonus in cases of tricyclic over- 
doses or toxicity; this case would be another documentation 
of the occurrence of myoclonic movement disorders at non- 
toxic levels (1~5). As the physiological mechanism, we postu- 
late a basal ganglion neurotransmitter serotonin-acetyl- 
choline imbalance. This is consistent with past reports in the 
literature and with the serotonin-enhancing, acetylcholine- 
antagonizing action of amitriptyline. We caution clinicians to 
look for this syndrome (without confusing it with ‘‘seiz- 
ures” [4D and would welcome correspondence on this issue. 
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Inpatient Service 
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Louisville, Ky. 40202 


Feminism and Sexuality 


Sir: In "Some Effects of the New Feminism" (January 
1977 issue), Ruth Moulton, M.D., stated that one effect of the 
new feminism has been an "'increase in secondary impotence 
in the male” along with other types of sexual dysfunction. 

An unqualified statement such as this leads one to question 
the author's understanding both of the ‘‘new feminism’’ and 
the etiology of sexual dysfunction. In couples with sexual and 
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marital problems, a frequent contributing factor, regardless of 
the specific dysfunction or the partner who is comptaining, is 
the unliberated status of both the woman and the man. In such 
couples, the woman is passive and receptive—conforminpeto 
the womanly ideal of classic psychoanalytic theory— waiting 
for the man to push the right button to make her come alive 
sexually. The man is the active partner, endowed, so the myth 
goes (presumably via his genes), with complete knowledge of 
female sexual response that enables him to bring any woman 
to complete fulfillment without so much as one syllable of 
direction from her. 

In truth, the ‘*old feminism'' contributed a great deal to the 
sexual disharmony that the ‘‘new feminism” is helping to 
eradicate. Far from being threatened, the men I see in sex and 
marital therapy welcome a partner who shares equally in the 
responsibility to make sexual interaction work for both of 
them. 


WENDELL W. WATTERS, M.D. 
Hamilton, Ont., Canada 


Dr. Moulton Replies 


SIR: The focus of my paper was on some of the negative 
effects of feminism on men and women; there was no intent to 
dismiss the positive effects. I do not see an increase in sexual 
dysfunction, but rather a change in the nature of symptoms 
and their relative frequency. My study was based on patients 
in psychoanalytic therapy who presented with problems that 
were in part precipitated by the changes in attitudes toward 
sex and sex-role stereotypes. Most people agree that cultural 
"permission" to enjoy sex has lightened the burden of Victo- 
rian inhibition and that a wider range of sex roles has offered 
new opportunities for individual choice. Social change is both 
inevitable and desirable, but the more rapid it is, the more 
anxiety it causes. 

People often fail to anticipate the negative side effects of 
increased freedom; the intent of my paper was to underline 
these effects so that people might be better prepared to handle 
them and would not feel so isolated in their struggle to use the 
new opportunities. 

The new techniques for working with sexual and marital 
dysfunction are an effort to help couples deal with their anx- 
ieties and to use the new information about sexual behavior 
and marital interactions. I have done some couples therapy 
and feel that this modality works best with those who function 
fairly well in other areas, i.e., have good ego strength, and 
where there has not been a long, deeply ingrained, malicious 
battle within the marriage. 

As to the “‘increase in secondary impotence,” this has been 
observed by many male analysts (1) doing individual treat- 
ment. In this setting, the male patient who retreats sexually 
from the assertive female often refuses to go for marital thera- 
py because he fears exposure and humiliation. We all see 
different patient populations, according to our own interests 
and techniques. We see new trends, a shift in complaints that 
may be relevant but not statistically valid. There is no doubt 
that some men resent being used as a stud, being held respon- 
sible for the excessive sexual demands of some women, and 
feel they are being treated like a sex object, a complaint 
formerly made primarily by women. With the sexes being 
seen as more equal, their complaints become more alike, i.e., 
neither wants to be the victim of a *'tommand performance" 
or to take complete responsibifity fér the partner's satisfac- 
tion. Individuals of the same sex vary greatly in their vulnera- 
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bilities. A man with deep fears of the overpowering woman is . 


more apt fo fear that he cannot satisfy his partner and be more 
threatened than relieved by a sexually alive woman (2, 3). 
Orfe such man reported a dream to a male therapist (Louis Jay 
Gilbert, personal communication) in which he unscrewed his 
penis and put it on a mantel where he could get it when he 
wanted it, not when his partner demanded it. 

In summary, I see a wide range of responses to the new 
freedoms. Some people can use these freedoms well and do 
not come to therapy; others are threatened, anxious, and have 
deep sexual inhibitions and other rigid defenses that require 
treatment. I agree that we are not in a position to make any 
"unqualified'' statement about the prevalence or eventual ef- 
fect of these changes on sexual or marital patterns. I did not 
do so in my paper. We can share our clinical observations as 
we study those who come to us for help. 
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RUTH MOULTON, M.D. 
New York, N.Y. 


Adult Brain Dysfunction 


Sir: In the September 1976 issue of the Journal, Henry B. 
Maun, M.D., and Stanley I. Greenspan, M.D., discussed the 
‘Identification and Treatment of Adult Brain Dysfunction.” I 
found this article very interesting because I believe that I have 
been identifying the same syndrome. In April and May of 
1976, while working with the Ohio State University Depart- 
ment of Child Psychiatry, I noticed that the majority of par- 
ents of hyperactive children had problems characteristic of 
ABD plus some form of learning disability, usually a reading- 
spelling defect (i.e., letter reversals, dysphonetic dyslexia, 
etc.). Since that time, a second article (1) has appeared de- 
scribing the same syndrome. 

Because of the unusually high familial association I have 
seen, I would suggest that workups of hyperkinetic children 
be done with careful family histories and that examiners ask 
for written material from the patients' families in an attempt to 
identify learning disabilities. 
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Psychiatric Illness in Nursing Homes 


Sır: Thank you for publishing ' Psychiatric Disturbances of 
Aged Patients in Skilled Nursing Homes'' by Ruth B. Teeter, 
Ph.D., A.C.S.W., and associates (December 1976 issue). The 
authors demonstrated skill and hard work in preparing a sci- 
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entifically accurate study that validates the clinical and public 
impression that there is a high rate of psychiatric illness in the 
nursing home population. This paper is markedly timely for us 
in Washington. During the week of its publication, a 94-year- 
old Medicaid patient in a state of paranoid jealousy murdered. 
two fellow nursing home residents with point blank shots to 
the head. A third similar attempt was aborted because the gun 
misfired, seriously wounding a nurse, and the patient then 
committed suicide. The police dismissed it as a ‘‘crime of 
senility more than anything else.” The State of Washington 
Department of Social and Health Services, by written direc- 
tion, has for over one year forbidden psychiatric consultation 
to nursing home residents because ''everyone in nursing 
homes is a little depressed.” 

Now that Dr. Teeter and associates have statistically vali- 
dated the high rate of psychiatric ilIness in nursing homes, the 
American Psychiatric Association, the new administration in 
Washington, D.C., and each state administration must show 
leadership to obtain a more equitable distribution of the psy- 
chiatric dollar to prevent further incidents such as the one I 
have described, which could have been predicted by this fine 


paper. 


ROBERT BENSON, M.D. 
Seattle, Wash. 


Observations on Marijuana Withdrawal 


SIR: In the past two years I have seen three cases in which I 
believe patients who have withdrawn from the prolonged use 
of marijuana have lapsed into a manic-depressive type of ill- 
ness. It has occurred to me that there may be a syndrome 
associated with marijuana withdrawal that is manifested by 
manic-depressive type symptoms. 

Being in private practice, I have few cases of such a nature 
and have no way of truly researching such an issue. I would be 
interested to know if other psychiatrists have noted such cas- 
es and if any research has been done in this regard. 


BERNARD TEITEL, M.D. 
Memorial Medical Center 
2865 Atlantic Ave., Suite 213 
Long Beach, Calif. 90806 


Acetazolamide Delirium 


- SIR: Acetazolamide (Diamox) is generally known to cause 
metabolic acidosis. It has not, however, been discussed in the 
medical literature as a cause of delirium. I would like to report 
a case in which a patient developed an acute confusional state 
during the treatment of chronic glaucoma with this carbonic 
anhydrase inhibitor. 

The patient, a 69-year-old man, was brought to the hospital 
by his landlady, who described a history of increasing rest- 
lessness, insomnia, and inappropriate behavior that had last- 
ed a week. He was admitted to our psychiatric ward with an 
apparent exacerbation of chronic paranoid schizophrenia, 
from which he had suffered for many years. 

On admission his affect was flattened and his attention span 
and immediate recall were moderately impaired, buf he was 
fully oriented in three spheres. However, the nurses observed 
him wandering at night and noted fluctuating disorientation to 
time and place. He had no insight into any change in his mood 
or behavior. 
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An EEG revealed diffuse slowing of the cerebral rhythm 
suggestive of a metabolic disorder. The serum electrolytes 
Showed features of metabolic acidosis with an elevated chlo- 
ride of 113 mmol/liter and a depressed bicarbonate of 16 
mmol/liter. 

The patient had begun taking 250 mg of acetazolamide t.i.d. 
a few days before the onset of his confusional state because 
his long-standing glaucoma was responding poorly to topical 
agents. After admission and consultation with the ophthal- 
mologist, the acetazolamide was reduced to 125 mg t.i.d., and 
1300 mg of sodium bicarbonate t.i.d. was initiated. Sub- 
sequent clinical improvement was closely correlated with a 
return to a normal acid-base balance reflected by serum elec- 
trolytes. 

À repeat EEG one month after the change in acetazolamide 
dosage reflected the clinical improvement in a normalization 
of the cerebral rhythm. The patient's serum electrolytes and 
mental status have been stable now for a number of months, 
and he has returned to his previously adequate level of social 
functioning. 

This case emphasizes the importance of remaining alert for 
delirium caused by therapeutic drugs, especially those which 
alter electrolytes and acid-base balance. It also reminds us to 
watch for delirium mimicking functional psychiatric illness. 


' * 


TIMOTHY O. Rowe, M.D., F.R.C.P. 
Vancouver, B.C., Canada 


Is Panic Normal? 


Sır: In the first paragraph of their paper ‘“The Treatment of 
Pathological Panic States with Propranolol’ (December 1976 
issue) Jon F. Heiser, M.D., and Don DeFrancisco, M.D., do 
define what may occur in a panic state. I take issue, however, 
with their view of a ‘‘normal’’ versus a "pathological" panic 
state. All panic states are pathological and represent a signifi- 
cant break with reality, be they of very brief or not so brief 
duration. Thus the person in panic is experiencing a psychotic 
reaction. The case reports described by Drs. Heiser and De- 
Francisco are of neurotic individuals who appear to have sus- 
tained varying intensities of anxiety. 


IRviNG J. FARBER, M.D. 
Jamaica, N.Y. 


Drs. Heiser and DeFrancisco Reply 


SIR: We appreciate Dr. Farber's interest in our paper and 
respect his hypothesis that all panic states are pathological. 
Our opinion that panic is universal, innate, and normal is also 
hypothetical but is supported by many naturalistic and some 
experimental observations that are well summarized in the 
first reference of our paper (1). We disagree with Dr. Farber 
that ''a// panic states . . . represent a significant break with 
reality’’ so that ''the person in panic is experiencing a psy- 
chotic reaction." However, our disagreement may depend 
entirely on our respective definitions of ‘‘a significant break 
with reality" and ‘‘psychotic reaction.” 

Klein (2), who first reported the suppression of panic at- 
tacks ip patients treated with imipramine, used the term 
"spontaneous panic attacks,'' which is more informative than 
our "pathological panic states.” It is the spontaneous or un- 
provoked panic attack that responds to imipramine, and, if 
our preliminary observations are verified, to B-adrenergic 
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blocking agents. Panic that is provoked by environmental 
events, whether seemingly appropriate or ''pathological,"' is 
not blocked by imipramine and presumably not blocked by 
propranolol. Klein used the following example to illustrate his 
point. If a pet cat walks into a room, only a person witlra cat 
phobia is apt to panic. If a tiger walks in, many people may 
panic. In neither instance would the panic be blocked or pre- 
vented by imipramine (or, presumably, by propranolol) since 
these panic attacks are not spontaneous but precipitated by an 
environmental event (3). 

We are aware that a traditional coping strategy of psychia- 
trists in the face of dilemma or uncertainty is to coin a new 
term. We suspect that both this correspondence and the term 
‘spontaneous panic attack" will raise more questions and 
eyebrows than answers. 
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JON F. HEISER, M.D. 
Don DeFrancisco, M.D. 
Orange, Calif. 


Memory Loss With Lithium? 


Sin: Several of my patients who have been on long-term 
lithium maintenance (two years or more) have complained 
about subtle memory loss. This memory loss does not seem to 
be particularly about recent events and is not evident on for- 
mal testing such as digit span. It appears to be a more global 
but spotty memory loss for both recent and remote events, 
e.g., remembering appointments, telephone numbers, or 
events. Recall seems to return when the patient is reminded 
and spends a few minutes thinking. One patient reported re- 
turn of normal memory four to six weeks after discontinuing 
lithium. 

Since J have not seen this effect of lithium reported, I would 
like to know if any other psychiatrists have seen such patients 
or know of reports anywhere in the literature. 


GEORGE F. Bajor, M.D. 
16661 Ventura Blvd. 
Encino, Calif. 91316 


More on ‘‘Free’’ Psychotherapy 


SIR: I would like to comment on the letter titled “‘Patient, 
Responsibility and ‘Free’ Psychotherapy" by Joel Paris, 
M.D. (December 1976 issue). Dr. Paris stated that ‘‘psycho- 
therapy in private practice is free under universal Medicare in 
Canada'"' and that *'the knowledge that the government pays 
the bills prevents a feeling of obligation." 

It seems to me that Dr. Paris is talking about a particular 
situation within the general Canadian structure of the medical 
health insurance scheme. First, in the majority of the prov- 
inces in Canada medical health insurance is subsidized 
through the use of general taxation Mollars in an arrangement 
that is individually worked out between eath of the provinces 
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and the federal government. Thus each citizen of Canada pays 
for the sotcalled free medical insurance through tax dollars. 
Second, in many of the provinces the medical health in- 
susmance scheme is further subsidized by direct payment by 
the patient and/or the head of the family into a medical health 
insurance fund, where a further subsidy of the health in- 
surance scheme is obtained. 

I think the statement that the feeling of obligation between 
therapist and patient is decreased because the government 
**pays the bills” needs further qualification. Obligation and 
loyalty develop not in the payment of bills but in the relation- 
ship between the patient and therapist as reflected in the 
transference situation. It is in the early parent-child relation- 
ship that the sense of obligation develops. It seems to me that 
the sense of obligation should be explored with the patient not 
in terms of nonpayment or missed sessions but in the context 
of the patient's early parent-child relationship (1). 
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STANLEY L. DEBOW, M.D., F.R.C.P. 
Toronto, Ont., Canada 


Dr. Paris Replies 


Sir: Dr. Debow’s comments are perfectly correct but do 
not contradict my basic contention that patients do not need 
to pay directly for psychotherapy in order to benefit from it. It 
is true that Canadian Medicare is financed through taxes and 
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premiums, but it is perceived by the patient as "free." 

Of course obligation is transferential-—that is precisely my 
point. The whole issue is independent of money, and in the 
absence of a fee the transference emerges around whatever 
nonfinancial structure the therapist imposes. It is for this , 
reason that the psychological conflicts around **payment" 
can be dealt with in a Medicare treatment. 


JoeL Paris, M.D. 
Montreal, Que., Canada 


Corrections 


The following information should have been included on 
p. 258 under ''Results" in **Catecholamine Metabolism in 
Gilles de la Tourette's Syndrome" by C. Raymond Lake, 
M.D., Ph.D., Michael G. Ziegler, M.D., Roswell Eldridge, 
M.D., and Dennis L. Murphy, M.D. (March 1977 issue): 
Mean plasma levels of plasma NE (+ S.E.M.) for patients 
with Tourette's syndrome while supine, upright, and after 
isometric exercise were 218+ 35, 343+ 42, and 454+ 76 pg/ml 
of plasma, respectively; mean levels for control subjects were 
214+ 38, 374+ 50, and 445+ 52 pg/ml, respectively. 

The first sentence of the précis of ''Low Urinary Dopamine 
and Prediction of Phenothiazine-Induced Parkinsonism: A 
Preliminary Report” by Thomas J. Crowley, M.D., Charles 
O. Rutledge, Ph.D., Margaret M. Hoehn, M.D., Mary Ann 
Stallings, R.N., M.S., and Seymour Sundell, M.D. (p. 703, 
June 1976 issue) should have read: ‘*Psychiatric patients who 
excreted larger amounts of urinary free dopamine before 
treatment were significantly less likely than patients excreting 
smaller amounts to develop parkinsonian side effects.” 
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Community Mental Health: Target Populations, by Ann Wol- 
bert Burgess, R.N., D.N.Sc., and Aaron Lazare, M.D. En- 
glewood Cliffs, N.J., Prentice-Hall, 1976, 272 pp., $11.50. 


In the first part of this book the authors develop a concep- 
tual framework to assist clinicians in selecting relevant clini- 
cal data. The need for this approach stems from two factors. 
The fact that clinicians in community mental health settings 
see large numbers of patients with a heterogeneous group of 
problems that do not easily fit into official diagnostic cate- 
gories or psychodynamic formulations is compounded by the 
lack of a comprehensive theory of human behavior that satis- 
factorily integrates the four implicit conceptual models used 
in psychiatric clinical formulations. Although the patient is 
simultaneously a biological, psychological, behavioral, and 
social being, the clinician tends to collect and codify data from 
the perspective of one or some combination of these four 
conceptual models but seldom from all of them. To deal with 
this situation, the authors formulate a hypothesis-generating 
and testing approach for the initial psychiatric examination in 
the community and related settings. They describe 16 hypoth- 
eses useful in organizing clinical data and indicate that such an 
approach will assist the clinician to be more comprehensive 
and more efficient, will guard against premature closure in 
data collection, and will provide a stimulus for the exploration 
of relevant but neglected clinical questions. 

Underlying this clinical data collection approach is the con- 
cept of the patient as a customer who interacts with the clini- 
cian in a negotiation process. The patient not only presents a 
chief complaint of what is bothering him or her and a goal to be 
accomplished but also presents a request, often not elicited, 
as to how he or she would like the clinician to respond to help 
achieve the desired goal. From analysis of interviews, the 
authors classify patient requests into 14 categories and dis- 
cuss elicitation, negotiation, and disposition of these 
requests. 

This first part of the book concludes with 2 chapters dis- 
cussing crisis patterns and issues in mental health consulta- 
tion. In these chapters the hypothesis-generating and testing 
approach to clinical data collection and the concept of the 
patient-as-customer are not further developed. Rather, in 
dealing with assessment of crisis situations and the consulta- 
tion process, these discussions seem to serve as a bridge be- 
tween the initial conceptual framework and the more specific 
problems emerging from selected target populations by plac- 
ing the total clinical event in these larger contexts. 

For the second part of the book the authors selected the 
following target populations: the bereaved, the infertile 
couple, drug abusers (including the alcoholic), the suicidal 
patient, victims of violence, aggressive sexual offenders, the 
sexually abused, and the prostitute. In reading these chapters 
detailing the target populations it becomes apparent that the 
conceptual approach described earlier in the book is unevenly 
woven into their fabric. It is unfortunate that the initial con- 
cepts have not been further developed and made explicit in all 
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of the chapters dealing with the target populations. 

Nevertheless, the first focus of the book, the initial concep- 
tual approach, is a welcome addition to the literature. The 
authors' approach shares some methodological similarities 
with recent developments in explorations of medical socio- 
logical field research and seems to draw afew of its underlying 
assumptions about the nature of the patient-as-person and the 
basis of hypothesis generation and testing from the phenome- 
nological movement. The second focus, the target popu- 
lations, is not unwelcome, but its development is less satis- 
fying in some instances due to the uneven use of the concepts 
described in the first section of the book. However, these 
chapters can serve to heighten the clinician's awareness of the 
groups described and their particular problems. The dis- 
cussions in the book in which the initial conceptual approach 
is developed and made explicit vis-à-vis a given target popu- 
lation should not only raise the clinician's awareness but as- 
sist him or her to use the model in clinical practice in commu- 
nity mental health settings. 

One minor irritation must be noted. Although I realize how 
tedious the task is, to the extent that the technical aspects of 
scholarship dealing with references are consistent, the reader 
appreciates the effort and finds format consistency useful in 
pursuing the topic further (at least I do). This book lacks such 
consistency. 

With the above criticism made, I would still recommend 
this book to the people for whom it is written, inter- 
disciplinary groups of health care providers. Beginning prac- 
titioners in community mental health will also find it useful in 
several important ways. 


ANNE J. Davis, R.N., PH.D. 
San Francisco, Calif. 


Psychoanalytic Technique and Psychic Conflict, by Charles 
Brenner, M.D. New York, N.Y., International Universities 
Press, 1976, 214 pp., no price listed. 


Throughout this book Dr. Brenner documents the thesis 
that all human thought and behavior are manifestations of 
compromise formations that have developed to deal with the 
conflicts generated by the need to gratify infantile wishes and 
the fear to do so. For the purpose of psychoanalysis the im- 
portant compromise formations are transference, symptoms; 
defenses, character, dreams, and sublimations. These com- 
promises are multidetermined; gratification of and defense 
against wishes as well as punishment and some response to 
the external situation can be identified in them. The analyst's 
task is to explicate the conflict underlying the patient's com- 
plaints and to resist the patient's attempts to attribute dis- 
comfort to reality or to his or her symptoms. 

Through interpretation, the analyst acquaints the patient 
not only with his or her infantile wjshes and the anxiety, de- 
pression, and guilt associated with them but also with the 
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manner in which the patient copes with them. For analysis to 
be effective, compromise formations have to be considered in 
the total context in which they occur. They cannot be ana- 
lyzed in isolation. For example, dream analysis should not be 
limited to analysis of content. The manner in which a dream is 
related and the context in which it is introduced are impor- 
tant. The therapeutic effectiveness of analysis cannot be at- 
tributed to the modification of defenses alone but to a reorga- 
nization of the relationship of the ego, id, and superego. 

Careful attention to the transference yields the most valu- 
able insights into the sources of conflict and the method for 
dealing with conflict. Dr. Brenner decries the emphasis on the 
real relationship with the therapist and the efforts to sharply 
delineate the therapeutic alliance from the transference. The 
analyst who accepts these principles uncritically can over- 
look important transference manifestations. 

Dr. Brenner believes that too little attention has been fo- 
cused on the role of depressive affect in conflict. Anxiety is a 
signal of impending danger, but depression is a response to a 
loss that has occurred. Dr. Brenner focuses on the losses 
associated with superego condemnation. Self-destructive and 
masochistic trends may reflect self-punishment to ward off 
anxiety, but they may also represent attempts to win back 
love by suffering and penance because of the conviction that 
punishment is deserved for causing the loss. Dr. Brenner’s 
application of this concept to female psychology contributes 
to our understanding of this matter. 

Dr. Brenner’s focus on superego conflicts is appropriate in 
a book on psychoanalytic technique because most analyzable 
patients have reached a level of psychosexual development at 
which ego and superego function relatively adequately. How- 
ever, there are many patients whose early deprivation has 
resulted in faulty ego development and whose capacity to deal 
with conflict and to behave adaptively is limited. Although 
Dr. Brenner recognizes that the intactness of patients’ egos 
varies, he does not sufficiently explore the importance of ego 
deficits. He states that psychotic manifestations, like neurotic 
manifestations, can be understood as defensive. Although 
some psychotic symptoms may express efforts at defense, 
others indicate defective ego functioning. 

It is regrettable that Dr. Brenner has not considered this 
matter more extensively because awareness of ego defect not 
only influences the criteria for analyzability but also directs 
the analyst’s attention to structural defects that may exist in 
analyzable patients and may respond to analysis. In spite of 
this limitation, Dr. Brenner’s critical review and reevaluation 
of basic psychoanalytic concepts relevant to technique yields 
useful perspectives and insights. Both the practicing analyst 
and others interested in psychoanalysis will find this book 
valuable. 


REBECCA Z. SOLOMON, M.D. 
Hartford, Conn. 


William Alanson White: The Washington Years, 1903—1937, 
edited by Arcangelo R.T. D'Amore, M.D., with the assis- 
tance of A. Louise Eckburg. Washington, D.C., St. Eliza- 
beths Hospital, National Institute of Mental Health, 1976, 
176 pp., no price listed (paper). 


Those whose predilections lead them to pursue the evolu- 
tionary progress of thought relating to man and man’s mental 
disabilities will delight irf this collection of papers so ably 
edited by Dr. D’Amore. The series of papers and discussions 
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was prepared by individuals personally associated with Dr. 
William Alanson White as well as those who did not know him 
but perceived his unique contributions to psychiatry, psycho- 
analysis, and mental health. The papers were originally pre- 
sented as a symposium on the occasion of the transfer of the 
historical records of St. Elizabeths Hospital to the National 
Archives. 

From the delightfully revealing personal anecdotes record- 
ed by Drs. Morris Kleinerman, Addison Duval, and N.D.C. 
Lewis, who worked closely with him, William Alanson White 
emerges from his historical role of high professional esteem 
and respect as a very human and warm man endowed with 
enormous curiosity, enthusiasm, and energy as well as the 
frailties of pique and irritability. 

White's accomplishments and efforts are indeed distin- 
guished. He dedicated himself simultaneously to adminis- 
tering the major federal hospital for the mentally ill (St. Eliza- 
beths), with all the attendant opportunities for innovation 
coupled with exposure to calumny, and to the vigorous es- 
pousal of introducing psychoanalysis into the American psy- 
chiatric scene. Through his editorial collaboration with Smith 
Ely Jelliffe as well as through his own prolific writing, White 
fostered the spread of knowledge of this subject through the 
English-speaking world. His text, Outlines of Psychiatry (1), 
went through 12 editions; for years it was the leading text on 
the American scene. The reports on his often disillusioning 
participation in and critical appraisal of psychiatry's role in 
the legal sphere make heady reading today for those inter- 
ested in forensic psychiatry. 

It was of interest to me to discover from D'Amore's ac- 
count of White as a pioneer psychoanalyst that White re- 
garded his meeting and subsequent work with Boris Sidis, 
who opened the psychological laboratory of the New York 
State Pathological Institute (later the Psychiatric Institute) as 
the most significant and outstanding event of his earlier work. 
Sidis was then interested in multiple personalities and, using 
the theory of disassociation, was initially rejecting of psycho- 
analysis, but both he and White succumbed to the compelling 
insights of Freud's published works within a few years and 
actively engaged in psychoanalytic work. Interestingly, 
D'Amore compares the significance of White's association 
with Sidis to that of Freud with Charcot. 

There can be little doubt that White, along with Jelliffe, 
Brill, August Hoch, and others, through their early vigorous 
introduction of psychoanalytic concepts into the institutions 
in which they taught and their association with Ernest Jones 
in founding the American Psychoanalytic Association and the 
Psychoanalytic Review, tilled the North American soil and 
prepared it to become the most fertile for the acceptance of 
psychoanalytic theory and practice. They also provided the 
groundwork for the incorporation of, psychodynamic prin- 
ciples into the body of psychiatry. 

In these days of critical interest of the law in the civil rights 
of mental patients, Lebensohn's paper and Ferster and Mas- 
land's discussion of it make entrancing reading. White's opin- 
ions of matters in which psychiatric testimony should be gi- 
ven precede by several decades the opportunities provided by 
the decisions made by Judge Bazelon. Unfortunately, 
White's concepts are still too little applied by either the psy- 
chiatrists serving as expert witnesses or the courts. White's 
comments on civil liberties, the indeterminate sentence, the 
bifurcated trial, and informed consent may all be éntered 
today as refreshing opinions in hotly debated matters. 

Above all, the papers printed in this book reveal White as 
the North American psychiatrist par excellence: open to trials 
of a variety of hypotheses and interventions to assist the men- 
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tally ill (e.g., psychoanalytic therapy for the psychotic, ma- 
laria for paresis, group therapy, and psychodrama all had 
‘their beginnings in the United States at St. Elizabeths under 
White's leadership). D'Amore's fine edition of these papers 
. revives William Alanson White as a major source of in- 
spiration and teacher of many of the most distinguished psy- 
chiatrists of the several generations who succeeded him. Dr. 
White is an ideal model for those to come as a leader who 
founded the broad basis on which North American psychiatry 
now stands. 
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The Evolution of Psychoanalytic Technique, edited by Martin 
S. Bergmann and Frank R. Hartman. New York, N.Y., Basic 
Books, 1976, 482 pp., $17.50. 


In the preface the editors state their view of this book: 


This is not a textbook on psychoanalytic or psycho- 
therapeutic technique. This book is a sourcebook, one 
which records an era and contains the controversies, de- 
bates and discoveries in the original writings of the pio- 
neers of psychoanalytic technique. . . . The editors see it 
as a contribution to the history of ideas, that branch 
which deals with man's attempt to understand his uncon- 
scious and, if possible, to change the ancient dictum that 
character is destiny. 


The book, then, is to be read as a history of the devel- 
opment of psychoanalytic technique written by the devel- 
opers. It is a collection of early and pioneering papers on 
technique by such authors as Abraham, Ferenczi, Glover, 
Erik Erikson, Wilhelm Reich, Fenichel, Sterba, and Joan Ri- 
viere. In general these papers were written between 1919 and 
1939, the year of Freud's death. Although Freud is quoted 
liberally in these papers and in the editors' footnotes, no pa- 
per of Freud's is included. The editors felt that Freud's works 
were easily available elsewhere. Several of the papers includ- 
ed in this book are available here for the first time in English 
translation. 

The first two chapters provide introductory background. 
The first is an outline of the conceptual structure of psycho- 
analysis. The second is an outline of the history of psycho- 
analytic technique from its introduction until 1939. Following 
this are biographical sketches of the pioneering authors of the 
papers. The papers then follow in six general divisions: early 
papers, the controversy surrounding Ferenczi's active tech- 
nique, Freud's case histories in the light of later knowledge, 
psychoanalytic technique in the 1920s, the controversy sur- 
rounding Wilhelm Reich's character analysis, and psycho- 
analytic technique in the 1930s. The papers in the retro- 
. Spective section on Freud's case histories were written in the 
1950s and 1960s. All of the other papers in the book were 
writtembefore Freud's death. I wish that I could have heard or 
read Freud's comments on these controversies. 

One is struck by the fact that, of all the authors, only Fe- 
renczi and Wilhelm Reich are at all specific about the commu- 
nications and behavior in the therapeutic exchange. It is prob- 
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able that this specificity, which catches the reader's emotjon- 
al interest today, is the same factor that stirred up emotional 
controversy at the time of the papers' original presentation. 
The other authors tend to be more general and often seem to 
cover their own technique with descriptions that are as often 
unclear as they are cautious and expressed in special prolix 
language typical of the early analysts’ communications. 

When one reads this book it is interesting to read the chap- 
ters whilerereading other psychoanalytic histories. The wide- 
ly differing views expressed about the authors of these papers 
by such differing historians as Ernest Jones, Max Schur, Paul 
Roazen, and the editors of Psychoanalytic Pioneers (1) make 
for fascinating reading. At the same time the reader goes 
through this volume observing the very human authors re- 
vealing or concealing their humanity in their various ways. 

This book does what the editors intended. It records an era 
and furnishes a source book of historical controversy in the 
development of the thinking of the pioneers of psychoanalytic 
technique. It is a valuable reference source to the history of 
this era. 
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Experimenter Effects in Behavioral Research, enlarged edition, 
by Robert Rosenthal. New York, N.Y., Irvington Publishers 
(Halsted Press, John Wiley & Sons, distributor), 1976, 471 
pp., $15.95. 


The author states that during the 10-year period between 
the original edition of this book and the current edition, re- 
search in the area of interpersonal self-fulfilling prophecies 
has increased by 10 times and that there are now more than 
300 studies on the topic. 

The book has three parts. Part 1 presents the idea that 
errors may occur in the recording of experimental observa- 
tions and in summarizing, analyzing, and interpreting the 
data. Beyond these faults and mistakes, experimenter expec- 
tancy also plays a role in what ts actually observed. When an 
experimenter uses living subjects, his or her expectancies 
may significantly affect the responses of the subjects. Rosen- 
thal describes many examples from the physical, biological, 
and behavioral sciences to advance these concepts. 

Part 2 offers experimental evidence to illustrate and analyze 
the concept of expectancy's effect on the results of experi- 
ments. For example, in one research study subjects were 
asked to judge whether the people whose faces were shown 
on a series of 10 photographs were experiencing success or 
failure. Ratings were made on a scale extending from minus 16 
(extreme failure) to plus 10 (extreme success). There were 10 
experimenters (advanced psychology students), and each ex- 
perimenter had 18 to 24 college students as subjects. Half of 
the experimenters were told that their subjects would average 
plus 5 in ratings of the 10 photographs; the other half were told 
that their subjects would average minus 5. The experimenters 
were also informed that their pay would be $1.00 an hour 
unless the results came out as expected; in that event their pay 
would be $2.00 an hour. Under these conditions the mean 
ratings of the students whose experimenters expected judg- 
ments of success were significantly higher than those of the 
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students whose experimenters expected failure. 

It appears that in many studies the interaction between 
experimenter and human subject is influenced by a variety of 
faetors, such as gender, anxiety level, acquaintanceship, stat- 
us, degree of professionalism shown by the experimenter, and 
the experimenter's manner of speaking, gestures, and person- 
ality characteristics. 

The experimenter's expectations were also shown to be 
influential in studies using rats as subjects. In one study col- 
lege student experimenters used albino rats in a T-maze learn- 
ing study. Six students were told that their rats were maze- 
bright due to successive generations of inbreeding; 6 other 
students were told that their rats were maze-dull. These state- 
ments were completely false: the rats' ancestors had had no 
experience with mazes or psychology students. However, the 
maze-bright rats made significantly more correct responses in 
a significantly shorter time than the maze-dull rats. Attitudi- 
nal scales indicated that the experimenters who trained the 
bright rats felt that their rats were brighter and more likable 
than did the experimenters who trained the dull rats. These 
positive attitudes may have led to gentler handling of the 
bright rats, which, in turn, contributed to better performance. 

Part 3 of the book discusses methodological implications of 
the material presented and offers concrete proposals to re- 
duce or assess the effects of expectations. 

Rosenthal reviews innumerable experiments, includes doz- 
ens of tables, and lists about 450 references. These details 
often make for tedious reading, but the intrinsic interest of the 
material is apt to lure one on to another chapter. The book 
seems primarily addressed to research concerned with dyadic 
relationships, such as research in individual psychotherapy or 
psychopharmacology. 


PauL E. Huston, M.D. 
Iowa City, lowa 


Neuropsychological Assessment, by Muriel Deutsch Lezak. 
New York, N.Y., Oxford University Press, 1976, 514 pp., 
$16.95. 


The author defines clinical neuropsychology as an applied 
science concerned with the behavioral expression of brain 
dysfunction. She states that the methods of clinical neuropsy- 
chology reflect the fact that its roots are in clinical psycholo- 
gy. She points out that there may be three different purposes 
for a neuropsychological examination: diagnosis, patient care 
(including questions about treatment planning), and research; 
each calls for different assessing strategies. 

The text is divided into sections on basic concepts, behav- 
ioral geography of the brain, rationale of deficit measurement, 
neuropsychological examination procedures, the neuropsy- 
chological examination test interpretation, diagnostic issues, 
intellectual ability test, verbal functions, perceptual functions, 

evisuopractic functions and manual dexterity, memory, cogni- 

tive functions, orientation, attention, self-regulation, batteries 
and composite tests for brain damage, and tests of personal 
and social adjustment. Each of these headings is then further 
categorized; e.g., cognitive functions is divided into tests of 
concept formation, tests of organizing, ordering, and plan- 
ning, and reasoning tests. 

In discussing basic concepts the author defines the dimen- 
sions of behavior in three general groups: 1) intellect, with 
receptive functions, memory, learning, cognition, and ex- 
pressive functions; 2) emotionality; and 3) control. The em- 
phasis on definition is of value in classifying the author's basic 
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concepts; when possible she gives the cerebral localization . 


associated with various types of dysfunction. There is a sub- 
stantial amount of discussion of brain function, including lo- 
calization. 

In describing temporal lobe lesions, the author does not, 
comment on episodes of anger or rage that are so frequently 
associated with such lesions and thus are an important cHar- 
acteristic of the lesions. The neuropsychological examination 
relies on explanatory assumptions, as does conventional psy- 
chological evaluation, but it is distinguished by emphasis on 
identification and measurement of psychological deficits from 
which brain damage can be diagnosed. 

The author lists the tests that comprise her individually 
administered part of the battery: 1) the WAIS, including in- 
formation comprehension, arithmetic similarities, digit span, 
picture completion, block design, picture arrangement, and 
object assembly subtests, 2) the Symbol Digit Modality Tests, 
which she uses instead of the WAIS digit symbol subtest, 3) 
the Rey Auditory Verbal Learning Test, 4) subtracting serial 
7s, 5) Draw-A-Bicycle, 6) the Benton Visual Retention Test, 
administrations A and D, 7) the Purdue Pegboard Test, 8) the 
Trailmaking Test, 9) the Rorschach, and 10) the Bender-Ge- 
stalt. 

For the self-administered psychological test packet she in- 
cludes the self-administered battery, the arithmetic section of 
a wide-range achievement test, Ravens Progressive Matrices 
in the standard or colored form, the Hooper Visual Organiza- 
tion Test, the vocabulary and comprehension subtest of the 
Gates-MacGinitie Reading Test, and the Personal History In- 
ventory. Special tests are selected in terms of the type of 
problem the patient seems to present. 

A good description of the diagnostic issues is included. This 
is a valuable addition, including a discussion of the special 
problems of interpretation. The author describes in detail the 
various test procedures she uses and the special purposes for 
which they can be used. In general, this book is excellently 
done and should be extremely valuable for the clinician who is 
interested in becoming more familiar with the various types of 
procedures that can be used to determine the presence or 
absence of brain involvement. Its comprehensiveness makes 
it valuable not only for the neurologist as an aid in diagnosis 
but also for the psychiatrist. 


RAYMOND W. WAGGONER, M.D. 
Ann Arbor, Mich. 


Mechanisms of Neurological Disease, by Anthony J. Lewis, 
M.B., B.S. Boston, Mass., Little, Brown and Co., 1976, 524 
pp., 420.00. 


This book was written to provide a comprehensive and 
practical account of the basic neurological sciences for the 
medical student, resident, and/or nonspecialist whose activi- 
ties are in part concerned with neurological problems. The 
author has divided the book into two parts: the first focuses on 
the anatomy and physiology of the CNS, including some as- 
pects of neuropharmacology, and the second details disorders 
of the CNS, with an emphasis on neuropathology. A final 
chapter discusses the psychoses resulting from neurological 
disease. The book is well illustrated and referenced. 

Since the book was intended to be a means of integrating 
the basic neurosciences with neurological disease for the non- 
qualified neurologist, more emphasis on the clinical aspect of 
neurology would be more practical and helpful for the reader. 
In the section on anatomy the incorporation of horizontal 
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sections as used in computerized axial tomography (CAT) 
would have been useful in view of the importance of the CAT 
scan in neurological diagnosis. 

This book is wel! written, up-to-date, and can certainly be 
recommended to those seriously interested in the field of bas- 
ic neurological sciences. It is questionable whether the psy- 
chiatric resident would purchase it for his or her personal 
library, but heorshe would find it useful as a reference book. 


ARNOLD P. FRIEDMAN, M.D. 
Tucson, Ariz. 


The Rape Victim, by Elaine Hilberman, M.D. New York, 
N.Y., Basic Books, 1976, 98 pp., $7.95. 


The National Center for the Prevention and Control of 
Rape, established through Congressional legislation in 1975 
by Public Law 94-63, is one of the newest NIMHcenters. Part 
of its first-year $3 million budget provides financial assistance 
to several hundred community mental health centers in the 
United States for consultation and education services specific 
to rape. The Rape Victim is a very timely book in the light of 
this federal mandate for the delivery of mental health services 
to rape victims and their families. 

In a sensitive and concise style, Dr. Hilberman, a psychia- 
trist, accomplishes the two aims of the monograph: 1) to sum- 
marize what is now known about the needs and experiences of 
the rape victim and her family and 2) to provide a framework 
in which the clinician can more knowledgeably provide assis- 
tance and support to the victim. 

Hilberman systematically confronts the myriad of myths 
and professional attitudes that have until recently been re- 
sponsible for attributing blame to the victim rather than to the 
offender. By carefully reporting the existing research on the 
subject, she presents the contemporary view of rape as an act 
of violence and humiliation and emphasizes the victim's 
trauma of being overwhelmed with fear and powerlessness in 
the assault. In Hilberman’s words, ‘‘Rape is the ultimate vio- 
lation of the self’ (p. x). 

All nine chapters of this monograph have important infor- 
mation for clinicians. The author examines the sociocultural 
myths in terms of the characteristics of the rapist and victim 
and the setting of the offense. In viewing the legal aspects of 
rape, she gives attention to the difficulties in getting con- 
victions for offenders in terms of proof of the major elements 
of the crime: identification of the offender, proof of sexual 
penetration, and lack of victim consent. Concrete guidelines 
for the medicolegal aspects of the care of rape victims are 
provided in a separate chapter and an appendix. The policy 
recommendations given here on the care of the rape victim in 
the hospital are essential reading for any clinician involved in 
primary care settings. 

The author cites the contributions of community rape crisis 
centers (in addition to their singular feat of bringing rape tothe 
attention of professionals) in providing supportive services 
for victims, educating the public regarding rape-related is- 
sues, and working to reform the laws specific to rape. 

Hilberman is to be commended for confronting a con- 
troversial issue in counseling and treatment considerations, 
namely, that of peer counseling versus professional mental 
health services. She documents how professionals share with 
the general public the societal myth of the victim as a young, 
attractive, and seductive woman who could have avoided the 
assault if she really wanted to. Hilberman emphasizes the fact 
that the significant event is that the victim perceives herself as 
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having been violated; itis not the role of the clinician to decide 
whether or not the victim has been really raped.-Rape is a 
legal, not a medical, term. . 

The chapter on the child rape victim emphasizes the paiyful 
similarity between child and adult victims and the strong 
blame-the-victim attitude that is portrayed in the professional! 
literature. Such judgmental attitudes must be confronted by 
clinicians themselves if they are to begin to try to understand 
the impact that rape has ona person regardless of age or sex. 

In the concluding chapter on the role of the psychiatrist, 
Hilberman outlines the multifaceted potential role of the psy- 
chiatrist in terms of clinical, administrative, teaching, and 
supervisory aspects in the delivery of care to rape victims. 
The monograph concludes with the identification of I1 re- 
search areas relevant to the victim and the expression of hope 
that psychiatrists will bring their expertise and skills to the 
problem of rape. 


ANN WOLBERT BURGESS, R.N., D.N.Sc. 
Chestnut Hili, Mass. 


Autism: Diagnosis, Current Research and Management, edited 
by Edward R. Ritvo, M.D., Betty Jo Freeman, Ph.D., Edward 
M. Ornitz, M.D., and Peter E. Tanguay, M.D. Holliswood, 
N.Y., Spectrum Publications (New York, N.Y., Halsted 
Press, John Wiley & Sons, distributor), 1976, 298 pp., $16.95. 


This volume consists of edited papers given at a seminar on 
autism at the University of California, Los Angeles, in 1975. 
The participants were from a number of professional back- 
grounds and included some parents of autistic children. Seven 
chapters have been added to the seminar papers. The result is 
a concise overview of the diagnosis and management of autis- 
tic individuals and research on their behalf. 

The editors review the history of the syndrome and state 
the belief of the authors that ‘‘autism is a physical disease of 
the brain." Further, they state that these patients ''share a 
neuropathophysiologic process which interferes with devel- 
opmental rate, and the modulation or integration of sensory 
input within the brain.’’ Other symptoms that are part of the 
syndrome result from these malfunctions. 

A section on establishing the diagnosis of autism follows. 
Here the clinical features of the syndrome are elaborated, and 
five subclusters of behavioral symptoms (disturbances of per- 
ception, developmental rate, relating, speech and language, 
and motility) are each discussed. There follows an extended 
discussion of the conditions commonly confused with autism. 
A chapter on cognitive assessment briefly reviews IQ testing 
and its usefulness in relation to autistic individuals, and a 
method specifically devised for the educational and psycho- 
logical assessment of autistic people is presented. The tasks 
and criteria used in measuring 15 different skill areas are ap- 
pended, an addition of practical value to clinicians. 

The longest section of the book is devoted to current ree 
search—clinical, electrophysiological, neurobiochemical, ge- 
netic, and educational. Three theories regarding etiology 
(perceptual inconstancy, defect in cross-modal associations, 
and central cognitive defects) are advanced and discussed. 
Studies showing that autistic children have higher blood se- 
rotonin levels and higher platelet counts than age-matched 
nonautistic children are described. Some plans for future re- 
search are projected along these promising lines. 

À chapter on pharmacotherapy is another of the more prac- 
tical discussions. Language studies‘are reviewed in relation to 
autism, as is current research on operant analysis and inter- 
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developmental retardation are discussed in terms of infants at 
risk, with the hope that such research may lead to methods of 
early therapeutic intervention. 

Another of the practical sections follows, this one on the 
management of autistic people in schools and in the commu- 
nity. One of the early chapters pointed out that a working 
partnership between the professional and the parent was es- 
sential for the treatment of an autistic child. That idea is later 
elaborated in a discussion of parents as paraprofessionals and 
another on the difficulty parents face in obtaining help for 
their autistic children. Current trends and problems in serv- 
ices for autistic people are summarized in the final chapter. 

The authors, among whom are several of the most respect- 
ed and recognized experts currently working in the field, have 
presented a comprehensive yet succinct overview of autistic 
syndromes, including relevant findings in research, tech- 
niques of intervention, and discussions from various theo- 
retical bases. Autism is an important addition to the still rather 
meager literature on the subject; it will be of good use to 
professionals in the many disciplines that are combining their 
efforts to understand and develop better therapeutic inter- 
vention for these severely disabled children. 


JOSEPH M. GREEN, M.D. 
Madison, Wis. 


Theoretical and Experimental Bases of the Behaviour Ther- 
apies, edited by M. Philip Feldman and Anne Broadhurst. 
New York, N.Y., John Wiley & Sons, 1976, 434 pp., $26.00. 


This volume contains 13 chapters (3 of them written by the 
editors) devoted to elucidating the theoretical and experimen- 
tal underpinnings of behavior therapy. Among some of the 
contributors are Morrie Baum, Ian M. Evans, H.J. Eysenck, 
Richard and Barbara Lanyon, S.J. Rachman, and P.H. Vena- 
bles. According to the editors, their book should appeal to a 
wide audience, including practicing clinical psychologists, 
psychiatrists, other physicians, research workers in experi- 
mental psychology, and advanced psychology under- 
graduates who intend to major in the clinical area. Indeed, I 
read the entire volume in the light of the editors’ commentary 
in their preface as to the expected composition of their read- 
ership. 

Although J was most impressed with the scholarly and com- 
prehensive presentation by each of the contributors, I do not 
think this book will have the widespread appeal Feldman and 
Broadhurst hoped for. My primary reason for stating this is 
that unless the reader has a firm grounding in experimental 
and social psychology, classical conditioning principles, psy- 
chophysiology, biological psychiatry, and clinical behavior 
therapy, he or she will find the reading exceedingly difficult. 
Notwithstanding this caveat, Feldman and Broadhurst have 
put together a real contribution to the field that should attract 
the attention of basic and applied researchers alike. 

The material in this book is organized into four sections: 
Biological Psychology, The Psychology of Learning, Social 
Psychology and the Psychology of Decision-Making, and 
Theoretical, Methodological, and Ethical Issues. Gray’s 
chapter on ‘‘The Behavioral Inhibition System: A Possible 
Substrate for Anxiety” is typical of papers in section 1. Gray 
presents a wealth of data as to the biological basis for anxiety 
states; however, the actual link to the practice of behavior 
therapy is somewhat ukclear to me. 

Evan's chapter on ‘‘Classical Conditioning" provides an 


basic features of the classical conditioning paradigm and the : 
greater complexities are nicely covered here. More impor- 
tantly, Evan recognizes that ‘‘one of the most striking dif- 
ferences between laboratory classical conditioning and clini- 
cal treatment procedures, supposedly derived therefrom, is 
the complexity ofthe stimuli in the latter situation” (p. 98). 

Feldman's chapter, titled ''Social Psychology and the 
Behaviour Therapies,” is representative of the papers in sec- 
tion 3. He explores such important issues as attitude forma- 
tion, social influence variables, demand characteristics, per- 
sonality variables, and cognitive dissonance in relation to 
what actually takes place in the clinical situation. 

In section 4 Eysenck presents an erudite view of the ‘‘Cur- 
rent Status of the Art.” In looking toward the future Eysenck 
aptly argues: 


Itis only when theprogramme fails to predict new and 
important facts, when the protective belt safeguarding 
the hard core of principles becomes overburdened by 
fatty tissue that threatens to stifle new research and when 
the heuristic fails to integrate apparent anomalies and 
instead has recourse to purely verbal post hoc arguments 
trying to explain away the contradictory findings, that the 
programme degenerates and becomes of purely historical 
interest. (p. 360) 


Eysenck's warning should be quite clear; to continue its re- 
markable progress, the behavioral approach to the treatment 
of human problems will have to maintain its undaunted empir- 
ical posture. 

In summary, Feldman and Broadhurst have provided us 
with a work in the tradition of Kanfer and Phillips (1) but 
written at a somewhat more esoteric level. The editors have 
maintained the British penchant for tying in their empirical 
findings with their theoretical base. For the most part, I would 
say that this goal has been achieved, although, as noted 
above, in some instances the relationship of empirical data to 
theoretical underpinnings was a bit tangential. Nonetheless, 
this very scholarly work undoubtedly will become one of the 
classics in the field and will be used as an excellent source for 
high-level graduate work in experimental and clinical psy- 
chology. 


REFERENCE 


1. Kanfer FH, Phillips S: Learning Foundations of Behavior Thera- 
py. New York, John Wiley & Sons, 1970 


MICHEL HERSEN, PH.D. 
Pittsburgh, Pa. 


A Handbook of Cross-National MMPI Research, by James N. 
Butcher and Paolo Pancheri. Minneapolis, Minn., University 
of Minnesota Press, 1976, 451 pp., $20.00. 


This handbook is the accomplishment of an American clini- 
cal psychologist and an Italian psychiatrist working with clini- 
cians in many other countries interested in spreading the 
MMPI around the world. Just the idea of doing such a thing 
raises many interesting questions about the possibility of 
studying personality differences and similarities among di- 
vergent cultures. On the other hand, there may be a certain 


absurdity in carrying MMPI lore to faraway places and asking - . 


the natives of other lands to endorse MMPI statements about 
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" about them. were academic or mental health leaders in their respective 


' One of the greatest difficulties, of course, is the translation 
of the test, not only the translation of the words in an item but 
translation of the content of the item into culturally relevant 
meaning. Dr. Butcher and Dr. Pancheri discuss the problems 
of translation and the various tactics used. Missing from the 
book, however, are plenty of examples of translated items, 
particularly subtle items that have no face validity or ‘‘mean- 
ing.” l 

The MMPI has the distinction of being the most widely used 
personality assessment technique; in my opinion, it is also the 
most poorly understood by the majority of the people I have 
seen use it. Clinicians are all too frequently unfamiliar with 
the construction and rationale of the test and are unable to use 
the abundance of information embedded in the scale eleva- 
tions and profile configuration. Computerized interpretations 
alienate clinicians even further from being able to read direct- 
ly the rich multivariate profile information. All too often one 
hears a clinician referring to a scale of the test such as the 8 
scale as if it were a dipstick measure of schizophrenia. By 
referring to the scales by the old nosology they were originally 
intended to predict, the authors of this book perpetuate the 
commonly held belief that the usefulness of the test is diag- 
nostic. 

All things considered, the authors have done a com- 
mendable job of pulling together the international research 
and clinical applications of the MMPI. One wonders, how- 
ever, when the bootstrap of the ''bootstrap validity" of the 
test is going to snap and when extensions of the test dilute 
rather than enrich it. One wonders whether it would not be 
better to standardize a new MMPI-like test in each different 
country. 

It would be interesting to know how such an item as ''I 
think Lincoln was greater than Washington'' would be trans- 
lated into French or Urdu. How does one translate an empiri- 
cally derived item that is not intended to have any ‘‘mean- 
ing’’? This book raises many such fascinating questions and 
answers some of them. It will interest the sophisticated MMPI 
user, the cross-cultural anthropologist, anyone interested in 
language translation, and anyone interested in such Zen rid- 
dles as, How does one translate the items of an empirically 
derived scale in a way that retains their absence of meaning? 


DAVID F. Berry, PH.D. 
West Hartford, Conn. 


Cross-Cultural Anxiety, edited by Charles D. Spielberger and 
Rogelio Diaz-Guerrero. Washington, D.C., Hemisphere 
Publishing Corp. (New York, N.Y., Halsted Press, John 
Wiley & Sons, distributor), 1976, 187 pp., $17.95. 


This scholarly, concise, and easy-to-read volume reports 
recent contributions to cross-cultural research on the meas- 
urement of anxiety, examines research issues encountered in 
cross-cultural research on anxiety, and reports the results of 
recent empirical studies of anxiety in a number of different 
cultures. The volume is a compilation of a series of papers 
from a symposium titled Cross-Cultural Research on State 
and Trait Anxiety held in Bogotá, Colombia, at the 15th Intra- 
Americdn Congress of Psychology in 1974. The participants 
in this symposium reported research on anxiety in Brazil, 
Canada, Mexico, Puerto Rico, Sweden, and the United 
States. Additional contributions were invited from psycholo- 
gists and psychiatrists currently investigating manifestations 
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countries; thus there is a great deal of repetition in the volume 
as well as some signs of national pride. The editors, who are 
reputable and experienced in the field of anxiety research, 
have done a masterful job of selecting the most pertinent ma- 
terials presented. 

The chapters, although of high quality, vary in style and 
format, often requiring the reader to shift intellectual gears. 
Some authors emphasize results and implications; others fo- 
cus on methodology and psychometric properties. The in- 
troductory chapter by Spielberger clarifies the terminology 
used in anxiety research, defines the concepts of state and 
trait anxiety, and relates these concepts to anxiety as a psy- 
chological-biological process. Spielberger further presents 
his comprehensive theory of anxiety by identifying the essen- 
tial variables and specifying precise operations for their meas- 
urement via the State-Trait Anxiety Inventory (STAD. 

Spielberger and Sharma's chapter examines a number of 
general issues encountered in the cross-cultural measurement 
of anxiety and discusses specific translation strategies that 
emerged from the development of the Spanish and Hindi 
forms of the STAI. 

The next 3 chapters focus on the development and valida- 
tion of the Portuguese, French, and Turkish forms of the 
STAI. Also, a cross-cultural comparison of STAI scores of 
Spanish, American, Hindi, and Turkish samples is presented. 
However, the results appear to be confounded by the pres- 
ence of numerous methodological and conceptual difficulties. 

The next chapter provides a brief introduction to the State- 
Trait Anxiety Inventory for Children (STAIC) developed in 
the United States by Spielberger and associates. The authors 
discuss the development and validation of the Spanish form of 
this instrument, using a rather novel and carefully conducted 
set of experimental procedures. 

The following 5 chapters deal with unrelated studies con- 
ducted in different cultures using the Spanish, Greek, Italian, 
English, and Swedish languages. Various self-report in- 
ventories in addition to the STAI were used. These contribu- 
tions vary considerably in their level of sophistication and the 
quality of the research design employed. 

The study by Gonzales-Reigosa on the anxiety-arousing 
affect of taboo words in bilingual subjects seems of more val- 
ue to linguistics than to psychology or psychiatry. Gonzales- 
Reigosa found that the age at which language is learned rather 
than proficiency in the language seems to be the critical vari- 
able influencing language-mediated emotional responses. 

The study by Papacostas and Stefanis attempts to develop a 
repertory anxiety grid. Their findings regarding the great di- 
versity and variety of anxiety-producing situations contrib- 
utes little to the literature. 

Pancheri and associates present psychosomatic research 
with the Italian STAI. Although their work is interesting, it 
has an abundance of weak interpretative inferences and 
no cross-cultural implications. 

Diaz-Guerrero reports results obtained in a cross-cultural 
longitudinal study of Sarason's Test Anxiety Scale for Chil- 
dren and the Holtzman Inkblot Technique administered to 
both Mexican and American schoolchildren. Although this 
article presents provocative cross-cultural findings regarding 
reactions to examinations in school and social interaction sit- 
uations, some of Diaz-Guerrero's data are based on an anx- 
iety measure that is inferred from a projective test. Using such 
an anxiety assessment measure seems inconsistent with the 
thrust of this volume. i : . 

The results of the four investigations described above sup- 
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port Spielberger's theoretical conceptualizátion of state and 
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trait anxiety. However, a study by Endler and Magnusson of 
Swedish and-Canadian university students using two meas- 
ures of both state and trait anxiety provides a plethora of 
empirical data as well as a series of tentative conclusions 
regarding anxiety that apparently fail to support Spielberger’s 
conceptual distinction. Alternative explanations of the data of 
Endler and Magnusson are possible. As do all of the contrib- 
utors in the section on cross-cultural anxiety investigations, 
the authors indicate promising avenues for future research. 

The final chapter by Holtzman is an excellent, erudite, and 
extremely insightful critique of this volume. My review is no 
match for Holtzman’s comprehensive analysis; con- 
sequently, I occasionally extracted some of his comments. It 
is to the editors’ credit that they were willing to include a 
critique in their book. Apparently Spielberger has heeded the 
criticism of his previous works on stress and anxiety. AI- 
though it serves as a critique, Holtzman’s chapter also pro- 
vides a necessary integration of the volume. Holtzman con- 
cludes by wondering whether the book’s promising start can 
lead to substantial cross-cultural studies of anxiety rather 
than merely to approximate replications in different languages 
and cultures. 

The contents of this book should be of interest to behavioral 
and medical scientists concerned with human personality and 
abnormal behavior, especially those who are interested in 
cross-cultural research. 


CHARLES S. NEWMARK, PH.D. 
Chapel Hill, N.C. 


Biological Foundations of Psychiatry, Vols. 1 and 2, edited by 
Robert G. Grenell and Sabit Gabay. New York, N.Y., Raven 
Press, 1976, 1,013 pp., $70.00 ($35.00 per volume). 


It was a pleasant surprise to find that these two volumes are 
not another collection of papers presented at a symposium. 
These volumes were written by contributors who were com- 
missioned to write on areas relating to their competence. The 
two volumes are the first in a series to be published under the 
aegis of the Society for Biological Psychiatry. The editors 
clearly state that this is not intended to be a textbook of bio- 
logical psychiatry. In his foreword Hudson Hoagland sug- 
gests that a goal of biological psychiatry is to bring knowledge 
of the basic sciences to bear on human behavior to lift treat- 
ment to a level of technology that would allow the specific 
treatment or prevention of disease. 

Volume 1 is directed toward underlying physiological proc- 
esses. The chapters are combined under the headings of Ge- 
netics, Physiology and Behavioral Data, Drive and Motiva- 
tion, and Levels of Consciousness. The chapters in the sec- 
ond volume deal with issues related to mental illness under 
the headings of Biochemical Correlates of Behavior, Psycho- 
pharmacology, Biology of Psychosomatic Illness, and In- 
tegration. 

The editors have obviously not limited the size of the con- 
tributions. Chapter lengths vary from the 8 pages, including 
references, of Remi Cadoret’s ‘‘Genetics of Affective Dis- 
order” in volume 2 to the 108-page chapter on ‘‘Drives and 
Reinforcements” by James Olds in volume 1. Although this 
great variation might indicate a meritorious flexibility, it also 
appears to reflect a lack of strict editorial guidelines. Follow- 
ing the very complete beginning chapter in volume 1, ‘‘Genet- 
ics in Behavior and Psythiatry’’ by John D. Rainer, I found 
disappointing the very short chapters in volume 2 on ‘‘Genet- 
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ic Factors in Schizophrenia’ and ‘‘Genetics of Affective Dis- 2 
order." One wonders why these contributors did notdiscuss © -> 
work that was closely associated with their own. If they had, 
perhaps Ronald Bradley and John Smythies would not have 
had to discuss the genetics of schizophrenia in their chapter 
on ‘‘The Biochemistry of Schizophrenia" in volume 2. The 
editorial flexibility can be interpreted positively, however, in 
that the chapters are not interdependent; volume 2 can be 
used without necessarily referring to the work in volume 1. 

The editorial permissiveness may also explain the variation 
found in the references at the end of each chapter. The refer- 
ences for some chapters range up to several hundred in num- 
ber. Some are numbered and some are not. Although those in 
the chapters by John Rainer and James Olds can be very 
useful to the reader, those in the chapter on ''Psycho- 
chemotherapy'' by Arthur Shapiro in volume 2 are not refer- 
enced in the text. ‘‘Psychochemotherapy’’ is an example of a 
paper that seems to have been written for the medical student; 
many of the other chapters are aimed at the practicing clini- 
cian or resident. 

For the researcher who is looking for something more in a 
set of reference books, these volumes are disappointing. 
Whether it is the 2 pages devoted to the blood-brain barrier by 
Williamina Himwich or Leo Hollister's very brief mention of 
mass spectrometry or fragmentography as an impressive tool 
for psychopharmacology, there is an insufficient amount to 
direct the serious student. I also got the impression that the 
final chapters on integration were not really successful in in- 
tegrating what went before. 

In an overall sense, I was more impressed with the neu- 
rophysiology of volume 1 than the more fragmented divisions 
of volume 2. In addition to what has already been mentioned 
for volume 1, one should note the extensive chapter by Robert 
Livingston on ''Sensory Processing, Perception, and Behav- 
ior” and the chapter on the ‘‘Psychophysiology of Sleep'' by 
Karacan, Auch, and Williams. Chapters on * An Information- 
Processing Model of Mind’’ by R.G. Grenell and D. McCul- 
loch and ‘‘Neuropsychiatry and Neuropsychology” by Karl 
Pribram conclude volume 2. 

Despite the criticisms noted above, these two volumes are a 
worthy addition to the literature. The editors have included a 
fairly extensive subject index at the end of volume 2, which 
indicates that they put a considerable amount of work into 
attempting to integrate some aspects of the contributions. As 
the editors note, no book can be all-inclusive; these volumes 
attempt to inform the reader about current directions. The 
extensive bibliography makes it an even more worthwhile 
contribution. 


HARVEY C. STANCER, M.D. 
Toronto, Ont., Canada 


The Relation Between Physical and Mental Illness: The Physi- 
cal Status of Psychiatric Patients at a Multiphasic Screening 
Survey, by Michael Robin Eastwood. Buffalo, N.Y., Univer- 
sity of Toronto Press, 1975, 115 pp., $10.00. 


This book addresses the issue of psychosomatics from the 
viewpoint of the epidemiologist. It presents the results of a 
study that sought to define the interrelationship between 
psyche and soma. The physical morbidity of patients*who had 
significant psychiatric disturbance as determined by ques- 
tionnaire and interview was compared with the health of a 
control group in the same general practice setting. The author 
feels that previous conclusions drawn about the positive cor- 
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C relation between psychiatric and somatic morbidity in general 


‘have not illuminated the issue due to inherent bias in the 


approach or methodological shortcomings. 

This book is an important contribution to the literature on 
the subject for several reasons. À review of the historical 
antecedents to the author's hypothesis contributes to the 
scope of the book. This review traces man's concern with the 
relation between mind and body in health and disease from 
the dichotomy that characterized early understanding to the 
holistic view maintained by the author. Criticism of previous 
studies of the subject helps the reader put the methodological 
achievements of the book into perspective. Focusing on phys- 
ical health in the mentally ill or emotional distress in those 
with physical ailments with the objective of eliciting etiologi- 
cal relationships is like losing the forest for the trees. The 
author offers as a primary concern the view that "emotional 
and physical changes are both parallel responses to stress, 
without necessarily any causal relation between them’’ (p. 
38). He points out that the question of genesis, the search to 
define specific cause-and-effect relationships, has been both 
misleading and unproductive. 

The methodological structure of the study itself then be- 
comes the most salient feature of the book. The methodology, 
using as its foundation the matched-pair design, combines 
several important concepts. The format is a present-day 
cross-sectional view of the patients' status determined by a 
questionnaire of tested validity on a population of randomly 
selected general practice patients. In addition, the assessment 
of physical and psychiatric status was made by independent 
Observers; the author was present to conduct interviews 
when additional information or screening was desired in order 
to document psychiatric morbidity. The pitfalls of record re- 
view, self-reporting differential observer bias, and non- 
random or self-selection of patients were thereby avoided. 

The findings and conclusions themselves are not, for the 
most part, unanticipàted or contradictory. The finding that a 
positive correlation exists between degree of psychiatric dis- 
turbance and major physical ailment comes as no surprise, 
nor does the finding that a similar relationship exists between 
psychiatric morbidity and coronary heart disease. The impor- 
tance of these examples and the other conclusions drawn by 
the author lies in how they were achieved. 

In summary, this is an informative book for all health care 
personnel because it addresses an issue of long-standing con- 
cern from a solidly based epidemiological foundation. It is a 
small book with a simple format and concise style of pre- 
sentation. Methodological issues rightly assume paramount 
importance. Although one could be critical of such items as 
the selection of a threshold that defines psychiatric distur- 
bance, the handling of the pool of nonresponders to the ques- 
tionnaire, or, for that matter, the consistent bias that the au- 
thor himself introduces in his interviews, these appear to be 
minor items on which the author comments as well. In draw- 
ing conclusions Dr. Eastwood adheres to the limits of the 
holistic model he propounds without being seduced into mak- 
ing etiological inferences. 


JEFFREY D. RoME, M.D. 
Temple, Tex. 


Toward à New Psychology of Women, by Jean Baker Miller. 
Boston, Mass., Beacon Press, 1976, 139 pp., $9.95. 


This lucid, slender book reflects a psychoanalyst's sensi- 
tive awareness of the external and internal factors affecting 
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women as they seek a new definition of their individuality. 
The potency of the book is in Dr. Miller's brief but eomplete 
discussion of current critical issues. She maintains a bal- 
anced, constructive approach to a topic that has unfortunate- 
ly developed a somewhat timeworn quality. The major dif- 
ference between this book and other books with a similar 
focus is the author's attitude toward women and men. Dr. 
Miller's thesis is that ‘‘all we human beings have is ourselves 
and each other, but clearly it is enough. We all need both 
ourselves and each other.” 

The complexity of human needs is considered in the book's 
three sections: The Making of the Mind—So Far, Looking in 
Both Directions, and Notes in a Future Key. The section titles 
convey the author's thoughts about the evolution of human 
needs. As the reader might anticipate from her professional 
orientation, Dr. Miller does not give answers. Indeed, the 
reader will probably find that he or she is involved in a 
thought- provoking dialogue with the author. In my opinion, 
this attribute is a sign of an exceptional ‘book. Another in- 
dication of the author's profession is the applicability of her 
comments to areas beyond their immediate frame of refer- 
ence. For example, the first chapter, ‘‘Domination-Subordi- 
nation,” is a masterpiece of clarity in its discussion of the role 
relationships of men and women. Furthermore, it is equally 
applicable to other interactions in which domination and su- 
bordination exist. 

Throughout the book Dr. Miller usually strikes a skillful 
balance between case examples and the cognitive abstrac- 
tions derived from them. The second section, Looking in 
Both Directions, presents a historical, interpersonal, and in- 
trapersonal perspective of women. Dr. Miller contends that 
women are responsible for maintaining their weak, helpless, 
and vulnerable role. Ás a result of this self-concept, women 
believe they must have strong men to turn to for security and 
hope. Women's need to assure themselves of this source of 
support has led some women to live only to please men and to 
make them comfortable. When this relationship is inflexible, 
itis as unmitigating in its destructive consequences for men as 
it is for women. Most women have a greater sense of the 
emotional components of human interactions than most men. 
Dr. Miller states that women must value these qualities and 
other qualities of cooperation and creativity as sources of 
strength. 

In the last section of the book the author alternates between 
supportive statements and searching confrontations about the 
reasons why women do not assume the determination and 
direction oftheir lives. Dr. Miller acknowledges that a woman 
must be clear about what she really wants if she hopes to 
express herself with authenticity. She must expect conflict 
and accept it as inherent in life. The searching question is 
whether women are willing to face the possibility of losing 
affiliation, displeasing others, losing the masochistic role, and 
becoming aware of others' and their own anger (and, I would 
add, a willingness to share the pleasures, prerogatives, and 
power of being the sensitive sex). 

It may be disconcerting to some readers that Dr. Miller on 
the one hand urges women into action and, on the other hand, 
comments that creativity, cooperativeness, authenticity, self- 
determination, and power require more precise specification. 
She acknowledges that her discussion of these terms is ‘‘a 
rough approximation.” Thus, in the end the reader is left to 
struggle for himself or herself with the issues involved in mov- 
ing toward a new psychology of women. This may be Dr. 
Miller's covert final message. 

Maxim Gorky wrote that the view from each hill has a 
limited horizon. Dr. Miller has delineated the view from one 
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hil. On the other hand, she also indicates that she has a num- 
ber of insights into the view from another hilltop. I look for- 
ward to reading a companion book entitled Toward a New 
Psychology of Men. 


Nancy C.A. Roeske, M.D. 
Indianapolis, Ind. 


Marriage Contracts and Couple Therapy: Hidden Forces in 
Intimate Relationships, by Clifford J. Sager, M.D. New York, 
N.Y., Brunner/Mazel, 1976, 330 pp., $15.00. 


This book on marriage contracts and couple therapy repre- 
sents the culmination of Dr. Sager’s many years of pioneering 
work in the field of marital therapy. The idea that the individ- 
ual unwritten marital contract encompasses the expectations 
and conscious and unconscious promises that each partner 
brings to a marriage forms the basis on which Dr. Sager devel- 
ops pragmatic approaches to the prevention and treatment of 
marital problems. He argues that the marital contract repre- 
sents a powerful tool for the therapist in helping couples delin- 
eate and explore various unspoken and even unconscious as- 
pects of their marital relationship. The use of clinical cases 
and vignettes complements Dr. Sager’s explanation of thera- 
peutic principles and techniques. 

Dr. Sager divides the marital contract into three sections: 
clauses based on expectations, clauses based on intrapsychic 
and biological needs, and clauses that are the external focuses 
derived from these expectations and needs. Included among 
the external focuses are communication difficulties, lifestyle, 
family of origin, various roles, and friends. Sager describes 
how the therapist determines aspects of the contract that are 
conscious and verbalized, conscious but not verbalized, or 
beyond awareness. The ultimate aim of the therapy is to de- 
velop an interactional contract in which each individual at- 
tempts to achieve fulfillment of his or her own contract, which 
may include realistic, unrealistic, and ambivalent clauses. Sa- 
ger carefully delineates how these contracts can be used in 
therapy, how the data are collected, and how they are as- 
sessed. 

Inthe next section of the book Dr. Sager goes on to describe 
various marital behavior profiles (including equal, parent, 
childlike, rational, companionate, and parallel partners) and 
how various combinations of partners tend to interact. Given 
these behavioral profile combinations, various clauses of 
each person's marriage contract may be complementary or 
not complementary with clauses in the partner's contract. 
Therapy is directed first at helping partners identify and re- 
solve individual contracts and secondly at initiating a process 
whereby the partners begin to work through common con- 
tracts. 

In discussing therapeutic principles and techniques, Dr. 
Sager concludes that although there may be several theo- 


*retical approaches, specific techniques are generally drawn 


from all treatment modalities. Clearly defined goals are essen- 
tial in treatment; they may be useful in offering an approach in 
the initial phases of therapy. Similarly, tasks that are designed 
to achieve these goals must consider the needs and psycho- 
dynamics of each person. Dr. Sager's discussion of sex in 
marriage takes the position that sex should be considered a 
reflection of the total relationship and as one part of the mar- 
riage contract. He compares case examples of couples ''in 
transition, in concrete, and in flight'' and offers the reader a 
number of insights into the pragmatic approaches of an expe- 
rienced marital therapist. The appendix, which is a reminder 
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list, should not be neglected because it represents a guide by 
which therapists can apply the principles so clearly enun- 
ciated. i 

Marriage Contracts and Couple Therapy is an important 
contribution to the marital therapy literature and should 
prove valuable, provoking reading for all those who do mari- 
tal counseling. We hope that its occasional dependence on 
psychoanalytic terminology will not restrict its message to a 
narrower audience than the book deserves. 


Davip J. KUPFER, M.D. 
ELLEN FRANK, M.A. 
Pittsburgh, Pa. 


Psychic War in Men and Women, by Helen Block Lewis. New 
York, N.Y., New York University Press, 1976, 313 pp., 
$12.00. 


This book is not about psychic war between men and wom- 
en. It deals with the differences in the acculturation of men 
and women and the way in which this affects their character 
structures. Dr. Lewis says that our capitalistic, ‘‘exploita- 
tive” society is responsible for the development of differing 
intrapsychic conflicts in the sexes and therefore different 
types of emotional disorders. Women are more likely to de- 
velop hysteria or depression, while men are more likely to 
develop obsessional neuroses, paranoid reactions, schizo- 
phrenia (when they are young), sexual deviations, alcohol- 
ism, and addictions. 

Lewis starts out with the assumption that human beings are 
affectionate by nature and that they develop ‘‘af- 
fectionateness’’ from their early childhood experiences with 
parents. Aggressiveness in men results from the frustration of 
this affectionate nature. This does not occur in women be- 
cause they have an outlet in childbearing. Lewis claims that 
women are exploited because their maternal function carries 
with it a self more attuned to positive feeling for others. 

She disagrees with those feminists who believe that men are 
the enemies of women and that the central difficulty with 
society is man's inherent need to dominate, independent of 
economic factors. Rather, she believes that man's need for 
power is generated by an exploitative society—by a culturally 
fostered demand that they be powerful. She thinks that our 
society has corrupted the institutions of marriage, mother- 
hood, and the family. The family is seen ‘‘as a transmission 
belt for patriarchal and exploitative values.” Women are rele- 
gated to an inferior social position, and the jobs of homemak- 
ing and child rearing push them in the direction of passivity 
and masochism. Men, on the other hand, are pushed into 
sadism. By way of contrast she points to the noncompetitive, 
nonaggressive Zuni and Arapesh societies in which there is 
equality of the sexes and no exploitation. 

Dr. Lewis theorizes that men’s guilt about masturbation 
results in unconscious violent impulses. Castration fear also 
breeds destructive impulses by the mechanism of identifying 
with the aggressor (the punishing father). Identification with 
the mother is more available to women than to men because 
they are of the same sex. Men are more likely to experience 
guilt feelings in response to transgressions, while women de- 
velop feelings of shame. Guilt leads to obsessive and paranoid 
ideation, but shame results in depression. Guilt and shame 
can occur together. 

Men’s ethical values must be modulated to permit aggres- 
sion and competitiveness in order for them to survive eco- 
nomically. This promotes the ideals of self-sufficiency, free- 
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dom, and power. Toughness may require a man to hurt others 


' and thereby feel guilt. According to Lewis, the toughness 


becomes sexualized in sadism, which also evokes guilt. In our 
culture, although many women work, they are theoretically 
„dependent on men for support. This promotes conciliation, 
compromise, and renunciation of independence and freedom 
and is sexualized in masochism. What this amounts to is that 
men exploit and women cooperate; men are more aggressive 
and women more affectionate. 

Dr. Lewis appears to have given a great deal of thought to 
trying to explain the differences between men and women as 
socially determined—as the result of an exploitative society. 
Her speculations tend to be presented as facts. Biological 
differences are given lip service and overlaid with the myth of 
equality. Her explanations are not always consistent with ex- 
perience or reality and certainly not with the observations of 
scientists who have studied animal behavior. One would won- 
der if she ever noted the difference in behavior of a group of 
young boys and a group of young girls. I doubt that mothers 
would attribute the aggressiveness of their young boys to an 
exploitative society. 

It is unlikely that the fighting of young children for posses- 
sions is ''a relatively advanced symbolic substitute for af- 
fection.” Lewis’ statement that ‘‘a hallmark of schizophrenia 
is a total. lack of feeling’ is not consistent with clinical obser- 
vations. The majority of men do not ''take for granted that 
people should be treated as if they were things," while women 
"are trained . . . to understand people." Nor do **women 
learn about things only temporarily and often grudgingly until 
they can find a man." 

I doubt that the book would be of as much interest to clini- 
cal psychiatrists as it would to social scientists, who might be 
intrigued by Lewis' cultural explanation for men's aggression 
and exploitation and their relationship to the emotional ills of 
mankind (or personkind). 


NORMAN Q. BRILL, M.D. 
Los Angeles, Calif. 


Sex Education in Medicine, edited by Harold I. Lief and Arno 
Karlen. Holliswood, N.Y., Spectrum Publications (New 
York, N.Y., Halsted Press, John Wiley & Sons, distributor), 
1976, 151 pp., no price listed. 


This brief volume is directed toward educators, therapists, 
and other professionals concerned with extending our under- 
standing of the role of sexual behavior in human beings. It is 
particularly useful for those engaged in teaching medical stu- 
dents, residents, therapists, nurses, and other practitioners of 
the healing arts because it details a curriculum and discusses 
strategies, techniques, and tactics for instruction. The editors 
include an extensive reading list with a complete index of 
audiovisual materials that would be useful in such a course. 

Dr. Lief pioneered the development of courses on sexual 
behavior in medical schools by his instructive survey of medi- 
cal students. For this survey he used testing devices that are 
now widely used by the Center for the Study of Sex Education 
in Medicine at the University of Pennsylvania, Philadelphia, 
Pa. The results of his survey provided shocking evidence of 
the ignorance, prejudice, and unwholesome attitudes of a 
large percentage of future physicians and the need for sex 
education in almost all of the existing medical schools. 

This book is a must for planners of courses and teachers of 
sex behavior in any institution. It will greatly assist the facul- 
ties and will be a model for all such teaching syllabi. 
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I have only one minor quarrel with the authors, and that is 
their failure to distinguish genital activity from sexual activi- 
ty. For a long time before puberty the penis is a urogenital 
organ; its manipulation and function must be viewed in this 
light. Until the time it becomes conceptualized by the male as 
a sexual organ the penis must be viewed by the male and 
consequently by the scientist studying its role in human be- 
havior as an organ of urination with unique qualities, particu- 
larly a capacity for erection and sensitivity. This concept 
would help us distinguish genital play from masturbation and 
sexual play from the endless maneuvers to avoid discomfort 
by manipulation of the scrotum and penis. Unfortunately this 
confusion, which ts the consequence of an assumption that 
sexual development begins at infancy instead of when the 
child can conceptualize the function as a separate need or 
desire, is still widely extant, and this unproven hypothesis 
persists largely unchallenged except by zoologists and biolo- 
gists. The distinction is necessary in recognizing that not all 
genital activity is sexual and vice versa, and it is one that must 
be clearly made if we hope to avoid the tendency to over- 
generalize sexual behavior as implying any form of physical 
activity between the sexes. 

I recommend this book most enthusiastically. 


LEON SALZMAN, M.D. 
Washington, D.C. 


Teaching Social Change: A Group Approach, by Norman E. 
Zinberg, Harold N. Boris, and Marylynn Boris. Baltimore, 
Md., Johns Hopkins University Press, 1976, 243 pp., $12.95. 


This book is about group dynamics. The research began as 
an effort to do replicable, statistically valid work on group 
effects. It also included an effort to influence the suburban 
schools in which black children were being introduced. Final- 
ly, there was the hope that the groups for students and teachers 
would make the students and teachers more ‘‘open and hon- 
est" and make them better people. The statistical research 
was largely abandoned, the effort to change the community 
came to be seen as social engineering in the pejorative sense, 
and the researchers soon despaired of deciding who the better 
people were. They were left with a study of group process. 

The description of this process is superb. Excerpts of group 
interactions are presented and discussed at different phases of 
the work. There is an excellent chapter on the theory of 
groups, and the groups themselves are brought vividly to life. 

In short, what was meant to be applied research turned into 
basic research for the compelling reason that the foundations 
necessary for applied research have not yet been laid. The 
authors of Teaching Social Change are among the small num- 
ber of truly serious students working to construct those foun- 
dations. 


LEsTON L. HAVENS, M.D. , 
Boston, Mass. 


Explorations of Intrapersonal Space. The Measurement of In- 
trapersonal Space by Grid Technique, Vol. 1, edited by Patrick 
Slater. New York, N.Y., John Wiley & Sons, 1976, 254 pp., 
$19.95. 


Here are 15 papers illustrating the clinical or experimental 


use of the repertory grid technique (Rep Test) originating 
from the personal construct theory of the fate George Kelly. 
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hostile behavior. The only solution to this unhappy state of 2 


This technique involves getting the subject to compare people 
who aredmportant to him or her in terms of differences be- 
tween them that seem significant to the subject. From these 
cemparisons results a series of bipolar dimensions or con- 
strücts, such as brave-cowardly and generous-mean. The 
constructs can then be used to sort the people or elements 
involved, incidentally revealing a great deal about the value 
system of the person doing the sorting. 

Originally the studies presented here were to comprise the 
final section of a treatise on the measurement of intrapersonal 
space by grid technique. It was to follow the presentation of 
the methodological and theoretical background of the tech- 
nique and illustrate its many applications. The exigencies of 
publication have resulted in the previous issue of the illustra- 
tive studies and the later publication of the theoretical and 
methodological material. As the editor points out, however, 
the proof of the pudding is always in the eating; this way the 
reader may sample the pudding before committing himself or 
herself to further theoretical orientation. The reader might 
also find further information in Anthony Ryle's Frames and 
Cages (1). 

The individual studies are methodologically quite in- 
telligible by themselves. The topics range widely, including 
clinical applications in psychology and psychiatry involving 
the use of grid techniques in dealing with children, the men- 
tally handicapped, alcoholic patients, and prisoners. The use 
of grid techniques in measuring therapeutic progress and eval- 
uating the psychiatrist's insight into his or her patient is also 
discussed, as are such practical applications as their use to 
evaluate people's attitudes toward seaside resorts, reactions 
to architectural and environmental design, and the attitude of 
Javanese midwives toward fertility control. This book is in- 
deed a rich and varied banquet; it is well presented and well 
worth reading. 


REFERENCE 


l. Hunt WA: Book review of A Ryle: Frames and Cages: The 


Repertory Grid Approach to Human Understanding. Am J Psy- 
chiatry 133:593, 1976 


WILLIAM A. HUNT, PH.D. 
Chicago, Ill. 


The Psychodynamics of Hostility, by Leon J. Saul, M.D., with 
Barbara Wrubel. New York, N.Y., Jason Aronson, 1976, 226 
pp., $12.50. 


In this book an eminent teacher and practitioner of psycho- 
analysis offers his contribution to the understanding and con- 
trol of human hostility, motivated by the recognition that this 
unattractive propensity has become the greatest threat to the 
continuance of our species. The presentation is in terms of 
standard psychoanalytic concepts and focuses exclusively on 
early determinants of the behavior of individuals. Supportive 
evidence consists only of clinical vignettes. 

While recognizing that hostile behavior is an essential as- 
pect of normal adaptation, Dr. Saul considers only its patho- 
logical forms, all of which are viewed as manifestations of 
regression resulting from improper upbringing. Manifesta- 
tions of hostility, from criminality to gastric ulcers, are attrib- 
uted solely to pathological parenting. Parents who are brutal, 
dominating, overprotecting, rejecting, or destructive in other 
ways create in their offspring insatiable needs for affection or 
a desire for revenge that find expression in open or covert 
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affairs is more loving and consistent parenting. 

This formulation has considerable validity, but it suffers 
from the well-known limitations of psychoanalysis, both as a 
method of obtaining reliable data and as an explanatory 
framework. Statements are couched in such a way as to be 
incapable of disproof, retrospective data are subject to many 
sources of error, and clinical illustrations, however plausible, 
do not constitute scientific proof. 

Moreover, by excluding from consideration major determi- 
nants of hostile behavior, the author's formulation falls far 
short of the mark. Biological determinants on the one hand 
and environmental ones on the other are barely considered, 
and group hostility receives only a single puzzling reference 
to the Peloponnesian War, the War of the Roses, and the 
Hundred Years War as examples of mass masochism. 

The most devastating forms of human hostility are not 
pathologically motivated and are perpetrated not by individ- 
uals but by organized groups in response to instigators in the 
contemporary environment. Although early-life experiences 
interacting with genetic predispositions may lead individuals 
to seek careers that provide socially sanctioned outlets for 
hostility, the manifestations that endanger humanity are not 
responses to overprotective mothers or dominating fathers 
but efforts to promote political systems, overthrow govern- 
ments, or combat foreign foes. Most of the perpetrators, 
moreover, are primarily motivated not by infantile rage but by 
obedience to their leaders' commands. 

Although it may be unfair to fault an author for staying 
within the confines of his self-imposed task, this does restrict 
the number of readers who will find the book of value. It holds 
little of interest for those familiar with psychoanalysis or 
those seeking a more adequate account of the determinants of 
the human threat to human survival. As a clear, interesting, 
and authoritative presentation, however, it can be highly rec- 
ommended to those interested in an introduction to the psy- 
choanalytic theory of hostility. 


JEROME D. FRANK, M.D. 
Baltimore, Md. 


The Fear of Success, by Leon Tec, M.D. New York, N.Y., 
Reader's Digest Press (Thomas Y. Crowell Co., distributor), 
1976, 190 pp., $7.95. 


Dr. Tecisa child and adult psychiatrist with a special inter- 
est in the symptom of fear, particularly the fear expressed by 
patients that they will not succeed in a new venture, work 
task, or relationship. This fear of failure is a common one that 
is shared by patients of all ages. It manifests itself in fear of 
social contact, competition, assertion, intimacy, abandon- 
ment, performance, exposure, loss of respect, and many oth- 
ers. The source of this fear is defined by Dr. Tec as ''this 
underlying sense of failure . . . caused not by inability, but by 
fear of success.” It is, in effect, avoidance rather than inca- 
pacity. It 1s further characterized as so universal as to be 
considered normal. Its roots are largely unconscious; it is 
experienced by patients as a lack of feeling of accomplish- 
ment or reward. What is consciously or unconsciously feared 
is that one’s actual accomplishments are not justified —that 
one in effect behaves fraudulently. r 

After describing the forms of this fear and its per- 
vasiveness, Dr. Tec states his clinical conviction that ''any- 
one can deal with the fear of success who will learn to identify 
it." The process of relating current fear to earlier life experi- 
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however, Dr. Tec elicits a narrative of the patient's life, 
hopes, and failures. He then encourages his patien{s to seff- 


& ence is a task that can be mastered by self-examination 
` through psychotherapy. 


- In looking at the origins of fear from a theoretical stand- 
point, Dr. Tec notes that the avoidance or renunciation of 
Success at any age is a process that begins in infancy and 
childhood and is perpetuated thereafter. Failure to master 
object loss and body control becomes the precursor for the 
fear of growing up. Fear of early eye contact, for example, 
becomes the fear of being noticed. Dr. Tec asserts that intra- 
uterine stimuli secondary to disturbances in maternal 
biorhythms or physiology may contribute in some as yet un- 
defined way to fear of success: ‘Thus, at this early stage, a 
child may acquire his first preverbal fear of success.’’ Dr. Tec 
acknowledges that this is difficult to prove. He believes that 
for some children adverse intrauterine birth trauma or in- 
adequate feeding experiences "implant fear," which is ex- 
pressed later in recurrent stress situations and can thereby 
‘fuel the fear of success.” 

Dr. Tec states that children also learn to identify with pa- 
rental fears and prohibitions and that this may lead, for ex- 
ample, to fear of venturesomeness. The chief source of adult 
fears stems from the childhood ‘‘fear of growing up. . . and 
ignorance of how to grow up.” Life at home and school are 
the child's proving grounds. For example, a child takes pride 
in mastery of bodily functions and in success in exploring, 
experimenting, and discovering. This leads to a good self- 
image and to a certainty about who one is. Uncertainty about 
sexual identity is cited as contributing to fear of sexual suc- 
cess. It follows then that parental rules in rearing children and 
the art of combining firmness and flexibility in the application 
of rules determine how much anxiety is felt by the child in 
response to adult rules and responsibilities. 

In the middle section of his book Dr. Tec outlines many of 
the developmental tasks requiring mastery from birth through 
adolescence and the problems these tasks present to children 
and to their parents. The latter part of the book is devoted to 
citing a number of clinical examples from his office practice of 
patient-psychiatrist interaction in determining the nature of 
what is feared and efforts at resolution. Dr. Tec uses a sugges- 
tion and advice approach for parents who are in need of spe- 
cial support and guidance. One section of the book is titled 
How to Talk to Your Child; it offers a number of suggestions 
to parents about day-to-day dialogue with children. 

In reading his book I note that Dr. Tec has special interest 
and experience in providing symptom relief for phobic chil- 
dren and adults. His clinical technique is not that of extensive, 
in-depth -exploration of personality function and defensive 
structure. He focuses instead on current problems and the 
relief of anxiety related to them. This can be provided by 
psychotherapy and in some instances by behavioral modifica- 
tion techniques. Dr. Tec follows a developmental approach in 
outlining the emotional, social, and physical tasks that chil- 
dren and their parents need to master together. Through his 
case material he suggests some practical, age-appropriate pa- 
rental responses to issues presented by children. 

This book is clearly addressed to a nonprofessional con- 
sumer audience. It is written for parents and for those who 
may choose to seek professional advice in coping with their 
fears. The book contains a number of brief and interesting 
clinical vignettes from Dr. Tec's extensive experience as a 
therapist who treats the fears of children, adolescents, and 
adults. Ne provides samples of his search for clues to clarify 
and define the sources of current fear. Toward the end of the 
book Dr. Tec suggests a self-help ‘‘behavioral modification 
program’’ that those who fear success might use before con- 
sulting a psychiatrist. When the patient does consult him, 
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discovery in answering the question, What makes you afraid 
of success? z 

I doubt that this book will be of assistance to experiented 
professionals. It will not satisfy their need for broadening 
either their theoretical orientation or their technical arma- 
mentarium. Neither the theory nor the clinical technique 
breaks new ground. The book may interest the lay reader, the 
patient who fears, and the parents of children who fear. It may 
assist them in recognizing that the problem exists and that it is 
susceptible to alleviation with expert help. 


HAROLD A. GREENBERG, M.D. 
Bethesda, Mad. 


Psychoanalysis and Catholicism, edited by Benjamin B. Wol- 
man. New York, N.Y., Gardner Press (Halsted Press, John 
Wiley & Sons, distributor), 1976, 212 pp., $19.95. 


As the editor puts it, the purpose of this volume is to initiate a 
dialogue between psychoanalysis and Catholicism. The dia- 
logue between psychoanalysts and religious thinkers seems to 
have gotten derailed somewhere along the line. Early misun- 
derstandings, distortions, and misperceptions of Freudian 
ideas set the stage for an initial suspiciousness and antago- 
nism, particularly among Catholic thinkers, who responded 
to Freud's concepts of the unconscious and sexuality as 
somehow undermining and contradicting dearly held Catholic 
tenets regarding free will and man's ultimate call to a higher 
and better moral existence. 

The dialogue progressed, nonetheless, through the 1940s 
and the 1950s and even on into the 1960s in a way that made it 
quite obvious that there was little or no essential con- 
tradiction between more traditional Catholic positions and 
authentic theological insights and the emerging conceptual- 
izations and discoveries of psychoanalysis. Somehow or oth- 
er, however, the dialogue ground to a halt, or at least went 
into low gear, perhaps because as much as could be said at 
that point had already been said and much of the effort and 
interest simply went into rehashing old concepts and march- 
ing over well-trodden ground once again. Today the pot 
seems to be coming to a boil once again. Dr. Wolman's at- 
tempt to bring together the reflections of a group of analysts 
and Catholic thinkers is both a reflection and a harbinger of 
what one may hope will be a more fruitful dialogue. 

Although the hopes expressed here run high and the in- 
tentions are good, the realization leaves something to be de- 
sired. Too much of the content of the book seems redolent of 
the past rather than looking toward the future or breaking any 
new ground. À number of the contributors are from an earlier 
age in the religion-psychoanalysis dialogue; what they offer is 
little more than a reworking of what has already been ex- 
plored and by and large accepted. While the contributions 
from the Catholic side are more or less banal, the contribu- 
tions from the analytic side are disappointing. They are gener- 
ally marred by faulty history and would hardly stand up to 
searching theological criticism. They also seem to reflect a 
form of that somewhat dated ''originology'' which Erik Erik- 
son so successfully criticized and presumably laid to rest. 

There are some bright spots in the volume that deserve 
mention. There is an all too short essay on ‘‘Psychoanalysis 
and Religion” by Leo Bartemeier. A more ample expansion 
of his views would presumably havé served the reader well. 
There is also a useful and readable considération by Ancona 
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of the problem of Christian vocation as seen from the psycho- 
analytic perspective. This is an extremely complex and 
problematic area that deserves serious thinking; Dr. Ancona 
surveys the various dimensions of it and offers an initial as- 
sessment that will prove useful to those who are concerned 
with the evaluation of the psychology of vocations. 

Although the book is somewhat disappointing in its actual 
achievement, its intention and spirit should be praised. The 
outlook is in general quite positive, constructive, and optimis- 
tic. It takes a clear stance on the proposition that psychoanal- 
ysis and Christian religion have much to say to each other and 
much to profit by mutual respect and understanding. The edi- 
tor is to be complimented on his ability to enunciate this 
theme clearly and unequivocally and to maintain this consist- 
ently positive stance throughout the volume. He remains true 
to his purpose of making an initial effort in a prospective 
ongoing dialogue that one hopes will compensate for some of 
the deficiencies in this initial and necessarily somewhat grop- 
ing first step. 


W.W. MEISSNER, S.J., M.D. 
Cambridge, Mass. 


The Satan Trap: Dangers of the Occult, edited by Martin Ebon. 
Garden City, N.Y., Doubleday & Co., 1976, 276 pp., $7.95. 


It seems only yesterday that reason was securely enthroned 
as the ultimate guarantor of the good life and as the best 
possible guide for the perplexed. Then came two world wars, 
the Holocaust and Hiroshima, and the growing fear that the 
people in charge did not really know what they were doing. 
Campus riots, flower children, and the drug scene followed, 
and somewhere along the line there was a tremendous up- 
surge of interest in the exploration of consciousness and in 
paranormal, or psi, phenomena. Inevitably, phony mind-cults 
and improve-your-ESP courses appeared on the scene, along 
with do-it-yourself biofeedback, gurus galore, and a revival of 
interest in magic, mostly black. Today witches’ covens prob- 
ably far outnumber chamber music groups in the country, and 
Satanism, which once resulted in the infamous Malleus Male- 
ficorum and the Inquisition, is said to be gaining on bowling. 

The harmful and sometimes tragic consequences of this 
return of the repressed from repression are known to psychia- 
trists and laymen alike. When the contents of the unbuttoned 
psyche are projected wholesale into the external world with- 
out the societal safeguards that enabled primitive man to live 
inside-out with a modicum of comfort, minds, marriages, and 
careers are apt to crumble. Unfortunate sequelae have been 
reported from all sectors of the ‘‘occult explosion," with 
double jeopardy resulting from attempts to treat the psychotic 
fallout with exorcism. Suicide has not been unknown. Serious 
investigators, finally having gained a foothold in academe 
(courses in parapsychology are now given in scores of col- 
Æges and universities), are properly chagrined, especially 
when their carefully garnered data are hijacked for sales pitch 
use by irresponsible merchants of ‘‘mind expansion” and oth- 
er shady offerings. 

The dangers of the occult are told chiefly through case his- 
tory after sorry case history in The Satan Trap, an anthology 
edited by Martin Ebon, a well-known writer, journalist, and 
editor with a longstanding and scholarly interest in para- 
psychology and the occult. Ebon has assembled 25 articles 
written by 24 authors and guthor teams besides himself under 
four major headings; Prophets, False and Real (including such 
titles as '"The Guru Syndrome” and ‘‘Inside the Psychic 
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Jungle’’); The Mind in Danger (‘‘ESP or Madness'' and ‘*Re- 
incarnation as Alibi"); Possession and Exorcism (“‘The Ouija 


Board Temptation" and ‘‘How To Guard Against Obses-’ 


sion"); and The Scientific Diagnosis (''Psychosis in the 
Seance Room” and '*How Safe Is ‘Mind Training’?’’). Ebon 
himself contributes two articles, ‘“The Edgar Cayce Cult” 
and ‘‘The Exorcism Fad,” and a thoughtful introduction ti- 
tled ‘‘Delusions and Vanities.” Half of the pieces have ap- 
peared elsewhere. 

This volume, like many of its genre, offers a mixed bag. A 
number of the papers have about them the slightly lurid air of 
the confessional booth, and one cannot be sure that they will 
not titillate the very appetites that they profess to discourage. 
Some contributors, moreover, seem to hold to beliefs (e.g., in 
the existence of malignant discarnate external agencies) that 
are roundly scored by others; as one reads their articles one 
may well be reminded of one of the oldest psychiatrist jokes 
on record, the one with the ‘‘Don’t brush them on mer!’ 
punchline. 

Finally, some of the articles do not seem to belong in this 
collection at all. One, titled '"The Experimenter's Responsi- 
bility,” deals entirely with bad experimentation and baseless 
claims in parapsychology, hardly a Satanic trap. Another, by 
Dr. Berthold E. Schwarz (the only psychiatrist among the 
contributors), originally appeared in the Journal of the Medi- 
cal Society of New Jersey under the title ‘‘Possible Tele- 
somatic Reactions” and deals with psychosomatic responses 
to stimuli presumed to have been telepathically perceived. It 
surfaces in this volume as ‘‘Can Telepathy Make You Ill?" It 
is a fine piece, but it is difficult to see how the type of event 
dealt with in it can be classed among the ''dangers of the 
occult” in the sense that, for example, a psychotic reaction to 
ill-advised seance room shenanigans can. 

One thing that cannot be said about the book is that it is dull. 
Inevitable variations in style and writing skills apart, it is 
interesting throughout. Unfortunately, no bibliography or in- 
dex is provided. 


JULE EISENBUD, M.D. 
Denver, Colo. 


The Problem-Oriented Psychiatric Index and Treatment Plans, 
by Monte J. Meldman, M.D., Gertrude McFarland, R.N., 
M.S., and Edith Johnson. St. Louis, Mo., C.V. Mosby Co., 
1976, 202 pp., no price listed (paper). 


This book is somewhat difficult to review because it seems 
to be a combination of a book and a manual. What is presented 
is basically a description of an extensive data system that has 
attempted to standardize the recording and reporting of the 
process of patient care. The book contains a description of the 
system as well as extensive appendices containing the coded 
variables. In addition to the appendices, which describe treat- 
ment plan possibilities, progress notes, goals, and methods, 
samples of a variety of forms used in the evaluation of a given 
patient are included. 

The text addresses itself to the theoretical basis on which 
the system was developed and also describes the use of the 
appendices and the forms that have been developed. The 
system that is described seems to be based on a combination, 
of Weed’s problem-oriented medical record (1) and tHe goal- 
attainment concepts of Kiresuk (available from the Program 
Evaluation Project, 501 Park Ave. South, Minneapolis, Minn. 
55415). 

In reading this book one must at times separate the descrip- 
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tion of a rather carefully thought out data system from highly 
subjective value judgments made by the authors. The subjec- 
‘tive statements include comments on such issues as team 
cooperation and degree of patient involvement in treatment 
planning. This is somewhat unfortunate because there is a 
danger that useful material could be disregarded because of 
the reader's responses to purely subjective value judgments. 

Perhaps the most serious problem with this work relates not 
to what is said but what is not said. For an individual seriously 
interested in pursuing the use of the system described, certain 
questions remain after one has read the book. Among these 
questions are, What is the cost to run the system? What are 
the actual time demands on staff using this system as opposed 
to a more traditional approach to patient care? Has this effort 
actually resulted in change in the outcome of the treatment 
rendered? In an era of increasing cost consciousness, cer- 
tainly some statement relating to cost benefits would be help- 
ful. 

In summary, this book presents a detailed manual-like de- 
scription of a complex and expansive data system based ona 
combination of the principles of the problem-oriented medical 
record and goal-attainment concepts. It is clearly not meant 
for general readership, but it might be useful to individuals 
interested in constructing and using such a system. 


REFERENCE 


l. Weed LL: Medical Records, Medical Education and Patient 
Care. Cleveland, Press of Case Western Reserve University, 
1969 


SHELDON I. MILLER, M.D. 
Cleveland, Ohio 


The Book of the It, by Georg Groddeck, M.D. New York, 
N.Y., International Universities Press, 1976, 346 pp., no 
price listed. 


The Book of the It was published in German in 1923. An 
English translation appeared in 1949. Although I have been a 
student of psychoanalysis for 20 years, I had not read Georg 
Groddeck. In four years of analytic seminars he was rarely 
mentioned; his work was not on any assigned reading list. 
This, my first reading, was a delight and a surprise. 

Freud was the oldest and adored child of his father’s second 
marriage. He was usually careful, responsible, disciplined, 
and scientific, resisting occasional temptations to wild specu- 
lation and mysticism. Groddeck, the youngest child of an 
aloof mother, did not feel so restrained; he was remarkably 
free of obsessional worry. Although Freud borrowed many of 
his ideas from the Romantic movement, he committed himself 
to science and enlightenment (1). Groddeck was an incurable 
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Romantic and proud of it. It is surprising that Groddeck and 
Freud became and remained such good friends (25. 

Under the pseudonym of Patrick Troll, Groddeck wrote 33 
letters to a “‘lady friend.” In them he explains the “‘IT’’ end 
his personal understanding of psychoanalysis. The first letter 
starts, 


So, my dear, you want me to write to you, and it is tobe 
nothing personal or gossipy. J am not to make fine 
phrases but to be serious, instructive, and, as far as pos- 
sible, scientific. That's tiresome! For what has my 
humble self to do with science? The small amount one 
needs as a practicing physician I cannot well display to 
you, or you would see the holes in the gown with which, 
as qualified physicians, we are officially endowed. Per- 
haps, however, I shall meet your wishes if I tell you why I 
became a doctor and how I was led to reject the claims of 
science. 


The rest is a free associative drunken trail through psycho- 
analysis à la Groddeck. Groddeck sees symbols of phallus, 
vagina, mother, father, and death everywhere. He thinks dis- 
ease and all else express the IT. The IT controls man, not man 
IT. Groddeck's arguments make some sense. Every cell must 
have inner direction; how else would cells know whether and 
where to become skin or nerve or muscle? Why should the 
"mind'' presume to ‘‘know’’ so much when it is only one 
partial expression of an underlying organizing wisdom and a 
rather unreliable and impotent part at that? 

When Groddeck's real or imaginary correspondent points 
out errors, Groddeck replies, ‘‘Why should I interfere with 
the pleasure my fellow man will find in discovering the er- 
roneous statement contained in these letters?" Later he 
writes, ‘You see, if I take the trouble, I can invent fairly 
satisfactory reasons for my error, but it goes against the grain 
to do it. I claim the right to make mistakes since I consider 
truth and reality to be doubtful blessings." 

I think readers will enjoy this book. They will find them- 
selves wondering why it is not part of the mainstream of anal- 
ysis; then they will suspect they know. Finally, they will de- 
light in discovering Groddeck's little errors and his fascinat- 
ing views of analysis, human nature, and ‘‘psycho’’-somatic 
disease. 
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This listing acknowledges the receipt of recent books. Books 
of particular interest to the readers of this journal will be 
reviewed as space permits, and copies of the reviews will be 
sent to the publishers. Books cannot be returned to the 
publishers. 


Here To Stay: American Families in the Twentieth Century, by 
Mary Jo Bane. New York, N.Y., Basic Books, 1976, 186 pp., 
$11.50. 


A Historical View and Analysis of Adolescent Aggression, by 
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N.Y., Stratton Intercontinental Medical Book Corp., 1977,86 
pp., $9.75. 


Attachment and Loss, Vol. I: Attachment, by John Bowlby. 
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$4.95 (paper). 


Dealing with Crisis: A Guide to Critical Life Problems, by Law- 
rence G. Calhoun, James W. Selby, and H. Elizabeth King. 
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York, N.Y., Psychohistory Press (Atcom), 1976, 267 pp., 
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Dialogues for Therapists: Dynamics of Learning and Super- 
vision, by Margaret J. Rioch, Winifred R. Coulter, qd David 
M. Weinberger. San Francisco, Calif., Jossey-Bass, 1976, 
233 pp., $12.95. : 
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Free Press (Macmillan Publishing Co.), 1977, 227 pp., 
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ciation, 1976, 423 pp., $12.50 (paper). 
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Guidelines for Psychiatrists Working with the Communications Media 


These guidelines were approved by the Board of Trustees of 


the American Psychiatric Association at its February 19, 


. 1977, meeting, upon recommendation of the Joint 


Commission on Public Affairs | 


TO REAFFIRM THE American Psychiatric Association's long- 
standing policy of full, open, and honest communications 
with the American people, the Joint Commission on Public 
Affairs has prepared the following guidelines to help psychia- 
trists deal more effectively with, the public media. 


PART I. BASIC PRINCIPLES OF OPEN COMMUNICATION 


The American Psychiatric Association has an open policy 
with regard to the communications media. The Association 
encourages frank sharing of its business and concerns with 
bona fide representatives of the news media. Members are 
encouraged to cooperate with reporters on all matters within 
the expertise and interests of the psychiatric profession. 


Public Relations 


Sound judgment, common sense, and the Principles of 
Medical Ethics with Annotations Especially Applicable to 
Psychiatry (1) should dictate psychiatrists’ relations with the 
communications media. No amount of publicity or public re- 
lations can counteract poor performance. Psychiatrists are 
responsible for constantly evaluating their performance and 
that of the profession as a whole and for remembering that 
their actions reflect on the entire profession. 

The promise of radical cures or boasting of extraordinary 
skill or success is considered unethical by the medical profes- 
sion. Likewise, claiming expertise in broad social matters 
without proof or positive contributions to solutions can de- 
stroy public trust. It is not necessary to comment on every 
question from the press. 


The Patient: Confidentiality and Privilege 


Release of information about individual patients must be 
considered in a different light from open communication be- 


The Joint Commission on Public Affairs includes Shervert Frazier, 

M.D., chairperson, Miles F. Shore, M.D., Robert Michels, M.D., 
Ricardo Galbis, M.D., Arnold Werner, M.D., Eugene L. Usdin, 
M.D., Irving D. Baran, MeD., Alan I. Levenson, M.D., and Robert 

l . Campbell, M.D., Joint Commission on Government Relations 
aison. ' 


cause of the issue of confidentiality. The APA Board of 
Trustees adopted a Position Statement on Guidelines for Psy- 
chiatrists: Problems in Confidentiality (2), parts of which are 
quoted below: 


The welfare of the patient is the first concern of the 
psychiatrist, and from this concern derives the psychia- 
trist's obligation to protect the patient's privacy and 
maintain the confidentiality of his communications. 
When, however, circumstances compel the psychiatrist 
to impart information about a patient to others, it is to be 
done in strict accordance with legal requirements and 
procedures, ethical guidelines, good judgment, and com- 
mon sense, and always with the welfare of the patient as 
the underlying consideration. (p. 1543) 


A psychiatrist should never reveal, except with proper 
authorization or, if necessary, under lega! compulsion, 
for example, a court order, confidential information dis- 
closed to him by a patient in the treatment process. Con- 
sultation with one's own legal counsel may be necessary. 
(p. 1545) 


Spectacular public crimes. In cases of persons who 
have been under psychiatric treatment and who subse- 
quently become involved in spectacular public crimes or 
whose condition may constitute a threat to the welfare of 
the community, the confidentiality of records (other than 
necessary for proper medical treatment) should still be 
maintained. (p. 1545) 


After death. After the death of a person who has been 
under psychiatric care, the pertinent principle of medical 
ethics cited above still applies. The confidentiality of the 
patient's communications should always be maintained 
except when the release of information is authorized by 
the proper person (i.e., next of kin, executor) or under 
proper legal compulsion. (p. 1545) 


Other matters involving confidentiality have been dis- 
cussed in another position statement (3). 


The Psychiatrist as Commentator 


Although no guidelines or policies can be formulated that 
will cover all situations, the following precautions may be 
helpful: 

e No individual can speak for the profession as a whole. 
Official statements are made only by the Trustees or those 
officers of the American Psychiatric Association empowered 
to do so. Among the 25,000 members, there is an infinite 
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- variety of opinions about any controversial issue. 
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e If one is in doubt, one should make no comment at all. 
* e Comments, if any, should be made thoughtfully. The re- 
porter should be told that a statement will be prepared and 


«that he/she will be called back shortly. Restraint should be the 


guiding rule in.all contacts with the press, radio, and televi- 
sion. Understatement is usually more effective than excessive 


approval or denunciation. 


e In major cases of national interest, the inquiry may be 
referred to the American Psychiatric Association Division of 
Public Affairs office in Washington, D.C. 
` * Reporters may be referred to pertinent published articles 
or monographs that deal with the issue under discussion. 

e [n no case should a comment be made that might reflect 
adversely on the competence or character of individuals di- 
rectly involved in a particular situation, not because physi- 
cians should be mutually protective but because all the facts 
cannot be known in such circumstances. 

e Consultation with the county medical society or district 
branch officials is always wise. 

e Some reporters, like much of the general public, do not 
realize that psychiatrists are physicians. They should be told 
to accurately identify psychiatrists as M.D. rather than Dr. 


i 


PART II. SUGGESTIONS FOR GOOD MEDIA RELATIONS 


Continuing positive relationships with the media are the 
best assurance of good media coverage. Frequent contact 
with reporters, editors, and other media representatives ts far 
more effective than media relations efforts based on single 
attempts or efforts to counteract bad stories. 

Responsible reporters are constantly seeking new ideas and 
sources to verify facts and present balancing points of view. 
The best time to correct errors is while the story is being 
written, not after it appears in print or on television. There- 


fore, it is essential in media relations to establish trust and : 


confidence between the psychiatrist and the working journal- 
ist. 

Even if the media representatives are strangers, it should be 
remembered that they are our community partners and that 
for most of the community the media are the principal, per- 
haps the only, source of information on psychiatry, on new 
and old therapies, and on major health care issues. 

The Division of Public Affairs at the APA Central Office 
maintains a list of media representatives in all parts of the 
country. The Central Office staff can help identify the mem- 
bers of the press in any given area and suggest the following 
examples of media relations activities: 

e A district branch public information committee could be 
set up (or qualified spokespersons designated) to provide the 
media with accurate, up-to-date, and permissibly complete 
information on all medical matters of public interest. 

e Anannual luncheon or dinner meeting could be arranged 
for representatives of a district branch (such as president, 
president-elect, and the public information committee or 
spokespersons) and media people (such as publishers, edi- 
tors, station managers, newscasters, and appropriate report- 
ers) in which a free-wheeling, open discussion that can lay the 
groundwork for mutual understanding replaces an agenda. 

1e media should be furnished with names, addresses 
(home and office), and telephone numbers (home and office) 
of the district branch public information cómmittee members 
or of the designated spokespersons.  . 

e In turn, a list of media contacts should be developed. 

e An all-day briefing (or several shorter ones) could be held 
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on medical topics for members of the working press, possibly 
in conjunction with the district branch or area ona n cctinfl 
This could be particularly valuable to reporters who are gen- 
eralists but often handle health-related assignments. . 

Again, the APA Division of Public Affairs can help to imple- 
ment these activities. 


Conducting the Interview 


Encouraging the press to call on psychiatrists is only the 
beginning. What the psychiatrist says and how he/she handles 
him/herself is the heart of the matter. 

Increasingly, the psychiatrist is called on to comment on a 
variety of topics. Psychiatrists may be asked to evaluate and 


explain human reactions to the latest catastrophe, to render 


opinions on such matters as euthanasia, birth control, abor- 
tion, and student protests, or to explain the behavior of some 
public figure. New and unorthodox theories of treatment of 
mental disorders by psychiatrists and other disciplines are 
being widely publicized, and comments are often solicited. 

The reporter is usually seeking a simple, short, and direct 
answer to a question. The psychiatrist can best establish rap- 
port by providing simple, concise answers. Admittedly, psy- 
chiatry does not always provide this type of reply. Asking the 
reporter questions like ''How would you phrase what I've just 
said?” or ''Could you play that back to me?” might help to 
avoid a misquote. However, reporters should not be asked to 
send a copy of an article before it is printed. Most news orga- 
nizations have policies prohibiting this practice. 

It may not always be possible for a psychiatrist to answer 
specific questions; he/she could help the reporter by suggest- 
ing other professionals (preferably two or more) who may be 
more knowledgeable about the specific matter. Since matters 
in psychiatry often involve divergent opinions, an accurate 


Story should reflect these differences and more than' one 


source will help assure more balanced media coverage. 

On occasion, psychiatrists are asked for an opinion about 
public figures or an individual in the news. It is unethical fora 
psychiatrist to offer an opinion or diagnosis unless he/she has 
conducted an examination and has been granted proper au- 
thorization for such a statement. Even then, it is probably 
unwise. 


How Can Bad News Be Countered? : 


News against the medical field and news from it should be 
seen as two sides of the same coin. Both are prerogatives of a 
free society. The media generally are sufficiently fair to let the 
bad be answered, as well as the good be told. 

A psychiatrist should never try to kill an unfavorable story 
that he/she has been forewarned about, unless it can be 
clearly and convincingly proved to the media that the story is 
inaccurate. Protest without proof does nothing but fan suspi- 
cion, and positive articles offered in the future might be 
viewed with suspicion by media representatives. Credibility, 
above all else, is essential to media relationships. 

There are, however, effective ways for a psychiatrist to 
respond to unfavorable stories; this is easier if good media 
relations have been previously established. 

After an unfair story appears in a newspaper, an oral or 
written reply might be prepared, approved, and presented to 
the media as expeditiously as possible. This reply can take the 
form of a suggested follow-up story, provided there is a story. 


How Can Bad Views Be Countered? 


* 
The Federal Communications Commission has stated that a 
broadcaster in having to devote ''a«reasonable percentage of 


~ 


} 


. 


+ 


Ie 


Ep- 


. time to the coverage of public issues . . . must be fair in 
the sens? that it provides an opportunity for the presentation 
of contrasting-points of view’’ (4, p. 13). 

^ contrasting point of view does not have to be presented 
on the same program or series of programs. The licensee is 
"simply expected to make a provision for the opposing views 
is overall programming.” 
What could be done if, for example, a TV commentator 
were to voice recurrent bias against psychiatric medicine or 
physicians in general? Beyond informing the commentator of 


- opinions and supportive facts from the appropriate district 


branch, a psychiatrist should respect his/her freedom of ex- 
pression. If the station has a talk show it might be advisable 
to suggest that a psychiatrist be invited as a panelist. How- 


ever, it is usually best to avoid public confrontation with ex- - 


perienced commentators unless the facts are indisputable. 

Just as a matter of course, a station might appreciaté having 
physicians for panel discussions and interviews. If the dis- 
cussion involves a controversial issue (such as national health 
insurance or involuntary commitment), spokespersons 
should be careful to maintain aplomb and stay on target re- 
gardless of how ''loaded"' or caustic the questions or oppos- 
ing comments are. 

Some newspapers accept guest editorials and articles. A 
special page opposite the editorial page that uses such contri- 
butions (i.e., an **Op Ed” page) might be a good place for a 
psychiatrist to submit an article for publication. 


Another way to expose various viewpoints to the public is 


to organize discussion programs featuring speakers with dif- 
ferent affiliations and opinions. The programs could be open 
to the public, and if media coverage were promoted, they 
could reach the public at large. Other organizations not 
directly involved, such as a university, could cosponsor the 
program. 


^" 


OFFICIAL ACTIONS, 


CONCLUSIONS . 


The basic tenet of good public relations is good work plus 
good communications. Media relations must always be seen 
as part of a larger end: a sound and constructive relationship 
with the community. Good media relations enhance psychias™™ 
try's standing with the community, and the reverse is equally 
true. 

Sometimes the two overlap or interrelate—as would be the 
case with the press-covered public meeting. Nevertheless, 
community undertakings should not be planned strictly with 
an eye to publicity. The profession should be thought of as 
dedicated to service and not to self-service. 

The only effective way to have favorable news reported in 
the media is to do newsworthy work that has a positive effect 
on the community. It may be necessary to notify the media of 
such activities so that the good news does not slip by unno- 
ticed. Unfortunately, newsworthy activities that have nega- 
tive side effects are not as likely to slip by. On such occasions 
the facts must be faced and no attempts should be made to 
hide from public scrutiny. Honest efforts to correct bad situa- 


- tions are far better than misguided attempts to conceal. It is 


encouraging to know that the good will usually balance out if, 
in fact, the good is there. 


REFERENCES 


. 1, The principles of medical ethics with annotations especially ap- 


plicable to psychiatry. Am J Psychiatry 130:1058—1064, 1973 

2. Position statement on guidelines for psychiatrists: problems in 
confidentiality. Am J Psychiatry 126:1543~1549, 1970 

3. Position statement on the confidentiality of medical research 
records. Am J Psychiatry 130:739, 1973 

4. You, Too, Can Have a Good Media Relations Program. Chi- 
cago, American Medical Association, 1975 Y 


Am J Psychiatry 134:5, May 1977 611 


TS OFFICIAL ACTIONS 


AS 


* e 


a 


Pan 


4 
>» 





This statement was approved by the Assembly of District 
Branches at its October 29-31, 1976, meeting and by the 
Board of Trustees at its December 10—11, 1976, meeting, 
upon recommendation of the Council on Research and 
Development. It was prepared by the Council on Research 
and Development.! 





The American Psychiatric Association is deeply concerned 
about the recent decline in federal support for research on 
mental illness. This decline is documented in the Report of 
the President's Biomedical Research Panel (1). 

In 1977 projected research funding for the National Insti- 
tute of Mental Health is (in comparable dollars) only 5396 of 
1967 levels. Of this already diminished total amount, a de- 
creased proportion will be available for new research pro- 
jects. 

Not all biomedical research has been thus curtailed. For 
example, the United States now spends annually for disease- 
related research $203.16 for each cancer patient and $88 for 
each patient with a heart ailment. However, for schizophre- 
nia we spend only $7.35 and for major depressive disorders 
only $5.27 per patient per year for research, even though 
these illnesses account for more hospital patient days annual- 
ly than heart disease and cancer combined. 

Paradoxically, this marked reduction in funding for re- 
search on mental illness comes at the most promising time in 
the history of medicine. The potential applications of basic 
research to clinical psychiatric problems and to the public 


Lome ESM on Research and Development included Louis Jolyon 

West, M.D., chairperson; Lester Grinspoon, M.D., vice-chairper- 
son; Walter W. Shervington, M.D.; Charles Gaitz, M. D.; Edward 
Joel Sachar, M.D.; James H. Carter, M.D., observer-consultant; 
Leigh M. Roberts, M.D., Assembly of District Branches liaison; 
Barnard C. Glueck, M.D., consultant; and Henry H. Work, M.D., 
staff liaison. 
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mental health have never been so numerous and fruitful. The 
prospects for generating important new knowledge have nev- 
er been so bright. Clearly, now is the time to expand our in- 
vestment in psychiatric research and development. Instead, 
however, we find example after example of bright young in- 
vestigators leaving the field because of discouragement, of 
important scientific opportunities being neglected or re- 
jected, and of creative research proposals dying—all for lack 
of funds. 

More than ever before, hope for better mental health and 
improved treatment of the mentally ill depends on progress 
in biomedical and behavioral sciences and related clinical re- 
search. The American Psychiatric Association therefore 
calls on the President of the United States, the Congress, 
and all state legislatures, public and private agencies, and in- 
dividuals charged with responsibility for maintaining or im- 
proving the quality of life in America to help in providing in- 
creased and stable support for research on mental illness. 

The American Psychiatric Association also pledges itself 
herewith to a policy of extensive and vigorous cooperation 
with other scientific and professional organizations in a 
coordinated effort to alert the American people and their po- 
litical representatives to the need for a major new national 
commitment to biomedical and behavioral research relevant 
to psychiatry. 


REFERENCE 


1. Report of the President's Biomedical Research Panel, US 
DHEW Publication 05-76-500. Washington, DC, April 30, 
1976 
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side effects become clinically significant. The cost of a prescription of 150-mg tablets 
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tablets, for instance, for those patients who require 75 mg daily as maintenance, 
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Especially suited for certain inpatients 






A single daily tablet of 150-mg Endep may become 
the most widely used strength of amitriptyline for the treat- 
ment of depressed inpatients. Two such tablets constitute the 
EA maximum daily dose of amitriptyline for hospitalized patients. 
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practical regimen promotes 
optimal response. 


Before prescribing, please consult complete 


product information, a summary of which 
follows: 


Indications: To relieve symptoms of depression 

(notably Spree and depression 

" accompanied anxiety. - i 
Coutraindications: Known hypersensitivity. Do 
not use with monoamine oxidase (MAO) inhibitors 
or within at least 14 days following discontinuation 
of MAO inhibitors since hyperpyretic crises, severe 
convulsions and deaths have occurred with con- 
comitant use; then initiate cautiously, gradually 
increasing dosage until optimal is 
achieved. Le nbt recommended during acute 
recovery phase after myocardial infarction. 
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'' «4 For more than a decade the general hospital psychiatric unit has been the prin- 


cipal locus of inpatient treatment. This latest Joint Information Service national 
survey brings up to date its earlier—and the original—study of this important 
component of the psychiatric scene. It reveals that the remarkable rate of 
growth held up, showing an increase of 50 percent in the number of units be- 
tween 1963 and 1971, and an increase of 46 percent in the number of admis- 
sions. And it verifies that general hospital psychiatry has become increasingly 
comprehensive, with an impressively high level of outpatient service, emergency 
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" service, and even consultation to community agencies. Indeed, the general 
hospital accounts for several times as much service and activity as the widely 
heralded federally supported community mental health center. 

This study also involves the private psychiatric hospitals, which have not 
changed much in number but are admitting about 10,000 more patients than 
in 1964—and they, too, are providing a remarkably comprehensive program. 
It’s your responsibility to be well-informed about these extraordinarily signifi- 
cant and vital pieces of American psychiatric service. You can do so by sending 
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a For the symptoms that interrupt careers 


Recommended Daily Dosage 
initial Dosage MED MODERATE 
10 mg b.i.d. 10 mg t.l.d. or q.l.d. 


First 7 (o Increase d 
10 Days Dosage should not exceed 250 


Usual dosage during tliration: 50 to 150 mg/day. 





Maintenance — Adjust to lowest effective Hevel. 
Dosage Usual! maintenance dosage: 60 to 100 mg/day. 


Many patients are controlled with dosages as low as 20 to : 


60 mg/day. 





Brief Summary l I 


LOXITANE® Loxapine Succinate Capsules 
OR 


LOXITANE® C Loxapine Hydrochloride Oral Concentrate 


Desoription: A dibenzoxazepine compound, representing a new subclass of tricyclic 


_ antipsychotic agent, chemically distinct from the thioxanthanes, butyrophenones, and- 


phenothiazines. 


indications: For the manifestations of schizophrenia. Loxapine has not been evaluated 
for. the management of behavioral a in mental retardation, and therefore 
cannot be recommended. 


Contraindications: In comatose or severe, drug-induced depressed states (alcohol, i 
barbiturates, narcotics, etc); and In Individuals with known hypersensitivity to the drug. 


Warnings: in Pregnancy: Safe use during pregnancy or lactation has not been 
established; in pregnancy, nursIng mothers, or women of child-bearing potential, weigh 


` potential benefits against possible hazards to mother and child. No embryotoxicity or 


teratology was observed in atudies in rats, rabbits or dogs, although with the exception of 


“one rabbit study, the highest dosage was only two times the maximum recommended 


human dose and In some studies they were below this dose. Perinatal studies have shown 
renal paptilary abnormalities in offspring of rats treated from mkd-pregnancy with doses of 
0.6 and 1.8 mg/kg, doses which approximate the usual human dose but which are . 
considerably below the maximum recommended human dose, in Children: Studies have 
not been performed in chiidren; therefore this drug is not for use below the age of 18. 


May impair mental and/or physical abilities, especially during the first few days of therapy; 
warn ambulatory patients about activitles requiring alertness (e.g, operating vehicies or 
machinery), and about concomitant use of alcohol and other CNS depressants. 


Precautions: Use with extreme caution in patients with history of convulsive disorders; 
seizures have been reported in eplleptics receiving this drug at antipsychotic dose levels, 
and may occur even with malntenance of routine anticonvulsant drug therapy. Has an 
antiemetic effect in animals: this effect In man may mask signs of overdosage of toxic 
drugs and obscure conditions such as Intestinal obstruction and brain tumor Use with 
caution in patients with cardiovascular disease. Increased pulse rates in the majority of 
patients receiving antipsychotic doses and transient hypotension have been reported. In 
hypotension requiring vasopressor therapy, preferred drugs may be norepinephrine or 
angiotensin. Usual doses of epinephrine may be ineffective because of Inhibition of Its. 
vaseprossor effect by loxapine. Possibility of ocular toxicity from loxapine cannot be 

exci at this time, therefore observe carefully for pigmentary retinopathy and 
lenticular pigmentation (observed in some patients receiving certaln other antipsychotic ’ 
drugs for prolonged periods). Because of possibie anticholinergic action, use with caution 
in patlents with glaucoma or a tendency to urinary retentlon, particularly with concomitant 
administration of anticholinergic-type antiparkinson medication. £ 
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Adverse Reactions: CNS: Adverse effects other than extrapyramidal, Infrequent 
Drowsiness, usually mild, may occur at beginning of therapy or when dosage is increased, 
usually subsiding with continued therapy Incidence of sedation is less than that of certain 
aliphatic phenothlazines and slightly more than plperazine phenothiazines. Dizziness, 
faintness, staggering gait, muscie twitching, weakness, and confusional states have been 
reported. Extrapyramidal reactions during use of this drug have been reported frequently, 
often during the first few days of treatment. In mosi patients, these invotve Parkinson-like 
symptoms such as tremor, rigidity excessive salivation, masked facies, akathisia, usually 
not severe and controlled by dosage reduction or use of antiparkinson drugs in usual 
dosage. Less frequant, but more severe: Dystonias, Including spasms of muscles of neck 
and face, tongue protrusion, oculogyric movement; dyskinesia in the form of choreo- 
athetoid movements. These sometimes require reduction or temporary withdrawal of drug 
dosage In addition to appropriate counteractive drugs. Persistent Tardive Dyskinesia: 
May appear in some patlents on long-term therapy, or after therapy has been 
discontinued; the risk greater in the elderly, especially females, on high dosage. These 
symptoms, persistent and in some patients apparently Irreversible, are characterized by 
rhythmical involuntary movement of tongue, face, mouth or jaw (e.g, protrusion of tongue, 
puffing of cheeks, puckerlng of mouth, chewing movements, sometimes accompanied by 
Involuntary movements of extremities). No known effective treatment; discontinue all 


‘antipsychotic agents if these symptoms appear. The necessity to reinstitute treatment or 


increase dosage, or switch to a different antipsychotic agent, may mask syndrome. If 
medication is stopped when fine vermicular movements of the tongue occur, the 
syndrome may not develop. Cardiovascular: Tachycardia, hypotension, hypertension, ’ 
lightheadedness, syncope. A few cases of EKG changes similar to thosa seen with 
phenothiazines have been reported, not known to be related to loxapine use. Skin: 
Dermatitis, edema (puffiness of face), pruritus, seborrhea. Possible photosensitivity and/or 
phototoxicity; skin rashes of uncertain etiology seen in a few patients during hot summer, 
months. Antichotinergic: Dry mouth, nasal congestion, constipation, blurred vision — more 
likely to occur with concomitant use of antiparkinson agents, Other: Nausea, vomiting, 
weight gain or loss, dyspnea, ptosis, hyperpyrexia, flushed facies, headache, paresthes]a, 
polydipsia. Rarely, galactorrhea and menstrual irregularity of uncertain etiology. 


Dosage and Administration: Administered orally, usually In 2 to 4 divided doses a day B 
Adjust dosage to patient's need relative to severity of symptoms and history of response 
to antipsychotic drugs. Recommended initial dosage Is 10 mg. b.i.d.; in severely disturbed 
patients up to 50 mg. dally Increase dosage during first 7 to 10 days until psychotic 
symptoms are controlied. Usual therapeulilc and maintenance range Is 80 mg.- 100 mg. 
dally More than 250 mg. daily is not recommended. Maintenance dosage should be at 
lowest level to control symptoms; many patlants have been maintained on 20 mg. to 

80 mg. daily r 

LOXITANE C Oral Concentrate should be mixed with oranga and grapefrult juice shortly 
before administration. Usa only enclosed callbrated droppet 
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Stelazine' provides effective control 
of hallucinations, delusions, anxiety and other 


psychotic symptoms. 


With its apparent activating effect, 
Stelazine' is especially useful in withdrawn, 
apathetic or detached patients. 


e Controls psychotic symptoms 


e Seldom causes excessive sedation 


e Convenient b.i.d. dosage 


Before prescribing, see complete prescrib- 
Ing information In SK&F literature or PDR. 
The following is a brief summary. 


Indications 

Based on a review of this drug by the 
National Academy of Sciences — 
National Research Council and/or 
other information, FDA has classified 
the indications as follows: 


Effective: For the manogement of the 
manifestations of psychotic disorders. 


Possibly effective: To control excessive 


anxiety, tension and agitation as seen 
in neuroses or associated with somatic 
conditions. 


'Stelazine' has not been shown 
effective in the management of 
behavioral complications in patients 
with mental retardation. 

Final classification of the less-than- 
effective indications requires further 
investigation. 





Contraindications: Comatose or greatly 
depressed states due to C. N.S. depressants; 


blood dyscrasias; bone marrow depression; 


liver damage. 

Warnings: Caution patients about activities 
requiring alertness (e.g., operating vehicles 
or machinery), eepecally during the first 
few days’ therapy. 

Use in pregnancy only when necessary for 
patient's welfare. 


Precautions: Use cautiously in angina. 


TOR STELAZI N Brus 


;, TRIF'HOpERATINF f! 


Avoid high doses and parenteral adminis- 
tration when cardiovascular system is 
impaired. Antiemetic effect may mask signs 
of toxic drug overdosage or physical dis- 
orders. Additive effect is possible with 
other C.N.S. depressants. Prolonged 
administration of high doses may result in 
cumulative effects with severe C.N.S. or 
vasomotor symptoms. If retinal changes 
occur, discontinue drug. Agranulocytosis, 
thrombocytopenia, pancytopenia, anemia, 
cholestatic jaundice, liver damage have 
been reported. 


Adverse Reactions: Drowsiness, dizziness, 
skin reactions, rash, dry mouth, insomnia, 
amenorrhea, fatigue, muscular weakness, 
anorexia, lactation, blurred vision. Neuro- 
muscular (extrapyramidal) reactions: motor 
restlassness, dystonias, pseudo-parkin- 
sonism, persistent tardive dyskinesia. 


Other adverse reactions reported with 
Stelazine (trifluoperazine HCl, skaF) 

or other phenothlazines: Some adverse 
effects are more frequent or intense in 
specific disorders (e.g., mitral insufficiency 
or pheochromocytoma). 

Grand mal convulsions; altered cerebro- 
spinal fluid proteins; cerebral edema; 
prolongation and intensification of the 
action of C.N.S. depressants, atropine, heat, 
and organophosphorus insecticides; nasal 
congestion, headache, nausea, constipa- 
tion, obstipation, adynamic ileus, inhibition 
of ejaculation; reactivation of psychotic 
processes, catatonic-like states; [sg 


' tension (sometimes fatal); cardiac arrest; 


leukopenia, eosinophilia, pancytopenia, 


ogranulocytosis, thrombocytopenic pur- 
pura; jaundice, biliary stasis; menstrual 
irregularities, galactorrhea, gynecomastia, 
false positive pregnancy tests; photosen- 
sitivity, itching, erythema, urticaria, eczemc 
up to extoliative dermatitis; asthma, 
laryngeal edema, angioneurotic edema, 
anaphylactoid reactions; peripheral edema; 
reversed epinephrine effect; hyperpyrexia; 
a systemic lupus erythematosus-like 
syndrome; pigmentary retinopathy: with 
prolonged administration of substantia! 
doses, skin pigmentation, epithelial kera- ' 
topathy, and lenticular and corneal deposits. 
EKG changes have been reported, but 
relationship to myocardial damage is not 
confirmed. Discontinue long-term, high- 
dose therapy gradually. NOTE: Sudden 
death in patients taking phenothiazines 
(apparently due to cardiac arrest or 
asphyxia due to failure of cough reflex) 

has been reported, but no causal relation- 
ship has been established. 

Supplied: Tablets, | mg.. 2 mg.. 5 mg., and 
10 mg., in bottles of 100; in Single Unit 
Packages of 100 (intended for institutional 
use only): Injection, 2 mg./ml.; and Cón- 
centrate (intended for institutional use 
only) 10 mg./mi. 


SI4ST- CO. 


Manufactured and distributed by 
SK&F Co., Carolina, P.R. 00630 
under Stelazine® trademark 

license from SmithKline Corporation 


Tablets: 
5 and 
10 mg. 


Helps schizophrenic patients become more responsive. 
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- The | for staff | 
. members of mental health 
_facilities.and agencies 


Mail to: 


Subscription Department 
. Hospital & Community 
Psychiatry 

1700 18th Street, N.W.. 
Washington, D.C. 20009 


O Enclosed is my check for a 
one-year subscription (12 
Issues) to Hospital & | 
Community Psychiatry .* 

($12 a year for members of 
the American Psychiatric 
and American Psychological 
Associations; $15 for other 
subscribers. For | 
subscriptions mailed outside 
the U.S. add $3 a year. Make 
checks payable to the 

= American Psychiatric 

- Association.) | 


Name | 

Title or Discipline . 
Address. 

City | 

state LL Zip 





mrnividual subscriptions to pro- 
fessional journals are tax-de- 
 ductible. | 


: . 
* 
EB ER NO M UM UB GUB END E UA ND AD D RD NAR OU ND EN 


. or accompanying various disease states. . 


-5 mg, 10 mg or 25 mg chlordi 





LIBRIUM (chlordiazepo | zen l) 







5 mg, 10 mg, 25 mg capsules . - 
Before prescribing, please consult complete product 
Information, a summary of which-follows: 

Indications: Relief of anxiety and tension occurring 


Contraindications: Patients D AIR hypersensiti 
the drug. n 
Warnings: Caution patients boul TE ‘combined ef\__| 
fects with alcohol and other CNS deprassants. As with all 


' 'CNS-acting drugs, caution patients against hazardous oc- 
- cupations requiring complete mental alertness (e.g., 


operating machinery, driving). Though physical and 


‘psychological dependence have rarely been reported on 


recommended doses, use caution in administering to 
addiction-prone individuals or those who might increase 
dosage; withdrawal symptoms (including convulsions), 


following discontinuation of the drug and'similar to those 
seen with barbiturates, have been reported. 


Usage In Pregnancy: Use of minór tranquillzers 
during first trimester should almost always be 
avoided because of Increased risk of congenital 
malformatlons as suggested in several studies. 
Consider possibility of pregnancy when institut- ' 
Ing therapy; advise patients to discuss therapy - 

‘if they.intend.to or do become pregnant. 


Precautions: In the elderly and debilitated, and in children 


Over six, limit to smallest effective dosage (initially 10 mg 
or less per day) to preclude ataxia or oversedation, in-. 

creasing gradually as needed and tolerated. Not recom- 
mended in children under six: Though generally not rec- 
ommended, if combination therapy with other psycho- 

tropics seems indicated, carefully consider individual . 
pharmacologic effects, particularly in-use of potentiating 


drugs such as MAO inhibitors and:phenothiazines. Ob- 


serve usual precautions in presence of impaired renal or 
hepatic function. Paradoxical reactions (e.g., excitement, 
stimulation and acute rage) have been reported in 
psychiatric patients and hyperactive aggressive children. 
Employ usual precautions in treatment of anxiety states 
with evidence of impending depression; suicidal tenden- 
cies may be present and protective measures necessary. 
Variable effects on blood coagulation have been reported 
very rarely in patients receiving the drug and oral anti- 
coagulants; causal relationship has not been established 
clinically, 
Adverse Reactlons: Drowsiness, ataxia and confusion ` 
may occur, especially in the elderly and debilitated. These 
are reversible in most instances by proper dosage ad- 


. justment, but are also occasionally observed at the lower 


dosage ranges. In a few instances syncope has been re- 


: ported. Also encountered are isolated instances of skin 


eruptions, edema, minor menstrual irregularities, nausea 
and constipation, extrapyramidal symptoms, increased * 
and decreased libido—all infrequent and generally con- 
trolled with dosage reduction; changes in EEG patterns 


(low-voltage fast activity) may appear during and after 


treatment; blood dyscrasias (including agranulocytosis), - 
jaundice and hepatic dysfunction have been reported oc-. 
casionally, making ‘periodic ‘blood counts and liver function 


tests advisable during protracted therapy. 


Supplied: Librium* Capsules containing 5 mg, 10 mg or. - 
25 mg chlordiazepoxide HCI. Libritabs® Tablets containiag 
epoxide. 


Roche Laboratori N 
Division of. Hoffmann-La Roche Iric. : 
Nutley, New Jersey 07110 ` "ma r 









EXCEPTIONAL RECORD 
ANXIETY PERFORMANCE * 


7» 


Anxiety may be the presenting dor 4 
or a reaction to disturbing material broughtto ° 
the surface during therapy. When excessive 
anxiety impedes the therapeutic relationship, 
adjunctive use of Librium may be indicated. 

The calming action of Librium is 
prompt, specific and predictable. Usually, 
mental acuity is not impaired; however, 
patients should be cautioned against possible 
combined effects with alcohol and other CNS 
depressants, and against hazardous activities 
requiring complete mental alertness. 

The ability of Librium to relieve exces- 
sive anxiety, and thus help the patient to work 
with you in handling his emerging insights, 
has been demonstrated in hundreds of clini- 
cal trials and published papers. 
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; THATS WHAT MAKES 
.. LIBRIUM LIBRIUM © 


| chlordiazepoxide? HCI/Roche 
"- — ., THE ANXIETY-SPECIFIC 


b Please see summary of product information on opposite page. 4 
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. (molindone HCI) j 





acts on the RAS. 
with low dissi 


of adverse effects 
EEG studies showthat . 


MOBAN* exerts its effect on 
the ascending reticular - 
activating system. This ofter 
helps to encourage. - 
increased social 
participation, receptivity 
and communication in 
schizophrenic patients. 





Artist’s repr ation of the — 
reticular act SysiBm, 
with neu activity passing N 
on to cortical and subcortical y x 

Structures. 





e generally minimizes drowsiness to How to use 


help produce improved functioning MOBAN'"(molindone HCI) 


1)to hasten the discharge of | 
^ro a wide range of dosage strengths 
hospitalized patients available in Tablets: 


2) to keep ambulatory patients at 
home or on the job 


e tranquilizes without muscle relaxant or 
incoorainating effect 





e acts to alleviate target symptoms or 


reduce their severity | e Titrate for 1) therapeutic response 
1) in acute patients, some symptomatic ^ and 2) minimal effective maintenance 
improvement evident in a few days dose. 


2) in chronic patients, symptomatic 
improvement may not be evident until ire inira doses for the elderly and 
2-4 weeks M" | 

® 3) maximum benefits attained by end NOTE: Transient drowsiness may occur 
of third month (continued maintenance during the first 1-2 weeks. 
therapy as required) 


Whenever your 













SOCIAL ADUSTMIENT schizophrenic patient 
AROA Galan may benefit from 
[oies OSE ele Soilzoplivenlts ps less sedation 
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VEEP GI? TIS 
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MOBAN 


(molindone HC) 





zal o gu genes ' e . 899 Yo | 
HT ob |: 0. RRO Please see last page of advertisement 
for full prescribing information. 


Moban* is an Endo registered U.S. trademark; U.S. Pat. 3,491,093. ~ 


n” 77 






A~ s X ee vr i 
| eed ONU zS Endo Laboratories, Inc. 
. RASTA d s F)QO/. -. | . Subsidiary of E. l. du Pont de Nemours & Co. (Inc) 
Jaymer desee Dow eo Garden City, N.Y. 11530 
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&MODAN 


° adihydroindolone 
chemically distinct from 
phenothiazines, thioxanthenes, 


* .,Kmolindone HCI) butyrophenones 
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DESCRIPTION MOBAN® (molindone hydrochloride) is a dihy- 
droindolone compound which is not structurally related to the 
phenothlazines, the butyrophenonas or the thiaxanthenes. 
MOBAN® is 3-ethy+6, 7-dihydro-2-methy!-5-(morpholinomethyl) 
indol-4 (5H)-one hydrochloride. it is a white crystalline powder, 
freely soluble in water and alcohol and has a molecular weight of 
312.67. 


Oo N-CH2 CH2-CHs 
w [ «HCI 
A CHa 
H 
MOLINDONE HYDROCHLORIDE 


ACTIONS MOBAN? (molindone hydrochloride) has a phar- 
macological profile in laboratory animals which predominantly 
resembles that of major tranquilizers causing reduction of sponta- 
neous locomotion and aggressiveness, suppression of a condi- 
tional response and antagonism of the bizarre stereotyped 
behavior and hyperactivity induced by amphetamines. In addition, 
MOBAN® antagonizes the depression caused by the tranquilizing 
agent tetrabenazine. 

In human clinical studles tranquilization Is achleved in the absence 
of muscle relaxing or incoordinating effects. Based on EEG stud- 
les, MOBAN® exerts its effect on the ascending reticular activating 
system. 

Human metabolic studies show MOBAN® (molindone hydrochio- 
tide) to be rapidly absorbed and metabolized when glven orally. 
Unmetabolized drug reached a peak blood level at 1.5 hours. 
Pharmacological aflac from a single oral dose persists for 24-36 
hours. There are 38 recognized metabolites with less than 2-3% 
uninetabolized MOBAN® being excreted in urine and feces. 


INDICATIONS MOBAN® (molindone hydrochloride) bs Indicated in 
the management of the manifestations of schizophrenia. 
CONTRAINDICATIONS MOBAN® (mollndone hydrochloride} is 
contraindicated in severe cantral nervous system depression 
(alcohol, barbiturates, narcotics, etc.) or comatose states, and in 
patients with known hypersensitivity to the drug. 

WARNINGS Usage In Pregnancy: Studies in the pregnant patient 
have not been carried out. Reproduction studies have been per- 
formed in the folowing animals: 


Pregnant Rats oral dose— 20 mg/kg/day —2 weeks 
no adverse effect 

40 mg/kg/day— 2 weeks 
no adverse effect 
Pregnant Mice oral dose — 20 mg/kg/day— 9 days 
slight increase resorptions 

40 mg/kg/day—9 days 
slight increase resorptions 
Pregnant Rabbits oral dosa— 5 mg/kg/day— 12 days 
no adversa effect 

10 mg/kg/day— 12 days 
no adverse effect 

20 mg/kg/day—12 days 
no adverse effect 


Anima! reproductive studies have not demonstrated a teratogenic 
potential. The anticipated benefits must be weighed against the 
unknown risks to the fetus if used in pregnant patients. 

Nursing Mothers: Data are not avallable on the content of 
MOBAN® (molindone hydrochloride) in the milk of nursing moth- 
ers 


Usage la Children: Use of MOBAN® (molindone hydrochieride) in 
chidren below the age of twelve years-is not recommended 
because safe and effactive conditions for its usage have not been 
established 


PRECAUTIONS Some patients receiving MOBAN® (molindone 
hydrochloride} may note drowsiness initially and they should be 
advised agalnst activities requiring mental alertness until their 
jonseto the drug has been established. 


activity has been noted in patients receiving MOBAN® 
uld be exercised where increased activity may bs 


MOBAN? does not lower the seizure threshold in experimental 
animals to the degree noted with more sedating antipsychotlc 
drugs. However, convulsive seizures have beon reported in a few 
instances 


The physician should be aware that this tablet preparation con- 
tains calcium sulfate as an exclpent and that calcium bons may 
interfere wah the absorption of preparations containing phenytoin 
sodium and tetracycilnes. 


MOBAN® has an antlemattc effect in animats. A similar effect may 
occur in humans and may obscure signs of intestinal obstruction 
or brain tumor. 

ADVERSE REACTIONS CNS EFFECTS The most frequently occur- 
ring effect Is Initial drowsiness that generally subsides with con- 
Unued usage of the drug or lowering of the dose. 

Noted less frequently were depression, hyperactivity and 
euphoria. 

Neurological 

Extrapyramidal Reactions 

Extrapyramidal reactions noted below may occur in susceptible 


Individuals and are usually reversible with appropriate manage- . 


ment. 


Akathisla 
Motor restlessness may occur early. 


Parkinson Syndrome 

Akinesia, characterized by rigidity, immobility snd reduction of 
voluntary movements and tremor, have been observed. Occur- 
rence is less frequent than akathisia. 

Dystuaic Syndrome 

Prolonged abnormal contractions of muscle groups occur 
Infrequently. These symptoms may be managed by the addition of 
a synthetic antiparkinson agent (other than L-dopa), smal doses 
of sedative drugs, and/or reduction in dosage. 


Autonomic Nervous System 

Occasionally blurring of vision, tachycardia, nausea, dry mouth 
and salivation have been reported. Urinary retention and constipa- 
tion may occur particularly # anticholinergic drugs are used to 
treat extrapyramidal symptoms. 

Hematological 

There have been rare reports of leucopenia and leucocytosis. If 
such reactions occur, treatment with MOBAN® may continue H 
clinical symptoms are absent. Alterations of blood glucose, liver 
function tests, B. U:N., and red blood ceils have not been consid- 
ered clinically significant. 


Metabolic and Endocrine Effects 

Alteration of thyroid function has not been significant. Amenor- 
thea has been reported infrequently. Resumption of menses in 

previously amenorrhelc women has been reported. Initlally heavy 

menses may occur. Lactation associated with MOBAN® therapy 

has not been reported. Increase in Ibido has been noted in some 

patients. Impotence has not been reported. Although both weight 

gain and weight loss have been in the direction of normal or ideal 

weight, excessive weight gain has not occurred with MOBAN*, 


Cardiovascular 

Rare, transient, non-specific T wave changes have been reported 
on E.K.G. Association with a clinical syndrome has not been 
established. Rarely has significant hypotension been reported. 


Ophthalmological 

Lens opacities and pigmentary retinopathy have not been reported 

where patients have received MOBAN® (molindone hydrochio- 
ride). in some patients, phenothiazine induced lenticular opacities 

have resolved following discontinuation of the phenothiazine while 

continuing therapy with MOBAN®, 


Skin 

Early, non-specific skin rash, probably of allergic origin, has 
occasionally been reported. Skin pigmentation has not been seen 
with MOBAN® usage alone. 

MOBAN® (molindone hydrochloride) has certain pharmacological 
simflaritiss to other antipsychotic agents. Because adverse reac- 
tions are often extensions of the pharmacological activity of a 
drug, all of the known pharmacological affects associated with 
other antipsychotic drugs shouki be kept in mind when MOBAN® 
is used. Upon abrupt withdrawal after prolonged high dosage an 
abstinence syndrome has not been noted. 


Tardive Dyskinesia 
Although rarety reported with MOBAN® (molindone hydrochlo- 
ride) symptoms were reversible upon discontinuation of therapy. 


Tardive dyskinesia associated with other agents has appeared in 
some patients on long-term therapy and has also appeared after 
drug therapy has been discontinued. The risk appears to be 
greater in elderly patients on high-dose therapy, especially 
females. The symptoms are persistent and in some patients 
appear to be irreversible. The syndrome is characterized by rhyth- 
mical involuntary movements of the tongus, face, mouth or jaw 
(8.g.. protrusion of tongua, puffing of chesks, puckering of 
mouth, chewing movements). There may be involuntary move- 
ments of extremities. 

There is no known effective treatment of tardive dyskinesia; antt 
parkinsonism agents usually do not alleviate the symptoms of this 
syndrome. It is suggested that all antipsychotic agents be discon- 
tinued if these symptoms appear. Should it be necessary to reln- 
stitute treatment, or increase the dosage of the agent, or switch to 
& different antipsychotic agent, the syndrome may be masked. H 





« 
has been reported that fine vermicular movements of AS 
may be an early sign of the syndrome and H the medication is 
stopped at that time the syndrome may not develop. 


DOSAGE AND ADMINISTRATION Initial and maintenance doses of 
MOBAN® (molindone hydrochloride) should be Individualized, and 
the minimal affective doss should ba employed. Elderly and debili- 
tated patients should be started on lowar dosage. 


DOSAGE SCHEDULE, BASED ON SEVERITY OF SYMP- 

TOMATOLOGY 

1. Mild—5 mg three or four times a day; an increase to 15 mg 
three or four times a day may be required. 


2. Moderate— 10 mg three or four times a day; an increase to 25 
mg three or four times a day may be required. 

3. Severe—dally dosage as high as 225 mg may be required, 

DRUG INTERACTIONS Potentiation of drugs administered concur- 

rently with MOBAN® (molindona nydrochioride) has not been re 

ported. Additionally, animal studies have not shown Increased 

toxicity when MOBAN® is given concurrently with representative 

members of three classes of drugs (l.e., barbiturates, chloral 

hydrate and antiparkinson drugs). 

MANAGEMENT OF OVERDOSAGE Symptomatic, supportive ther- 

apy should be the rula. 


Gastric lavage is Indicated for the reduction of absorption of 
MOBAN® (molindone hydrochloride) which is freely soluble in 
water, 

Since the adsorption of MOBAN® (molindone hydrochloride) by 
activated charcoal has not bean determined, the use of this anti- 
dote must bs considered of theoretical value. 

Emesis in a comatose patient is contraindicated. Additionally, 
while the emetic effect of apomorphine is blocked by MOBAN® in 
animals, this blocking effect has not been determined in humans. 
A significant Increase In the rate af removal of unmetabolized 
MOBANS from the body by forced diuresis, peritoneal! or renal 
dialysis would not be expected. (Only 2% of a single ingested. 
dose of MOBAN* is excreted unmetabolized In the urine.) 
However, poor response of the patient may justify use of these 
procedures. While the use of laxatives or enemas might be based 
on general principles, the amount of unmetabolized MOBAN® in 
feces Is less than 1%. Extrapyramidal symptoms have responded 
to the use of diphenhydramine (Banadryl*) and the synthetic 
anticholinergic antiparkinson agents (i.6., Artane*, Cogentin", 
Akineton"), 

HOW SUPPLIED As tablets in bottles of 100 and 1000 with poten- 
cles and colors as follows: 5 mg orange, 10 mg lavender, 25 mg 
light green. 


*Benadryi— Trademark, Parke Davis and Co. 
*Artane—Trademark, Ledarie Laboratories 
*CogentIn—Trademark, Merck Sharp & Dohme 

* Akineton—Trademark, Knoll Pharmaceutical Co. 


Endo Laboratories, Inc. 


Subsidiary of E.I. du Pont de Nemours & Co. (Inc.) 
Garden City, N.Y. 11530 
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M1975 APA BE 
MEMBERSHIP 
DIRECTORY 


The directory contains two major sections: the ALPHABETIC SECTION, containing 
the name, address, membership class, year joined and board certification for each 
member; and the GEOGRAPHIC SECTION, containing name, membership class, 
and board for each member arranged as follows: United States, alphabetically by 
state and city; Canada, alphabetically by province and city; and Foreign, alphabeti- 
cally by country and city. E 


In addition, the directory contains a listing of officers, committees, councils and 
historical resumes. 


197 pages members $5.00 ea. 
nonmembers $8.00 ea. 
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City State Zip 
m 
Send Coupon to: American Psychiatric Association a 


Publications Sales 
1700 Eighteenth St., N.W. 
Washington. D.C. 20009 
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often interfere 
with therapy 





In clinically significant depression, the patient 
often becomes: barricaded behind his own 


symptoms during psychotherapy. Because - 
these symptoms can be so sharply definedand . 
somatic in expression, he may reject the fact. . 


that they are psychic in origin. Sleep disturb- 
ance, gastrointestinal complaints, anorexia, 
| chronic fatigue, and: other psychosomatic 


symptoms may so preoccupy—or overwhelm— . 


the depressed patient that truly productive 
therapeutic sessions are difficult to achieve. 
Instead of being able to concentrate on 


: depression itself,.he may for ex- ze 
ample' go on at length about how gg 
broken his sleep is or keep, Za 
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. ` the core emotional problemsofthe m T 


wi 


ME. so Common in clinically depressed 


reiterating (while the therapeutic hour slips 


. by) how physically miserable he feels. 





ELAVIL . 


(AMITRIPTYLINE HCI, MSD) 
- tohelp 

. penetratethe | 
symptom barrier 
in depression 
requiring 





m ication 





ELAVIL, a highly effective tricyclic antidepres- - 
sant, will oftenalleviate these symptoms. With - 
l thehelpof ELAVIL, Sleep disturbance— 


patients and often the symptom - : 
that distresses them most—as. 


“33, 





. lessened hi point where Da no o longer 


“come between you and the patient. : 





An its management. 


Poychotherapy 
takes 





direction 
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As these preoccupying complaints are lifted, 
psychotherapy sessions can become more pro- 
ductive. Patients are enabled to respond more 
fruitfully during therapeutic hours and to re- 
sume or pursue more efficiently the necessary 
activities in their personal lives. 





meeting 
therapeutic 
goals 





And as the antidepressant activity of ELAVIL 
(Amitriptyline HCI, MSD) takes hold, it helps 
relieve the depressive condition itself. Some- 
times only a minimum of actual psychotherapy 


is required. The patient may experience a ° 


more rapid recovery—while Jo conserve valu- 
able time. | 


Prescribe ELAVIL then, to help | 
lighten the patient's burden 
in depression—and yours 








or in children under 12. Patients with cardjo- 
vascular disorders should be watched closely. 
safe use.during pregnancy and lactation has 
not been established. The drug may impair 
mental or physical abilities required in the 
performance of hazardous tasks and may en- 
hance the response to alcohol. The possibility 
of suicide in depressed patients remains until 
significant remission occurs. Potentially sui- 
cidal patients should not have access to large 
quantities of this drug. Prescriptions should 
be written for the smallest amount feasible. 
Hospitalize as soon as possible any patient 
suspected of having taken an overdose. 


TABLETS: 10 mg, 25 mg, 50 mg, 75 mg, 100 mg, and 150 mg 
INJECTION: 10 mg per mi 


ELAVIL 


(AMITRIPTYLINE HCI MSD) 


an aco 
with an 
 anxiety-reducing 
sedative 
component 
to its action 


. For a brief summary of prescribing ~ 
information, please see following page. 
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- ELAVIL should not be used during the acute ` 
.recovery phase following myocardial infarc- * 
tion; in patients hypersensitive to it; in those 
Who have received an MAO! within two weekse v... 
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Contralndications: Known hypersensitivity. Should not be given concomitantly with a- 
monoamine oxidase inhibitor since hyperpyretic crises, severe convulsions, and dea — D 
have occurred. When used to replace a monoamine oxidase inhibitor, allow a mini oi^ f£. 
14 days to elapse before initiating therapy with amitriptyline HCI. Initiate dgSage of L^ 
amitriptyline HCI cautiously with gradual increase in dosage until optimum reSponse is 
achieved. Not recommended during the acute recovery phase uu myocardial 
infarction. 
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To further simplify once-daily 








per day is sufficient. This drug is not 
EDO for patients under 12 years 
of age. 


Warnings: May block the antihypertensive action of guanethidine or similarly acting ‘ 


(AMITRIPTYLINE HCI, MSD 


ELAVIL ig^ 


jj compounds. Should be used with caution in patients with a history of seizures or a history x 
' oe -f . therapy for many of urinary oe s with aeo glaucoma or eee lca pressure: fe d 
à Et atients with angle-closure glaucoma, even average doses may precipitate an a 2d 
- : ~uefiressed patients Patients with cardiovascular disorders should be watched closely; arrhythmias, bs 

Tablets tachycardia and prolongation of the conduction time have been reported, particularly wah 
» ® high doses; myocardial infarction and stroke have been reported with drugs of this*class. 

; 4 Close supervision is required for hyperthyroid patients or those Esel HE 
medication. May impair mental and/or physical abilities required for performaiice of haz- 
ardous tasks, such as operating machinery or driving a motor vehicle. In patients who use 

(AMITRIPTYLINE HCI | MSD) alcohol excessively, potentiation may increase the danger inherent in any suicide attempt 
or overdosage. Safe use during pregnancy and lactation has not been established; in 
ONE TABLET. ONCE DAILY Mei patients, nursing mothers, or women who may become pregnant, weigh possible 
E enefits against possible hazards to mother and child. Not recommended for patients 
“~All appropriate way to prescribe for under 12 years of age. 
many depressed adult outpatients. Be- Precautions: Schizophrenic patients may develop increased symptoms of psychosis; 
cause of its simplicity, this regimen helps patients with paranoid symptomatology may have an exaggeration of such symptoms: 
improve patient compliance. Of Course, manic depressive patients may experience a shift to the manic phase. In these circum- 
ELAVIL may also be prescribed in divided stances, the dose of amitriptyline HCl may be reduced or a major tranquilizer, such as 
daily doses. poprenarine may be administered concurrently. l 
d given a d opu n PH or Pall elle lade n» s, includin ee 
: combined with loca! anesthetics, close supervision and careful adjustment of dosages are 
o RS Ne required; paralytic ileus may occur in patients taking tricyclic antidepressants in combina- 
: tion with anticholinergic-type drugs. Use cautiously in patients receiving large doses of 
2 ethchlorvynol, since transient delirium has been reported on concurrent administration. 
A single 75-mg tablet "9D May enhance the response to alcohol and the effects of barbiturates and other CNS 
Usual starting dosage = depressants. The py of suicide in depressed patients remains until significant 
remission occurs. Potentially suicidal patients should not have access to large quantities 
of this drug. Prescriptions should be written for the smallest amount feasible. Concurrent 
r electroshock therapy may increase the hazards associated with such therapy; such 
A single 100-mg tablet treatment should be limited to patients for whom it is essential. When possible, discon- 
Maximum starting dosage tinue the drug several days before elective surgery. Both elevation and lowering of blood 
sugar levels have been reported. Use with caution in patients with impaired liver function. 
Adverse Reactions: Wote: Included in this listing are a few adverse reactions not reported 
A single 50-mg tablet with this specific drug. However, pharmacological similarities among the tricyclic antide- 
Minimum starting dosage pressant iS require that each reaction be considered when amitriptyline is 
i cud ae doe ian Voss Deae Seba oath n. 
: cardial infarction, arrhythmias, heart block, stroke. and Neuromuscular: Contusiona 
xor E 130 me mg states; disturbed concentration; disorientation; delusions; hallucinations; excitement; 
day; hed anxiety; restlessness; insomnia; nightmares; numbness, tingling, and paresthesias of the 
per day IS reached. extremities; peripheral neuropathy; incoordination; ataxia; tremors; seizures; alteration 
; oo in EEG patterns; extrapyramidal symptoms; tinnitus; syndrome of inappropriate ADH 
A single 150-mg tablet MSD 673 (antidiuretic hormone) secretion. Anticholinergic: Dry mouth, blurred vision, disturbance 
Maximum daily dosage of accommodation, increased intraocular pressure, constipation, paralytic ileus, urinary 
retention, dilatation of urinary tract. A//ergic: Skin rash, urticaria, photosensitization, 
FLAVIL MAY ALSO BE PRESCRIBED edema of face and tongue. Hematologie: Bone marrow depression including agranulocyto- 
IN DIVIDED DAILY DOSES SIS, leukopenia, eosinophilia, purpura, thrombocytopenia. Gastrointestinal: Nausea, 
epigastric distress, vomiting, anorexia, stomatitis, peculiar taste, diarrhea, parotid 
The 25-mg tablet Ce" swelling, black tongue, rarely hepatitis (including altered liver function and jaundice). 
Endocrine: lesticular swelling and gynecomastia in the male, breast enlargement and 
This strength may prove useful when galactorrhea in the female, increased or decreased libido, elevation and lowering of blood 
therapy is initiated with divided daily sugar levels. Other: Dizziness, weakness, fatigue, headache, weight pan or loss, increased 
doses in adult outpatients. Starting perspiration, urinary frequency, mydriasis, drowsiness, alopecia. Withdrawal Symptoms: 
dosage is usually 75 mg daily. If neces- Abrupt cessation of treatment after prolonged administration may produce nausea, head- 
sary, this dosage may be increased ache, and malaise; these are not indicative of addiction. . 
gradually to a total of 150 mg a day. Overdosage: Hospitalize as soon as possible all patients suspected of having taken an .. 
Increases are made preferably in the late overdose. Treatment is symptomatic and supportive. In addition, the intravenous adminis- 
afternoon or bedtime dose tration of 1 to 3 mg physostigmine salicylate is reported to reverse the symptoms of tri- 
: cyclic antidepressant poisoning. Because Mg He is rapidly metabolized, the 
The 10-mg tablet o9 dosage should be repeated as required, particularly ii life-threatening signs such as ar- 
: rhythmias, convulsions, and deep coma recur or persist after the initial dosage of 
This strength may prove useful for physostigmine. l 
patients who require lower doses, e.g., How Supplied: Tablets containing 10 mg and 25 mg amitriptyline HCI, in single-unit p 
adolescent and elderly patients. For these packages of 100 and bottles of 100, 1000, and 5000; tablets containing 50 mg 
patients who can not tolerate higher amitriptyline HCI, in single-unit packages of 100 and bottles of 100 and 1000; tablets 
doses, 10 mg three times a day with EA m UR Ue ITE Ame MA p ANE packages of ds a 
j i . ottles o ; tablets containing mg amitriptyline HCI, in single-unit packages o 
2O mg at pedtime May DE sausideibly 100 and bottles of 30 and 100; for intramuscular use, in 10-mi vials containing per ml: 
= the antidepressant effect of ELAVIL is propyiparaben as preservatives, and water for injection q.s. 1 ml. ^ 
noted, An adequate therapeutic effect ied l T 
For more detailed information, consult your MSD representative or see full prescribing 
new Tiay take as long as 30 days to develop. information. Merck Sharp & Dote, Division of Merck & Co., Iwc. „West Point, Pa, 19486 
NOTE: The usual maintenance dosage of = J2509R5(116) 
ELAVIL is 50 to 100 mg per day which - 
may be given in a single dose preferably 
at bedtime. In some patients 40 mg 









‘| "Weurologists & Psychiatrists 


The Food and Drug Administration’s Bureau of 
Drugs has -Sivil Service or Commissioned Corps 
openings for Neurologists and Psychiatrists as 


fi leaders of multidisciplinary teams reviewing New 


"mug Applications (NDA's) and Notices of Clalmed 
investigational Exemptions for New Drugs (IND's). 
Salaries range from $35,431 to $39,600 per year 
(GS414's and 15's). Salary for those appointed as 
Som issioned Officers may exceed $39,600 
8 


pending upon qualifications and bonuses for 
which eligible. 


Quallficatlons Required: U. S. citizenship; Doctor of 
Medicine, degree from a U. S. or Canadian medical 
school approved by AMA, or Doctor of Osteopathy 
from a school approved by AOA. Permanent, full un- 
restricted license to practice in any state, D. C., 
Puerto Rico, or U. S. Territory Is desirable. 
Graduates of foreign or non-AMA E schools 
must have (1) license to practice as above, or (2) one 
year on active duty as Medical Officer in the U. S. 
Armed Forces or Public Health Service, or (3) 
American Specialty Board certification, or (4) per- 
manent certification by the Education Council for 
Foreign Medical Graduates via examination. All 
positions require sound Judgment, ability to plan and 
organize effort, and effectiveness in writing, speak- 
ing, and interpersonal skilis. 


Send resume, or Inquiries, to Ms. Cynthia Nelson, 
Food and Drug Administration, 5600 Fishers Lane, 
Division of Personne! Management (HFA-400), 
Room 4B-44, Rockville, Maryland 20857. The Food 
and Drug Administration is an equal opportunity 
employer. 


sychiatrists 


We are a large progressive community 
based JCAH accredited and medical 
school affiliated psychiatric facility un- 
dergoing accelerated expansion of services. 
Present openings for INPATIENT AND 
OUTPATIENT STAFF PSYCHIATRISTS 
require licensure in any state or in Canada 
by examination and completion of ap- 


proved psychiatric residency program. We 
offer a starting salary commensurate with 
you background, comprehensive fringe 
nefits and an innovative environment 
conducive to 
development. 


ongoing professional 


Send C.V. in confidence to, or contact 
N. S. Lehrman, M.D., Deputy Director-Clinical 


KINGSBORO 
PSYCHIATRIC CENTER 


681 Clarkson Ave., Brooklyn, N.Y. 11203 
p 








A 
Psychiatric 
Glossary 


Edited by a subcommittee of the AMERICAN PSY- 
CHIATRIC ASSOCIATION Committee on Public 
Information. 


The new Fourth Edition marks a striking expansion of 
definitions: 400 terms have been added and many of 
the terms appearing in earlier editions have received 
revised explanations. In addition to the GLOSSARY's 
continuing value to lawyers, teachers, journalists, 
social workers, and others, the new edition will be 
useful to medical students and first year residents 
in psychiatry. 


Some major changes in the Fourth Edition: 
e Expansion from 102 to 156 pages to accommo- 
date 400 new terms 
e New tables of terms in seven areas of contemporary 
concern 
Drugs Used in Psychiatry 
Legal Terms 
Neurologic Deficits 
Psychologica! Tests 
Research Terms 
Schools of Psychiatry 
Sleep Disorders 
e À comprehensive set of terms used in behavior 
therapy is included for the first time. 


Paperback edition—$3.00 each, (See coupon for 
bulk discounts), may be ordered from the AMERICAN 
PSYCHIATRIC ASSOCIATION, Publications Sales, 
1700 18th St. N.W., Washington, D.C. 20009. 


Hardback edition—$7.95 may be ordered from Basic 
Books, Inc., 10 East 53rd Street, New York, New 
York 10022. 
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Order Form: Paperback Edition 
Please send me —— — copy (ies) of A PSYCHI- 
ATRIC GLOSSARY, 4th ed., paperback. Order #142, 
$3.00 ea. (5-9 copies, $2.75 ea.; 10-24 copies, 
$2.50 ea.; 25-49 copies, $2.25 ea.; 50-99 copies, 
$2.00 ea.; 100 or more copies 3596 discount.) 


[ ] bill me [ ] remittance enclosed 
Name 

Address : 

City — e s ORO -——— Ip. ——— 


Send coupon to: Publications Sales STTAJP 


American Psychiatric Assn. 
1700 18th St., N.W. 
Washington, D.C. 20009 ` 
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Importance of Cylert (pemoline) single daily dosage 
to the child, the parents and the teacher 





For the child For the adults Cylert offers these benefits in 
No drug in child's pos- Control of medication @ treatment program for MBD 
session while at school remains with parents e Single daily dose administration 
Avoids situation in Obviates need for - | 
which child is repeat- , teacher or nurse to e Minimal cardiovascular effects 
— s singled out as supervise taking of ados in] di < 

a remained remarkably copstant ] 
Hes prevent possible Helps assure that the l ds 
variations in effect prescribed dosage is e Can be taken with breakfast 
caused by missed, for- being given each day 


d 
y gotten or delayed doses 
VY 


ATA ^. 


l dosage i Is once-a-day, given to 
the child at home by the parent 


ON 77 FN 
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„Cylert, alone among CNS stimulants used to treat MBD, 
P? is inherently long-acting, permitting once-daily dosage 


Dosage . 75 mg. per day. The maximum : simple cases of overactivity in 
inistration recommended daily dose-of school age children. o 

and admi j Cylert is 112.5 mg. .. Neither should it be. used in 

Cylert is given as a single oral Using the recommended . the child who exhibits.symp- ad 

dose each morning. 'schedule of dose titration, toms secondary to environ- 


The recommended starting significant benefits may not be — mental factors and/or primary 
dose is 37.5 mg. per day. This seen until the third or fourth psychiatric disorders, including 





daily dosage should be grad- week of drug therapy. Side psychosis. . 

ually increased at one-week effects may be seen prior to . The physician should rely on 
-~ intervals ugfig increments of optimum clinical results. a complete history of the child 
* "7 18.75 mg until the desired — m anda thorough description of 

” «clinicgfresporise iy obtained. When not to use Cylert symptoms from both parents 
Te mean daily effective Cylert should not be used for and teacher before postula- C) 

B ranges from/56:25 to (and will not be effective in) tingadiagnosisofMBD. UJ — 
( Please see next wage for Prescribing Information. n i 8083144 tT 






. relatively insoluble (less 





Cylert, 


Cylert 


Prescribing Information 


Description: Cylert (pemoline) is a 


der which is 
an 1 mg/ml) 
in water, chloroform, ether, acetone, : 
and benzene, In 9596 ethyl alcohol, the 
solubility of pemoline is 2.2 mg/ml. 


white, tasteless, odorless 


. Actions: Cylert (pemoline) is a central 


nervous system stimulant. The pharma- 
cologic activity of pemoline is similar to 
that of other known stimulants but with 
minimal sympathomimetic effects. 
Pemoline is structurally dissimilar from 
. the amphetamines and ee 
Although the exact mode of pharmaco- 


dynamic action is undetermined in man, 


pemoline has been reported to increase the 
rate of synthesis of dopamine in rat brain. 

In human subjects, Cylert produces peak 
blood levels within 2-4 hours, The serum 
half-life is approximately 12 hours. Mul- 
tiple dose studies in adults at several dose 
levels indicate that serum levels plateau in 
-approximately three da nels s. Cylert and its 
metabolites are primarily excreted by the 
kidneys with approximately 7596 of an 
oral dose appearing in the urine within a 
24-hour period. Approximately 43% of 
pemoline is excreted unchanged. Metabo- 
lites include Dena e dione, conjugated 
pemoline an delic acid. 

Cylert (pemoline) has a gradual onset of 
action in children with minimal brain dys- 
function. Using the recommended sched- 
ule of dosage titration, significant clinical 
benefit may not be evident until the third 
or fourth week of drug administration. 


indications: MINIMAL BRAIN DYS- 

FUNCTION IN CHILDREN-as adjunc- 

tive therapy to other remedial measures 

gr durs sr educational, social). 
Diagnostic Considerations: 


Spedito etiology of minimal brain dysfunc- 
tion (MBD) is unknown, and there is no 
single diagnostic test. d ng diagnosis 
includes the use not only of medical but of 
psychological, educational, and social 
resources. 

Characteristics commonly reported 
include: A chronic history of moderate to 
severe hyperactivity, short attention span, 
distractibility, emotional lability, and 


‘impulsivity. Nonlocalizing (soft) neuro- 


logical signs, learning disability, and 
abnormal EEG may or may not be present. 
The diagnosis of MBD must be based 
upon a complete history and evaluation of 
the child and not solely on the presence 
_of one or.more of these characteristics. ` 
E treatment is not indicated for all 
with MBD. In the primary therapy 
D, appropriate educational place- 
ment is ed an Vidisse end gii interven- 
tion is gen 
measures alone qe esee Hab s the decision 
to prescribe stimulant medication will 
depend upon the physician's assessment of 
the chronicity and severity of the child's 
symptoms. Stimulants are not intended for 
use in the child*who exhibits symptoms 
secondary to environmental factors and/or 


ATK 


. dependence of the ind 


New dosage: form available! 
Cylert Chewable Tablets 
3l5mg. | 


primary psychiatric disorders, including 
psychosis. 


Contraindication: Cylert (pemoline) is 
contraindicated in patients with known 
hypersensitivity or idiosynerasy to the 
drug. (See PRECAUTION 


Warnings: Cylert is not recommended 
for children under six years of age since 
safety and efficacy in this age group have 
not yet been established 

Since Cylert (pemoline) and its metabo- 
lites are excreted primarily by the kidneys, 
caution should be observed in administer- 
ing the drug to children with significantly 
impaired renal function. 

Sufficient data on safety and efficacy of 


Cylert administration for periods beyond 


two years duration in children with 

brain dysfunction are not yet available. 
Although a definite causal relationship 

has not been established, some temporary 
suppression of gen redicted growth pattern(i.e., 
weight and/or height) has been reported 
with the long-term use of stimulants in 
children. Therefore, peran requiring long- 
term therapy should be carefully monitored. 


Drug Interactions: Interactions be- 
tween Cylert and other drugs have not 
been studied in humans. As with most 
other drugs, concurrent administration 
with other agents, especially drugs with 
central nervous system activity, should be 
carefully monitored. 


Usage in Pregnancy: Safety for use in 
pregnancy has not been established. Stan- 
dard studies of fertility, teratology and repro- 


. duction were conducted in rats and rabbits. 
.Daily oral doses of pemoline of 18.75 


and 37.5 mg/kg beginning at conception 
produced no abnormalities in the fetuses 
and did not affect viability at birth. Further 
studies using similar dose levels with drug 


‘administration beginning 14 days before 


conception demonstrated an increased 
incidence of stillbirths in these animals. 


Drug Dependence: Studies of the 
drug abuse potential of Cylert (pemoline) 
in primates have not demonstrated a 
potential for self-administration. However, 
the pharmacologic similarities between 
Cylert and other CNS bienes with 
known: abuse liabi that drug 

t type might 
occur. There have been isolated reports of 
transient psychotic DE in seared 
following long-term misuse o ties The 
tak There- 


sa ee unstable patients considered to 
have a Pomona potential for drug 
dependence. 


Precautions: Dela ed hypersensitivity - 
reactions involving the liver have been 
reported in 1-296 of the.patients receiving 
Cylert ien Budae after several months of 
therapy. No clinical ptomatology has 
been observed, but mild to moderate 
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SGPT) levels have occurred in these 

cases, These effects appear to be com- 

pletely reversible when drug treatment is 

ee E: discarded levels should 
etermin during therapy 

with Cylert to de t any such reactions. 


Adverse Reactions: The most fre- 
quently reported adverse reaction with 
Cylert is insomnia. Insomnia has been 
observed prior to optimum therapeutic 
response and in the majority of cases was 
transient in nature or responded to dosage 
reduction. Anorexia with weight loss during 
the first few weeks of therapy has also been 
reported. With continuing therapy, a re- 
turn to a normal weight curve usually 
occurred within three to six months. Other 
adverse reactions reported include stomach- 
ache, skin rash, irritability, mild depression, 
nausea, dizziness, headache, drowsiness, 
and hallucinations. Mild adverse reactions 
appearing early in treatment often remit . 
with continuing therapy. If adverse 
reactions are of a din Hia or protracted 
nature, dosage reduction or discontinua- 
tion should be considered. 


Dosage and Administration: Cylert 
pemain) is administered as a single oral 

each morning. The recommended 
starting dose is 37.5 mg per day. This daily 
dosage should be gradually increased at 
one week intervals using increments of 
18.75 mg until the desired clinical onse 
is obtained. The mean daily effective dose 
ranges from 56.25 to 75 mg per day. The 
maximum recommended daily dose of 
pemoline is 112.5 mg. 

Clinical improvement with Cylert is 
gradual. Using the recommended schedule 
of dosage titration, significant benefit may 
not be evident until the third or fourth week 
of drug administration. Drug administra- | 
tion should be interrupted occasionally to 
determine if behavioral symptoms sufficient 
to require continuing therapy recur. a 


Overdosage: Cylert overdosage has | Aca 
been reported to produce symptoms of * 
tachycardia, halfucinations, agitation, or 
restlessness. The treatment of acute massive 
overdosage with pemoline is essentially the 
same as that for overdosage with any drug 
having CNS stimulatory effects. Manage- 
ment is lar argely clea ocn denen and may. 
include induction of emesis, gastric 

lavage or other measures as appropriate. 


How Supplied: Cylert (pemoline) is 
supplied as monogrammed, grooved 
tablets in three dosage strengths: : 
. 18.75 mg. tablets (yellow-colored) in 
bottles of 100 ( 0074:6025- 13) 
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Cylert Chewable Ta lets 37.5 mg. 
(orange-colored, gro&ed) in bottles 







Unit Chief 
In conjunction with the Psychiatry Depart- 
ment, Upstate New York Medical Center, 
the position of Unit Chief, Center for Youth 
Services, at the Richard H. Hutchings 
Psychiatric Center, Syracuse, New York is 

available for a board certified psychiatrist. 








non-residential youth services in this new 
thirty million dollar community based state 
psychiatric center. A soon to be expanded 
eight bed inpatient unit complements the 
present non-residential case load of about 
one hundred families. An additional 25 staff 
are budgeted in addition to the present 32 
persons. There are adequate teaching and 
research opportunities. This facility is 
located in the beautiful four season Finger 
Lakes region with major cultural and un- 
iversity urban access. Salary competitive. 
Send resume to R.D. McDonald, Ph.D., 
Research Group, Richard H. Hutchings 
Psychiatric Center, Box 27, University Sta- 
tion, Syracuse, New York 13210 or call 
collect 315-473-4930. 






















THE AMERICAN JOURNAL OF PSYCHIATRY 


NOW, your fournals can become an attractive permanent 
part of your professional library. These famous Jesse Jones 
volume files, especially designed to keep your copies 
orderly, readily accessible for future reference—guard 
against soiling, tearing, wear or misplacement of copies. 


These durable files will support 150 ibs. Looks and feels 
like leather and is washable. The 23-carat gold lettering 
makes it a fit companion for the most costly binding. 


Reasonably priced, too, Only $4.25, 3 for $12.00, 6 for 
$22.00 POSTPAJD U. S. A. ORDERS ONLY. Satisfaction un- 
conditionally @uaranteed or your money back. 


JESSpJONES BOX CORP. (Since 1843) 
^ Depsftment JP9—Philadelphia 41, Pa. 19141 
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e Unit Chief is responsible for overall 
clinNal supervision of all residential and 














Psychiatrist 


Our organization is seeking individuals who 


are interested in community mental health sef- 


vices for adults. We offer a competitive sala 
and liberal fringe benefit package. 


Areas of practice will include chemotherapy 
and psychotherapy, generally on an outpatient 
basis, as well as forensic psychiatry. 


Please send your resume or vita to: 


Personnel Department 
Dallas County Mental Health and 
Mental Retardation Center 
2710 Stemmons Freeway 
1200 Stemmons Tower North 
‘Dallas, Texas 75207 


An Equal Opportunity Employer 





CLINICAL DIRECTOR 


Psychiatrist to direct clinical programs in 
community mental health center, and provide 
consultation to unified services board in areas 
of mental illness, alcohol-drug abuse, and 
developmental disabilities for operated and 
contracted services. 


Mental health center consists of 15 bed hos- 
pital, outpatient clinic, day hospital, and 
emergency services; duties include direct ser- 
vice to patients. 








Additional detailed information available on 
request. ~ 


Requirements: Board eligibility and 3 years 
relevant experience. 


Salary negotiable and competitive, with excel- 
lent fringe benefits. Located in West Begg, 
Wisconsin, convenient to Milwaukee metro 
politan area and to many recreational oppor- 
tunities. 


Contact Robert W. Schermacher, Program 


‘Director, P. O. Box 718, West Bend, Wiscon- 


sin 53095, Phone (414) 338-6631. V. 
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depressed 
individuals may 
feel is the 
substance of 
. their being. 

There is 

no pleasure, 

no joy — | 

nothing grows — | 

and in the 

cold shadow of 

depression 

their activities — | — 

are inhibited, | | * 
while initiative — | | | 

. may be eroded . | 

or destroyed. 
The tragedy 

is that they can 
see that others 
are able to live 

J. onthe brighter 

side but they, 
themselves, . 
cannot reach - 
it on their own. 


inteaing TofanisPM 


depression, and Tmipraming pa oate 











can help ligt the wa 


Unsurpassed effectiveness 
among tricyclics in relieving symptoms 
of degression. 


efranil-PM, please review a summary of the 
tion on the back of this page. 
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| Tofranil ÉM" 


imipramine pamoate 


i : As sleep disturbances, fatigue, 
and other depressive symp- 


UJ | are relieved, mood and 
3 P cii ay be markedly 


improved. 


Patients are usually alert and 
capable of functioning at more 
normal levels of behavior. 


Tofranil-PM® 
brand of imipramine pamoate 


Indications: For the relief of symptoms of depression. 
Endogenous depression is more likely to be alleviated 
than other depressive states. 

Contraindications: The concomitant use of monoamine 

oxidase inhibiting compounds is contraindicated. Hyper- 

pyretic crises or severe convulsive seizures may occur in 
patients receiving such combinations. The potentiation of 
adverse effects can be serious, or even fatal. When it is 
desired to substitute Tofranil-PM, brand of imipramine 
pamoate, in patients receiving a monoamine oxidase in- 
hibitor, as long an interval should elapse as the clinical 
situation will allow, with a minimum of 14 days. Initial 
dosage should be low and increases should be gradual 
and cautiously prescribed. The drug is contraindicated 
during the acute recovery period after a myocardial infarc- 
tion. Patients with a known hypersensitivity to this com- 
pound should not be given the drug. The possibility of 
cross-sensitivity to other dibenzazepine compounds 
should be kept in mind. 

Warnings: Usage in Pregnancy: Safe use of imipramine 

during pregnancy and lactation has not been established; 

therefore, in administering the drug to pregnant patients, 
nursing mothers, or women of childbearing potential, the 
potential benefits must be weighed against the possible 
hazards. Animal reproduction studies have yielded incon- 
clusive results. There have been clinical reports of con- 
genital malformation associated with the use of this drug, 
but a causal relationship has not been confirmed. 

Extreme caution should be used when this drug is given 

to: 

—patients with cardiovascular disease because of the 
possibility of conduction defects, arrhythmias, myocar- 
dial infarction, strokes and tachycardia; 

—patients with increased intraocular pressure, history of 
urinary retention, or history of narrow-angle glaucoma 
because of the drug's anticholinergic properties; 

—hyperthyroid patients or those on thyroid medication 
because of the possibility of cardiovascular toxicity; 

—patients with a history of seizure disorder because this 
drug has been shown to lower the seizure threshold; 

— patients receiving guanethidine or similar agents since 
imipramine may block the pharmacologic effects of 
these drugs. 

Since imipramine may impair the rnental and/or physical 

abilities required for the performance of potentially 

hazardous tasks such as operating an automobile or 
machinery, the patient should be cautioned accordingly. 

Usage in Children: Tofranil-PM, brand of imipramine 


pa » should not be used in children of any age be- 
s of the increased potential for acute overdosage 


due to the high unit potency (75 mg., 100 mg., 125 mg. 
and 150 mg.). Each capsule contains imipramine 
pamoate equivalent to 75 mg., 100 mg., 125 mg. or 150 
mg. imipramine hydrochloride. . 
Precautions; It should be kept in mind that the possibility 
of auicide in seriously depressed patients is inherent in 


Geigy 


Tofranil-PM encourages patient 
compliance because one cap- 
sule lasts from bedtime to 
bedtime. 


Good results are usually seen 
atthe starting dose of one 
75-mg capsule h.s. 


For many patients, dosage can 
be safely increased to 150 mg 
daily. 


the illness and may persist until significant remission oc- 
curs. Such patients should be carefully supervised during 
the early phase of treatment with Tofranil-PM, brand of 
imipramine pamoate, and may require hospitalization. 
Prescriptions should be written for the smallest amount 
feasible. 
Hypomanic or manic episodes may occur, particularly in 
patients with cyclic disorders. Such reactions may neces- 
sitate discontinuation of the drug. If needed, Tofranil-PM, 
brand of imipramine pamoate, may be resumed in lower 
dosage when these episodes are relieved. Administration 
of a tranquilizer may be useful in controlling such 
episodes. 
Prior to elective surgery, imipramine should be discon- 
tinued for as long as the clinical situation will allow. 
An activation of the psychosis may occasionally be ob- 
served in schizophrenic patients and may require reduc- 
tion of dosage and the addition of a phenothiazine. 
In occasional susceptible patients or in those receiving 
anticholinergic drugs (including antiparkinsonism agents) 
in addition, the atropine-like effects may become more 
pronounced (e.g., paralytic ileus). Close supervision and 
careful adjustment of dosage is required when this drug iS 
administered concomitantly with anticholinergic or sym- 
pathomimetic drugs. 
Avoid the use of preparations, such as decongestants 
and local anesthetics, which contain any sympathomime- 
tic amine (e.g., adrenalin, noradrenalin), since it has been 
reported that tricyclic antidepressants can potentiate the 
effects of catecholamines. 
Patients should be warned that the concomitant use of 
alcoholic beverages may be associated with exaggerated 
effects. 
Both elevation and lowering of blood sugar levels have 
been reported. 
Concurrent administration of imipramine with electroshock 
therapy may increase the hazards; such treatment should 
be limited to those patients for whom it is essential, since 
there is limited clinical experience. 
Adverse Reactions: Note: Although the listing which fol- 
lows includes a few adverse reactions which have not 
been reported with this specific drug, the pharmacological 
similarities among the tricyclic antidepressant drugs re- 
quire that each of the reactions be considered when imip- 
ramine is administered. 
Cardiovascular: Hypotension, hypertension, tachycardia, 
palpitation, myocardial infarction, arrhythmias, heart block, 
stroke, falls. 
Psychiatric: Confusional states (especially in the elderly) 
with hallucinations, disorientation, delusions; anxiety, 
restlessness, agitation; insomnia and nightmares; 
hypomania: exacerbation of psychosis. 
Neurological: Numbness, tingling, paresthesias of ex- 
tremities; incoordination, ataxia, tremors; peripheral 
neuropathy; extrapyramidal symptoms; seizures, altera- 
tions in EEG patterns; tinnitus. 
Anticholinergic: Dry mouth, and, rarely, associated sub- 
lingual adenitis; blurred vision, disturbances of accommo- 
dation, mydriasis; constipation, paralytic ileus; urinary re- 
tention, delayed micturition, dilation of the urinary tract. 
Allergic: Skin rash, petechiae, urticaria, itching, photosen- 


ry 


As with all tricyclics, sedation 
may occur. Please caution 
patients against driving or dper- d 
ating dangerous machinery. # 


Each capsule contains ingra- 
mine pamoate equivalgfit to 75, 
100, 125, or 150 mg of imipra- 
mine hydrochloride. 


sitization (avoid excessive exposure to sunlight); edema 
(general or of face and tongue); drug fever; cross- 
sensitivity with desipramine. - 
Hematologic: Bone marrow depression including agran- 
ulocytosis; eosinophilia; purpura; thrombocytopenia. 
Leukocyte and differential counts should be performed in 
any patient who develops fever and sore throat during 
therapy; the drug should be discontinued if there is evi- 
dence of pathological neutrophil depression. 
Gastrointestinal: Nausea and vomiting, anorexia, epigas- 
tric distress, diarrhea; peculiar taste, stomatitis, abdominal 
cramps, black tongue. 

Endocrine: Gynecomastia in the male; breast enlarge- 
ment and galactorrhea in the female; increased or de- 
creased libido, impotence; testicular swelling; elevation or 
depression of blood sugar levels. 

Other: Jaundice (simulating obstructive); altered liver 
function; weight gain or loss; perspiration; flushing; uri- 
nary frequency; drowsiness, dizziness, weakness and 
fatigue; headache; parotid swelling; alopecia. 

Withdrawal Symptoms: Though not indicative of addiction, 
abrupt cessation of treatment after prolonged therapy 
may produce nausea, headache and malaise. 

Dosage and Administration: In adult outpatients, 
therapy should be initiated on a once-a-day basis with 75 
mg./day. This may be increased to 150 mg./day which ts 
the dose level which usually obtains optimum response. If 
necessary, dosage may be increased to 200 mg./day. 
Dosage should be modified as necessary by clinical re- 
sponse and any evidence of intolerance. Daily dosage 
may be given at bedtime, or in some patients in dividec 
daily doses. 








Hospitalized patients should be started on a once-a-day 
basis with 100-150 mg./day and may be increased to 200 
mg./day. Dosage should be increased to 250-300 mg./cay 

if there is no response after two weeks. 

Following remission, maintenance medication may be r 
quired for a longer period of time at the lowest dose th 

will maintain remission. The usual adult maintenance ^ 
dosage is 75-150 mg./day on a once-a-day basis, prefer- 
ably at bedtime. 

In adolescent and geriatric patients, capsules of Tofranii- 
PM, brand of imipramine pamoate, may be used when 
total daily dosage is established at 75 mg. or higher. It J 





generally unnecessary to exceed 100 mg./day in these 
patients. This dosage may be given once a day at bed- 
time or, if needed, in divided daily doses. 

How Supplied: Tofranil-PM, brand of imipramine 
pamoate: Capsules of 75, 100, 125 and 150 mg. (Each 
capsule contains imipramine pamoate equivalent to 75, 
100, 125 or 150 mg. of imipramine hydrochloride.) 

(B) 98-146-840-A(9/75) 667120 


For complete details, including dosage and adminis- 
tration, please refer to the full prescribing information. 
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MOVING? |. 
PLEASE NOTIFY 4 
6 WEEKS IN ADVANCE 


MEMBERS: This notification will change 
your address (and/or name) for the 
AMERICAN JOURNAL OF PSYCHIATRY, 
PSYCHIATRIC NEWS, and all member- 
wide APA mailings. 


SUBSCRIBERS: Please notify each 
publication separately. 












FORMER ADDRESS: 


PASTE LABEL HERE 





NEW ADDRESS and/or NAME: 


NAME 
DEPARTMENT 


ORGANIZATION 


STREET 

CITY STATE ZIP 
APA MEMBERS MAIL TO: 

APA Division of Membership Services 
and Studies 


AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 


SUBSCRIBERS MAIL TO: A 


APA Circulation Department 
AMERICAN PSYCHIATRIC ASSOCIATION 
1700 Eighteenth Street, N.W. 
Washington, D.C. 20009 


A few weeks ago, 
her "voices" came back. 


Tomorrow shes 
going back to work. 
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otension or overseda 


reactions) to achieve optimal re- 


sponse when patient is inade- 
quately controlled at lower dos- 
age...to help you rapidly control 
and stabilize new patients, 
promptly regain control during 
periods of exacerbation. 


Common side effects easily 
controlled. ^* 

Although extrapyramidal symp- 
toms (EPS) have been reported 
frequently, they are usually dose- 
related and readily controlled with 


dose adjustment or antiparkinson - 


drugs. EPS often diminish spon- 
taneously with continued use of 
HALDOL haloperidol. 


*Not an actual case history, this situation 
illustrates the action of HALDOL haloper- 


ialoperidol) — 


tablets/Concentrate/injection 
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_ for 
idol as reported in various clinical studies o o = .HAL 
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A Dosage Form for Every Need: 


5 tablet strengths for convenience in individualizing dos- 
age: V» mg..1 mg., 2 mg., 5 mg. and 10 mg. 


A tasteless, odorless, colorless liquid con- 
s a — for better patient acceptability: 2 mg. 
per ml. 





A rapid-acting injection for psychiatric 


emergencies: 5 mg. per ml., with 1.8 mg. 
e c methylparaben and 0.2 mg. propylparaben 
per ml., and lactic acid for pH adjustment to 


3.430 2. 





Indications: HALDOL haloperidol is indicated for use in the man- 
agement of manifestations of psychotic disorders. 

It is also indicated for the control of tics and vocal utterances of 
Gilles de la Tourette's syndrome. 
Contraindications: HALDOL haloperidol is contraindicated in 
patients who are severely depressed, comatose, have CNS depres- 
sion due to alcohol or other centrally-acting depressants, have 
Parkinson's disease or are hypersensitive to this drug. 
Warnings: Usage in Pregnancy: Safe use of HALDOL haloperidol 
in pregnancy and lactation has not been established; therefore, its 
use in pregnancy, in nursing mothers, or in women of childbearing 
potential requires that the possible benefits of the drug be weighed 
aenst the potential hazards. A case of phocomelia in an infant 
whose mother received haloperidol along with a number of other 
medications during the first trimester of pregnancy has been 
reported (a causal relationship was not established in this case). 
Animals receiving 2 to 20 times the maximum human dose of 
haloperidol orally and/or parenterally showed increased incidence 
of resorption, reduced fertility, delayed delivery, dose-related Be 
mortality (presumably due to lack of maternal care reflecting CNS 
depression). | 
Usage in Children: Safety and effectiveness in children have not 
been established; therefore, this drug is not recommended for use in 
the pediatric age group. 
General: Cases of bronchopneumonia, some fatal, have followed the 
use of major tranquilizers, including haloperidol. It has been postu- 
lated that lethargy and decreased sensation of thirst may lead to 


- - dehydration, hemoconcentration and reduced pulmonary ventilation. 
- If these signs and symptoms appear, especially in the elderly, the 
“physician should institute remedial therapy promptly. Although not 


reported with HALDOL haloperidol, decreased serum cholesterol 
and/or cutaneous and ocular changes have been reported in 
patients receiving chemically-related drugs. HALDOL haloperidol 
may impair the mental and/or physical abilities required for the per- 


— formance of hazardous tasks such as operating machinery or driving 


a motor vehicle. The ambulatory patient should be warned accord- 
ingly. The use of alcohol should be avoided due to possible additive 
effects and hypotension. b. 

Precautions: HALDOL haloperidol should be administered cau- 
tiou o patients: (1) —with severe cardiovascular disorders, 
betQuse of the possibility of transient hypotension and/or precipita- 
tion of anginal pain. Should hypotension occur and a vasopressor be 
required, epinephrine should not be used since HALDOL haloperidol 
may block its vasopressor activity and paradoxical further lowering 
of blood pressure may occur. (2)—receiving anticonvulsant medica- 
tion, because HALDOL haloperido! may lower the convulsive thresh- 
old. Adequate anticonvulsant therapy should be maintained 
concomitantly. (3)—with known allergies, or with a history of allergic 
reactions to drugs. (4)—receiving anticoagulants, since an isolated 
instance of interference occurred with the effects of one anticoagu- 
lant (phenindione). 


f y A84 


Haldol 


tablets/Concentrate/injection 


For prompt control of psychotic symptoms with 
minimal risk of hypotension or oversedation 






















haloperidol) | 


If concomitant antiparkinson medication is required, it may have to 
be continued after HALDOL haloperidol is discontinued because of 
the difference in excretion rates. If both are discontinued simulta 
neously, extrapyramidal symptoms may occur. Intraocular pressure 
may increase when anticholinergic drugs, including antiparkinsor 
agents, are administered concomitantly with HALDOL haloperidol 
When HALDOL haloperidol is used to control mania in cyclic 
disorders there may be a rapid mood swing to depression. 

Adverse Reactions: CNS Effects: Extrapyramidal Reactions— 
Neuromuscular (extrapyramidal) reactions have been reported 
frequently, often during the first few days of treatment. Generally the 
involved Parkinson-like symptoms which usually were mild to mode 
ately severe and reversible. Other types of neuromuscular reactior 
(motor restlessness, dystonia, akathisia, hyperreflexia, opisthotonc 
oculogyric crises) have been reported far less frequently, but wer 
often more severe. Severe extrapyramidal reactions have beer 
reported at relatively low doses. Generally extrapyramidal symptom 
are dose-related since they occur at relatively high doses and disap 
pear or become less severe when the dose is reduced. Administra- 
tion of antiparkinson drugs may be required for control of such 
reactions. Persistent extrapyramidal reactions have been reported 
and the drug may have to be discontinued in such cases. Persistent 
Tardive Dyskinesia—Tardive dyskinesia may appear during long- 
term therapy or after therapy has been discontinued. The risk 

appears to be greater in elderly patients on high-dose therapy, 
especially females. The symptoms are persistent and in some 

patients appear irreversible. There is no known effective treatment. 
All antipsychotic agents should be discontinued. The syndrome may 
be masked by reinstitution of drug, increasing dosage, or switching 

to a different antipsychotic agent. Other CNS Effects — Insomnia, rest- 
lessness, anxiety, euphoria, agitation, drowsiness, depression, leth- 
argy, headache, confusion, vertigo, grand mal seizures, and 
exacerbation of psychotic symptoms including hallucinations. Car- 
diovascular Effects: Tachycardia and hypotension. Hematologic 
Effects: Reports have appeared of mild and usually transient 
leukopenia and leukocytosis, minimal decreases in red blood cell 

counts, anemia, or a tendency toward lymphomonocytosis. Agranulo- 
cytosis has rarely been reported and then only in association with 

other medication. Liver Effects: Impaired liver function and/or jaun- 
dice have been reported, although a causal relationship has not 
been established. Dermatologic Reactions: Maculopapular 
acneiform skin reactions and isolated cases of photosensitivity 
loss of hair. Endocrine Disorders: Lactation, breast engorgeme 
mastalgia, menstrual irregularities, gynecomastia, impotence, 
increased libido, hyperglycemia and hypoglycemia. Gastrointes- 
tinal Effects: Anorexia, constipation, diarrhea, hypersalivation, dys; 
pepsia, nausea and vomiting. Autonomic Reactions: Dry mouth 
blurred vision, urinary retention and diaphoresis. Respirato 

Effects: Laryngospasm, bronchospasm and increased depth O 
respiration. 

Complete dosage information available in insert which accompanies 
each package for on request). 

The use of the injectable form is intended for the acutely agitated 
psychotic patient with moderately severe to very severe symptoms. 

IMPORTANT: Full directions for use should be read befor 
HALDOL haloperidol is administered or prescribed. 9/74 
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CAPSULES 


SINGLE DOSE TABLETS 





CLORAZEPATE DIPOTASSIUM 4soece Brief Summary 


a ACT IONS—Pharmacologically, TRANXENE (clorazepate dipotassium) has the char- 
acteristics of the benzodiazepines. It has depressant effects on the central 
nervous system. The primary metabolite, disp ien quickly appears in the 

blood stream. The serum half-life is about 2 days. The drug is metabolized in the 
liver aW excreted primarily in the urine. 


NDICATIONS--TRANXENE is indicated for the symptomatic relief of anxiety asso- 

iated with anxiety neurosis, in other psychoneuroses in which anxiety symptoms 

are prominent features, and as an adjunct in disease states in which anxiety is 

manifested. 

TRANXENE is indicated for the symptomatic relief of acute alcohol withdrawal. 

.. The effectiveness of TRANXENE for long-term use, that is, more than 4 months, 

' has not been assessed by systematic clinical studies. The physician should re- 
. assess periodically the usefulness of the drug for the individual patient. 


- CONTRAINDICATIONS—TRANXENE is contraindicated in patients with a known 
— hypersensitivity to the drug, and in those with acute narrow angle glaucoma. 


- WARNINGS TRANXENE is not recommended for use in depressive neuroses or in 
: psychotic reactions. 

Patients on TRANXENE should be cautioned against engaging in hazardous oc- 
- cupations requiring mental alertness, such as operating dangerous machinery 
~ including motor vehicles. 

. Since TRANXENE has a central nervous system depressant effect, patients 
should be advised against the simultaneous use of other CNS-depressant drugs, 
and cautioned that the effects of alcohol may be increased. 

' Because of the lack of sufficient clinical experience, TRANXENE is not recom- 
mended for use in patients less than 18 years of age. 


d. Physical and Psychological Dependence: 

Withdrawal symptoms (similar in character to those noted with barbiturates and 
alcohol) have occurred following abrupt discontinuance of clorazepate. Symptoms 
c4. ef nervousness, insomnia, irritability, diarrhea, muscle aches and memory im- 
=) pairment have followed abrupt withdrawal after long-term use of high dosage. 
X. Caution should be observed in patients who are considered to have a psycho 
sk logical potential for drug dependence. 

4 Evidence of drug dependence has been observed in dogs and rabbits which was 
-4 characterized by convuisive seizures when the drug was abruptly withdrawn or 
= the dose was reduced; the syndrome in dogs could be abolished by administra- 























oos Usage in Pregnancy: 
d d^ increased risk of congenital malformations associated with the use of minor 
P 4, tranquilizers (chlordiazepoxide, diazepam, and meprobamate) during the first tri- 
-< y mester of pregnancy has been suggested in several studies. TRANXENE, a henzo- 
- t diazepine derivative, has not been studied adequately to determine whether it, 
x too, may be associated with an increased risk of fetal abnormality. Because use 
s ef these drugs is rarely a matter of urgency, their use during this period should 
— almost always be avoi ed. The possibility that a woman of childbearing potential 
; may be pregnant at the time of institution of therapy should be considered. Pa- 
i . tients should be advised that if they become pregnant during therapy or intend 
2$. to become pregnant they should communicate with their physician about the 
desirability of discontinuing the drug. 


Usage during Lactation: 
TRANXENE should not be given to nursing mothers since it has been reported 
that nordiazepam is excreted in human breast milk. 


PRECAUTIONS--In those patients in which a degree of depression accompanies 
the anxiety, suicidal tendencies may be present and protective measures may be 
ene The least amount of drug that is feasible should be available to the 
patient. . 

Patients on TRANXENE for prolonged periods should have blood counts and 
liver function tests periodically. The usual precautions in treating patients with 
impaired renal or hepatic function should also be observed. 

in elderly or debilitated patients, the initial dose should be small, and incre- 
ments should be made gradually, in accordance with the response of the patient, 
to preclude ataxia or excessive sedation. 


ADVERSE REACTIONS—The side effect most frequently reported was drowsiness. 
Less commonly reported (in descending order of occurrence) were: dizziness, 
various gastrointestinal complaints, nervousness, blurred vision, dry mouth, head- 
ache, and mental confusion. Other side effects included insomnia, transient skin 
rashes, fatigue, ataxia, genitourinary complaints, irritability, diplopia, depression 
and slurred speech. 

There have been reports of abnormal liver and kidney function tests and of 

decrease in hematocrit. 

-@ Decrease in systolic blood pressure has been observed. 


SAGE AND ADMINISTRATION — 

or symptomatic relief of anxiety: 

TRANXENE is administered orally. The capsules may be given in divided doses. 
The usual daily dose is 30 mg. The dose should be adjusted gradually within 
the range of 15 to 60 mg. daily in accordance with the response of the patient. 
in elderly or debilitated patients it is advisable to initiate treatment at a daily 
dose of 7.5 to 15 mg. 

TRANXENE capsules may also be administered as a single dose daily at bed- 
time; the recommended initial dose is 15 mg. After the initial dose, the response 
of the patient may require adjustment of subsequent dosage. Lower doses may 
be indicated in the elderly patient. Drowsiness may occur at the initiation of 
treatment and with dosage increment. 

TRANXENE-SD tablets (22.5 mg.) may be administered as a singie dose every 
24 hours. This tablet is intended as an alternate dosage form for the con- 
venience of patients stabilized on a dose of 7.5 mg. capsules three times a day. 
TRANXENE-SD tablets should not be used to initiate therapy. 

TRANXENE-SD HALF STRENGTH tablets (11.25 mg.) may be administered as a 
single dose every 24 hours. 


For symptomatic relief of acute alcahal withdrawal: 

` Recommended schedule: Ist 24 hours, 30 mg TRANXENE initially, followed by 
30 to 60 mg in divided doses; 2nd 24 hours, 45 to 90 mg in divided doses; 3rd 
24 hours, 22.5 to 45 mg in divided doses; 4th day, 15 to 30 mg in divided doses. 
Thereafter gradually reduce to 7.5 to 15 m daily, and discontinue as soon as 
condition is stable. Maximum daily dose is 90 mg. Avoid excessive reductions in 

total drug on successive days. 


DRUG INTERACTIONS—If TRANXENE is to be combined with other drugs acting on 
the central nervous system, careful consideration should be given to the pharma- 
cology of the agents to be employed. Animal experience indicates that TRANXENE 
prolongs the sleeping time after hexobarbital or after ethyl alcohol, increases 




























the inhibitory effects of chlorpromazine, but does not exhibit monoamine oxidase 

inhibition. Clinical studies have shown increased sedation with concurrent typ 

n "d p LA the benzodiazepines may be potentiated by 

| , Rarcotics, phenothiazines, monoamine oxid inhibito ot 

antide resins p oxidase inhibitors or other 
(clorazepate dipotassium) is used to treat anxiety associated 

with somatic disease states, careful attention must be paid ibiz dre" 

interaction with concomitant medication. uid c " 


MANAGEMENT OF OVERDOSAGE—Overdosage is usually manifested by var ing de- — 
grees of CNS depression ranging from slight sedation to coma. As ia the Lib died vw 
ment of overdosage with any drug, it should be borne in mind that multiple agents 
may have been taken. — 
here are no specific antidotes for the benzodiazepines. The treatment of 

overdosage should consist of the general measures employed in the management 
of overdosage of any CNS depressant. Gastric evacuation either by the induction 
of emesis, lavage, or both, should be performed immediately. General supportive 
care, including frequent monitoring of the vital signs and close observation of 
the patient, is indicated. Hypotension, though rarely reported, may occur with 
large overdoses. In such cases the use of agents such as Levophed® (levarterenol) 
or Aramine® (metaraminol) should be considered. 

While reports indicate that individuals have survived overdoses of TRANXENE 
as high as 450 to 675 mg., these doses are not necessarily an accurate indica- 
tion of the amount of drug absorbed, since the time interval between ingestion 
and the institution of treatment was not always known. Sedation in varying de- 
grees was the most common physiological manifestation of TRANXENE over- 
dosage. Deep coma when it occurred was usually associated with the ingestion 
of other drugs in addition to TRANXENE. 


CLINICAL PHARMACOLOGY—Studies in heaithy men have shown that TRANXENE 
has depressant effects on the central nervous system. Prolonged administration 
of single daily doses as high as 120 mg. was without toxic effects. Abrupt cessa- 
tion of high doses was followed in some patients by nervousness, insomnia, 


irritability, diarrhea, muscle aches, or memory impairment. 


Absorption-Excretion: 

After oral administration of TRANXENE, there is essentially no circulating parent 
drug. Nordiazepam, its primary metabolite, quickly appears in the blood stream. 
In 2 volunteers given 15 mg. (50 4C) of 14C.TRANXENE, about 80% was recov- 


ered in the urine and feces within 10 days. Excretion was primarily in the urine 
with about 1% excreted per day on day 10. 


HOW SUPPLIED—TRANXENE (clorazepate dipotassium) is supplied as capsules i 
three dosage strengths: 


3.75 mg. capsules (gray with white cap) in bottles of 100 (NDC 0074-3417-13) 
and 500 (NDC 0074-3417-53). Aiso available in ABBO-PAC® unit dose packages 
of 100 capsules (NDC 0074-3417-11). 
7.5 mg. capsules (gray with maroon cap) in bottles of 100 (NDC 0074-3418-13) 
and 500 (NDC 0074-3418-53). Also available in ABBO-PAC® unit dose packages 
of 100 capsules (NDC 0074-3418-11). 

15 mg. capsules (all gray) in bottles of 100 (NDC 0074-3419-13) and 500 (NDC 
0074-3419-53). Also available in ABBO-PACS unit dose packages of 100 capsules 
(NDC 0074-3419-11). 


TRANXENE-SD single dose tablets are supplied in two dosage strengths: 
TRANXENE-SD 22.5 mg. tablets (tan-colored) in bottles of 100 (NDC 0074-2997-13). 


TRANXENE-SD HALF STRENGTH 11.25 mg. tablets (blue-colored) in bottles of 100 
(NDC 0074-2699-13). 
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Tranxene 


CLORAZEPATE DIPOTASSIUM 


A prudent choice 
when it's time 

to prescribe 

for anxiety 


A prudent prescription for 
teday's anxious patient 





















A different tranquilizer. Times change. Today's patient 
has changed. And the physician's most prudent choice 
of therapy for anxious patients may also change. Thus 
if you are now thinking about changing your choice 

of minor tranquilizers, consider Tranxene. 


A change of look. Tranxene is a physically distinctive 
change of therapy. It's very different in form and appear- 
ance from any other tranquilizers your patients have 
previously received or seen. 


Greater versatility. Its added dosage options are different 
too. They permit not only conventional divided doses, 
but also convenient once-a-day regimens... including an 
ultrasimple single dose tablet (11.25 mg) especially 
suited to elderly patients. 





Yet the same effectiveness. Prescribe with 
confidence. In numerous published studies . 
involving hundreds of patients, Tranxene 
has been shown to be clinically equivalent 
to diazepam in treating anxiety. 
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lranxene... o 


CLORAZEPATE DIPOTASSIUM 


Maybe it's time? 





